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Objective. Patient–clinician goal concordance is associated with improved outcomes in certain chronic diseases
but not explored in rheumatoid arthritis (RA). We examined goal concordance, correlates of concordance, and the
association of concordance with health outcomes.

Methods. Adult patients with RA seen at least 1 time in the prior 12 months at 1 of 2 rheumatology clinics partici-
pated. Patients and their clinicians independently ranked top 3 goals for RA treatment from 8 options before a routine
visit. Patients completed postvisit surveys on health, demographic information, health literacy, and adherence. Goal
concordance was defined as the patient’s number 1 goal being among the clinician’s top 3 goals for that patient. Bivari-
able and multivariable logistic regression models were used to examine correlates of concordance.

Results. Patients were 58% female and 16% Spanish-speaking, and 29% had limited health literacy. Among
204 patient–clinician dyads, 20% were goal-discordant. “Have less pain” was selected by both patient and clinician
in 81% of dyads, followed by “have fewer problems doing daily activities” by 63%. Otherwise, clinicians prioritized
avoiding side effects, whereas patients ranked improved sleep, fatigue, and mood. Longer disease duration was asso-
ciated with discordance (median 13.3 years, interquartile range [IQR] 5.2–20 among discordant vs. 7 years, IQR 4–14;
P = 0.039); higher depressive symptomswere associated with concordance (8.1% vs. 24%;P = 0.04). Goal concordance
was associated with higher medication adherence (adjusted odds ratio 2.76 [95% confidence interval 1.01, 7.56]).

Conclusion. One in 5 patient–clinician dyads had discordant treatment goals. Goal concordance was associated with
highermedication adherence. Studies to improve goal elicitation and communication of patientswith RA’s priorities are needed.

INTRODUCTION

Current treatment paradigms for rheumatoid arthritis (RA), a

chronic disabling condition with high societal and personal cost,

include shared decision-making (SDM) between patients and clini-

cians (1). A key element of effective SDM is understanding patients’

goals, which often reflect desired improvements in quality of life,

and how they align with or differ from clinicians’ goals. For clinicians

who care for patients with RA, goals are commonly driven by clini-

cal metrics and guidelines, including the treat-to-target approach,

with a target of low disease activity or remission. Patients’ goals

are often different. In a systematic literature review of patients with

RA goals, we identified more than 400 goals that fell into 4 distinct

areas: 1) the bodily experience of RA; 2) achieving normalcy and

maintaining wellness; 3) social connectedness and support; and

4) interpersonal and health care system interactions (2). Patients

with RA report challenges in sharing their treatment goals with their

clinicians (3). Despite achievement of remission, patients continue

to report lower quality of life compared with the general population,

suggesting that even patients who reach the clinical goal of remis-

sion do not necessarily reach their own individual goals and con-

tinue to experience limitations, including fatigue and mood

disturbances such as depression and anxiety (4).
Does it matter if clinicians and patients share common goals?

Agreement around shared goals or “goal concordance” is associ-
ated with improved outcomes in other complex chronic condi-
tions, such as diabetes mellitus (5), and during end of life care
(6). Effective patient with RA–clinician communication is central
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to accurate diagnosis, symptom assessment, treatment selec-

tion, and avoidance of unsafe use of costly therapies, yet commu-

nication around goals in RA is largely understudied. Patient

preferences and values vary significantly (7), and thus alignment

of goals is essential in RA and may serve as a model for other

chronic conditions with complex decision-making around medi-

cations, safety, and cost. Patient–clinician discordance around

the assessment of disease activity has been consistently reported

in RA (8–10) and underscores communication gaps between

patients and clinicians. Patients with RA have expressed reluc-

tance or fear of raising issues around pain with their clinicians (4).

These barriers to alignment between clinicians and patients

impede effective SDM and delivery of patient-centered care, in

which clinicians and patients work together toward the same set

of goals, determined by patient preferences and priorities.
Additional barriers to effective communication and SDM in RA in

majority English-language–dominant health care settings include lim-
ited health literacy (LHL), limited English language proficiency (LEP),
and depressed mood (8). In a prior study of more than 500 patients
with RA, we found suboptimal decision-making communication
among those with LHL and LEP (11). These known barriers to com-
munication have yet to be studied with regard to goal concordance.
Therefore, in this study, we aimed to 1) measure goal concordance
between patients with RA and their clinicians; 2) examine whether
barriers to communication (LEP, LHL, or depression) were indepen-
dently associated with goal discordance; and 3) evaluate the associ-
ation of goal concordance with outcomes of self-efficacy, trust in the
physician, medication adherence, and disease activity.

PATIENTS AND METHODS

Study design. We conducted a cross-sectional study to
measure goal concordance (or agreement) between patients with
RA and their rheumatology clinicians and sought to 1) identify cor-
relates of goal concordance and 2) measure the association of
goal concordance with patient outcomes.

Patient participants. Eligible patients were consecutively
enrolled from 2 rheumatology clinical sites (university-based and
Veterans Affairs [VA] outpatient-based rheumatology specialty
clinics) beginning in October 2016. Patient participants included
in this study must have been seen by a rheumatology clinician at
least once over the previous 12 months, were at least 18 years
of age, and met the 2010 American College of Rheumatology cri-
teria for RA. Clinician participants included rheumatology attend-
ings, fellows in training, or advance practice partners (nurse
practitioner or physician’s assistant). The research protocol was
approved by the joint Portland VA/Oregon Health & Science
University (OHSU) Institutional Review Board (IRB 15851); patient
participants provided written informed consent, and clinician
participants consented via information sheet.

Procedures. Patient participants with upcoming clinic
appointments were screened for study eligibility, and those meet-
ing inclusion criteria were mailed a letter to introduce the study,
which included a return letter in which patients could opt out or
request more information. Among those who did not opt out,
patients were contacted before their appointment or approached
in the clinic waiting room, and if interested, consented to enroll in
the study. Enrolled patients completed a brief goals measure
(Supplementary Methods 1, which is available on the Arthritis

Care & Research website at http://onlinelibrary.wiley.com/doi/
10.1002/acr.24794) before the clinic visit. The measure was
developed by the study team based on a review of the literature
on patient goals (2), focus groups (12), and multistakeholder
input. Patient goals identified in the systematic review and focus
groups were grouped into broad domains in the goals measure
in order to create a brief, operable tool for clinical use. The goals
measure asks patients to rank the top 3 most important things
they want their RA treatment to do. Options were have less pain,
improve function, work outside the home, avoid side effects,
improve sleep, feel less tired, improve mood, not affect fertility,
or “other,” in which patients can write in a goal. Clinician partici-
pants were asked independently of the patient goals measure to
rank their top 3 priorities for treatment for their patient from the
same list of goals patients used before the clinic visit for each
unique patient (Supplementary Methods 2, which is available on
the Arthritis Care & Research website at http://onlinelibrary.wiley.
com/doi/10.1002/acr.24794). After completion of the goals mea-
sure, patients would then proceed to their usual clinic visit as
scheduled, and after the visit patients completed a second sur-
vey, which included items on demographic characteristics, health
literacy, disease duration, medications, depressive symptoms,
posttraumatic stress disorder (PTSD), self-efficacy, trust in the
physician, disease activity, and medication adherence. Patient
participants were compensated with a $25 gift card.

Goal concordance. The measure of interest in all analyses
was patient–clinician goal concordance. This was defined as the
patient’s number 1 goal being ranked among the top 3 listed by

SIGNIFICANCE & INNOVATIONS
• Goal concordance (or agreement) between patients

and clinicians can lead to improved health out-
comes in chronic disease but has not been exam-
ined in rheumatoid arthritis (RA).

• One in 5 patient–clinician dyads were discordant
around RA treatment goals.

• Patients with longer RA disease duration weremore
likely to be discordant with their clinician. This may
highlight shifting goals over time for patients (more
focus on function and mood with longer duration).

• Goal concordance was independently associated
with higher adherence, which suggests that clearer
communication around treatment goals may lead
to improved adherence and outcomes.
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the clinician. This definition is guided by prior literature on goal
concordance in diabetes mellitus (5,13).

Primary correlates of concordance: LEP, LHL,
depressive symptoms. Using methodology established by
Karliner et al to ascertain LEP (14), participants responded to 2
questions to evaluate English language proficiency. Health literacy
was measured using a single-item literacy screener, a self-
reported and validated measure that has been used among
populations with RA in other studies (15,16). Depressive symp-
toms were measured using the Patient Health Questionnaire-8
(PHQ-8), an 8-item self-report measure, validated in multiple lan-
guages and used among patients with LHL (17). Scores range
from 0 to 24 with a score of at least 10 corresponding to moder-
ate depressive symptoms or greater.

Patient outcomes. In our study model, we hypothesized
that goal concordance would be associated with downstream
outcomes of increased self-efficacy, higher trust in the physician,
improved medication adherence, and lower disease activity.

Self-efficacy. Self-efficacy was measured using the
English-language validated 6-item “Self-efficacy for Managing
Chronic Disease” scale (18). Item scores range from 1 to 10 with
higher scores reflecting greater self-efficacy; the summary score
is the mean of the 6 items. For Spanish speakers, we used the
“Spanish Arthritis Self-Efficacy” 8-item scale (19); item score
range and scoring are the same as the English language scale.

Trust in the physician. Low trust in the physician has
been shown to be associated with suboptimal communication
around shared decision-making (11) as well as confidence in
deciding to take a disease-modifying antirheumatic drug
(DMARD) (20). We measured trust with the 11-item Trust in
Physician scale (21) that has been validated in patients with RA
(22). Responses are summed, and the value is transformed to a
0–100 scale. A score below the median was considered subopti-
mal. After data collection had been completed, it was noted that
the final 3 questions of the scale were inadvertently omitted from
the survey. Despite this, the Cronbach’s alpha for the scale with
8 items was 0.799, and it felt reasonable to proceed with includ-
ing it as an a priori selected patient outcome.

Adherence. We measured self-report adherence with
the validated 8-item Morisky’s Medication Adherence Scale
(MMAS-8) (23). The MMAS-8 scoring system classifies patients
as having low, moderate, or high adherence; in prior studies,
patients who had low or moderate adherence were considered
nonadherent (24). We dichotomized adherence at low/moderate
compared with high.

Disease activity. We captured disease activity using a
composite measure, the Clinical Disease Activity Index (CDAI),
which is a sum of 4 components: 28 tender joint count, 28 swollen
joint count, patient global assessment of disease activity, and cli-
nician global assessment of disease activity. CDAI scores range
from 0 to 76. A minimal clinically important difference in CDAI
is 6 (25).

Covariates. Patient demographic characteristics of age,
sex (male vs. female), race and ethnicity (White, Black, Latinx/His-
panic, vs. other), partner status (coupled, which included married
or living with a partner, yes vs. no), education (high school or less
vs. some college or more) and annual income (<$40,000
vs. ≥$40,000) were all captured by self-report on the survey.
Given that we included a number of Veteran patient participants
in the study and PTSD has been associated with incident RA
(26) and poorer prognosis/more aggressive disease activity (27),
participants completed a 4-item screener for PTSD (28), and if
they scored 3 or higher on the screener, they were instructed to
complete a full measure of PTSD (29).

Analysis. Descriptive statistics were used to summarize
patient characteristics according to goal concordance. Goals
ranked by patient and clinician were described graphically and
were enumerated as those selected by both patient and clinician,
by patient only, and by clinician only.

We performed a series of bivariate analyses to test for differ-
ences in patient characteristics, primary correlates, and patient
outcomes according to goal concordance, for which we used
chi-square tests for categorical variables and t-tests or Mann-
Whitney U tests for continuous variables. To determine the
association of our primary correlates with concordance, and of
concordance with patient outcomes, we built a series of regres-
sion models, including both unadjusted (no covariates) and
adjusted models. We used the following analysis approaches:
logistic regression for all primary correlates of concordance, trust
in the physician, and medication adherence; and linear regression
for self-efficacy and disease activity. Our first step in creating an
adjusted model was to retain covariates in the model if they
changed the regression coefficient, for either our primary corre-
lates of concordance or concordance itself, by ~20% or more
(e.g., a change-in-estimate variable selection strategy) (30). Next,
we used a forward selection procedure, based on Bayesian infor-
mation criteria, to incorporate covariates that improved model fit.
Last, we considered site and sex in our adjusted models,
because these would adjust for differences among patients at
the clinic and system level. When building our primary correlates
of concordance models, we were conservative in the number of
covariates we added to each model in order to minimize the num-
ber of subjects per variable and, for this reason, did not include site
and sex in the same model; these factors in combination greatly
impacted the standard error because of the predominance of male

RA PATIENT–CLINICIAN GOALS 627
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patients at the VA site. Models presented include site because this
factor provided a better model fit. Additionally, we used Firth’s bias
penalized likelihood logistic regressions to reduce potential bias
generated from the small sample size in certain covariate profiles.
Because multiple patients were treated by a single clinician, we
assessed if clustering by clinician should be taken into account;
preliminary models incorporating clustering by clinician did not
improve model fit, and for this reason, we do not present these
models. Model assumptions were checked, and no violations were
noted. All analyses were performed in Stata/SE, version 15, and
graphics were created in R version 4.0.2 using package ggplot2
version 3.3.3.

RESULTS

A total of 208 patient–clinician dyads were enrolled
(estimated patient participation rate 62%); goal-ranking instruc-
tions were not followed by 1 patient and 2 clinicians, and 1 patient

lacked clinical information, leaving 204 dyads included in the anal-
ysis, 63% from the university and 37% from the VA (Table 1).
Overall, patients were predominantly female (58%) with an aver-
age age of 57.2 years (SD 14.2) and median 8 years disease
duration (interquartile range [IQR] 4–16). Nearly one-third had a
high school education or less (31.6%), 15.1% had LEP, and
29% had LHL. There were a total of 15 clinicians (8 female), which
included 14 physicians (4 of whom were rheumatology fellows)
and 1 advanced practice partner.

Goal concordance. A total of 164 dyads (80%) met the
definition of concordance (patient’s top goal ranked among
the clinician’s top 3). This agreement was largely driven by
124 dyads being concordant on “have less pain” as a goal
(132 patients selected it as their number 1 goal) (Figure 1).
The next most frequently selected goal was “have fewer prob-
lems doing daily activities,” with 32 dyads concordant on this
goal (61.8% selected by both patient and clinician) (Table 2).

Table 1. Patient characteristics, overall and by concordance*

Characteristics Total (n = 204)
Discordant
(n = 40)

Concordant
(n = 164) P

Site
OHSU 122 (62.7) 26 (65.0) 96 (62.2) 0.86
VA 76 (37.3) 14 (35.0) 62 (37.8)

Sex
Male 85 (41.7) 18 (45.0) 67 (40.9) 0.72
Female 119 (58.3) 22 (55.0) 97 (59.1)

Age, mean ± SD years 57.2 ± 14.2 58.2 ± 15.1 56.9 ± 14.0 0.62
Language
English 168 (84.4) 35 (92.1) 133 (82.6) 0.21
Spanish 31 (15.6) 3 (7.9) 28 (17.4)

Limited English language proficiency 30 (15.1) 3 (7.9) 27 (16.8) 0.17
Coupled 110 (57.9) 22 (61.1) 88 (57.1) 0.71
Education
High school or less 60 (31.6) 15 (40.5) 45 (29.4) 0.24
Some college or more 130 (68.4) 22 (59.5) 108 (70.6)

Income
<$40,000 85 (45.5) 12 (33.3) 73 (48.3) 0.14
>$40,000 102 (54.5) 24 (66.7) 78 (51.7)

People in household, median (IQR) 2 (2–4) 2 (2–3) 2 (2–4) 0.92
Race and ethnicity
White 123 (68.3) 25 (78.1) 98 (66.2) 0.62
Black 6 (3.3) 0 (0.0) 6 (4.1)
Latinx/Hispanic 39 (21.7) 6 (18.8) 33 (22.3)
Other 12 (6.7) 1 (3.1) 11 (7.4)

Limited health literacy 55 (28.6) 13 (35.1) 42 (27.1) 0.42
Disease duration, median (IQR) years 8 (4–16) 13 (5–21) 7 (4–15) 0.039
Number of medications, median (IQR) 1 (1–2) 1 (0–2) 1 (1–2) 0.10
Depressive symptoms 38 (20.8) 3 (8.1) 35 (24.0) 0.040
PTSD 13 (7.1) 2 (5.6) 11 (7.5) 1.00
Self-efficacy score, mean ± SD 6.3 ± 2.1 6.3 ± 2.1 6.3 ± 2.1 0.96
Trust in the physician 106 (53.8) 19 (51.4) 87 (53.0) 0.74
Disease activity score (CDAI), mean ±
SD

12.8 ± 10.5 10.5 ± 9.7 13.2 ± 10.8 0.21

Medication adherence
High 63 (33.5) 7 (20.6) 56 (36.4) 0.11
Low/medium 125 (66.5) 27 (79.4) 98 (63.6)

* Values are the number (percentage). CDAI = Clinical Disease Activity Index; IQR = interquartile range;
OHSU = Oregon Health & Science University; PTSD = posttraumatic stress disorder; VA = Veterans Affairs.
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“Improve sleep”was ranked by 20.1% of patients, with 0 dyads
concordant on this goal. Similarly, “feel less tired” was selected
by 27.5% of patients but only 6.4% of clinicians. “Improve
mood” was a goal selected by 12.3% of patients but only 1 cli-
nician. Interestingly, goal ranking by patients varied by disease
duration. Patients with early RA (less than 2 years duration)
were more likely to select “work outside the home” and
“improve mood” than those with longer disease duration, who
more often chose “have fewer problems with daily activities”
(Supplementary Table 1, available on the Arthritis Care &
Research website at http://onlinelibrary.wiley.com/doi/10.1002/

acr.24794). “Other” goals included ambulation, preventing joint
damage or deformities, going back to work, gaining knowledge
about prognosis, and living normally.

Correlates of goal concordance. In bivariate analyses,
disease duration was shorter in goal concordant (median 7 years,
IQR 4–15) compared with discordant (median 13 years, IQR
5–21) dyads (P = 0.04). Depressive symptoms by PHQ-8 (score
at least 10) were more common among patients in concordant
dyads (24.0% vs. 8.1%; P = 0.04). Multivariable logistic models
constructed for each primary predictor of interest are shown in

Figure 1. This plot displays the clinician-selected top goals for RA treatment (y-axis) and the patient-ranked goals (x-axis) as either first, second,
or third for each goal listed on the goals measure. Wording on the measure asked patients and clinicians to select the top 3 most important things
for treatment to do for them from a list of 8 options. We display results from the most commonly selected goals here: 1) have less pain; 2) have
fewer problems doing my daily activities (function); 3) be able to work outside the home; and 4) avoid side effects from medicine. A green dot indi-
cates that the clinician selected the patient’s number 1 goal (defined as “goal concordant”); a purple dot indicates the goal was selected by either
or both patient or clinician but did not meet the definition of concordance. The size of the dot reflects the number of times it was selected.
RA = rheumatoid arthritis.

Table 2. Patient and clinician selection of RA treatment goals organized according to goals selected by both patient
and clinician, selected by the patient only, and selected by the clinician only*

Goal (selected as 1 of top 3 goals)
Selected
by both

Selected by
patient only

Selected by
clinician only

Have less pain 166 (81.4) 14 (6.9) 21 (10.3)
Have fewer problems doing daily
activities

126 (61.8) 7 (3.4) 65 (31.9)

Be able to work outside the home 21 (10.3) 35 (17.2) 42 (20.6)
Avoid side effects from medicine 53 (26.0) 29 (14.2) 75 (36.8)
Improve sleep 3 (1.5) 38 (18.6) 6 (2.9)
Feel less tired 13 (6.4) 56 (27.5) 13 (6.4)
Improve mood 1 (0.5) 25 (12.3) 1 (0.5)
Not affect ability to have children 1 (0.5) 8 (3.9) 0 (-)
Other 0 (-) 11 (5.4) 4 (2.0)

* Values are the number (percentage). RA = rheumatoid arthritis.

RA PATIENT–CLINICIAN GOALS 629
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Table 3. LHL was associated with a nonsignificant lower odds of
goal concordance (adjusted odds ratio [AOR] 0.57 [95% CI
0.26, 1.25]), whereas depressive symptoms were associated with

a nonsignificant higher odds of goal concordance (AOR 2.8 [95%
CI 0.85, 9.25]). LEP, when adjusted for disease duration and
income, was not associated with goal concordance. In all 3

Table 3. Results of unadjusted and adjusted logistic regression models comparing the odds of RA patient–clinician
goal concordance for three primary predictors of interest*

Main predictor Unadjusted OR (95% CI) P Adjusted OR (95% CI)† P

Model 1
Limited health literacy 0.680 (0.320–1.442) 0.314 0.569 (0.260–1.247) 0.159
Disease duration, years 0.958 (0.925–0.993) 0.019
Income (>$40,000) 0.610 (0.282–1.318) 0.208
VA site 1.333 (0.602–2.952) 0.478

Model 2
LEP 2.074 (0.642–6.696) 0.223 1.507 (0.452–5.025) 0.505
Disease duration, years 0.966 (0.934–1.000) 0.051
Income (>$40,000) 0.598 (0.278–1.282) 0.186

Model 3
Depressive symptoms 3.138 (0.981–10.037) 0.054 2.802 (0.848–9.251) 0.091
Disease duration, years 0.965 (0.931–1.000) 0.051
Income (>$40,000) 0.618 (0.278–1.375) 0.238
VA site 1.378 (0.618–3.070) 0.433

* 95% CI = 95% confidence interval; LEP = Limited English language proficiency; OR = odds ratio; RA = rheumatoid
arthritis.
† For each model, the adjusted analyses included variables listed for each model, respectively.

Table 4. Results of unadjusted and adjusted logistic and linear regression models assessing the association between
patient outcomes and patient–clinician goal concordance as the main effect*

Outcome Unadjusted estimate, OR (95% CI) P Adjusted estimate, OR (95% CI) P

Self-efficacy score
Goal concordant −0.019 (−0.822, 0.785) 0.963 0.532 (−0.294, 1.357) 0.205
Female sex NA NA −0.372 (−1.271, 0.526) 0.414
Income >$40,000 NA NA 0.412 (−0.324, 1.148) 0.271
Some college or more NA NA −0.305 (−1.103, 0.493) 0.451
Coupled NA NA −0.002 (−0.724, 0.720) 0.996
Depressive symptoms NA NA −2.027 (−2.814, 1.240) 0.000
Disease duration, years NA NA −0.009 (−0.042, 0.023) 0.566
VA site NA NA −0.269 (−1.165, 0.628) 0.554

Trust in the physician
Goal concordant 1.129 (0.552, 2.310) 0.740 1.361 (0.610, 3.038) 0.452
Female sex NA NA 0.899 (0.379, 2.130) 0.809
Income >$40,000 NA NA 2.430 (1.281, 4.610) 0.007
Depressive symptoms NA NA 0.695 (0.317, 1.522) 0.362
Disease duration, years NA NA 1.010 (0.977, 1.045) 0.546
VA site NA NA 1.055 (0.434, 2.563) 0.906

Disease activity score*
Goal concordant 2.698 (−1.566, 6.962) 0.213 1.609 (−2.838, 6.056) 0.476
Female sex NA NA 5.021 (0.119, 9.923) 0.045
Income >$40,000 NA NA −0.412 (−3.928, 3.104) 0.817
Some college or more NA NA −1.053 (−4.938, 2.832) 0.593
Health literacy NA NA 0.075 (−3.760, 3.910) 0.969
Depressive symptoms NA NA 7.129 (2.992, 11.266) 0.001
Disease duration, years NA NA 0.044 (−0.127, 0.215) 0.612
VA site NA NA 0.847 (−4.313, 6.007) 0.746

High medication adherence
Goal concordant 2.204 (0.902, 5.388) 0.083 2.760 (1.007, 7.564) 0.048
Female sex NA NA 0.989 (0.386, 2.532) 0.981
Income >$40,000 NA NA 0.863 (0.421, 1.766) 0.686
Some college or more NA NA 2.799 (1.192, 6.575) 0.018
Depressive symptoms NA NA 0.528 (0.219, 1.272) 0.155
Disease duration, years NA NA 1.016 (0.981, 1.052) 0.372
VA site NA NA 0.968 (0.372, 2.517) 0.947

* 95% CI = 95% confidence interval; NA = not assessed; OR = odds ratio; VA = Veterans Affairs. Disease activity mea-
sured by the Clinical Disease Activity Index.
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models, longer disease duration was associated with lower odds
of goal concordance (AOR 0.96 [95% CI 0.93, 0.99] in the health
literacy model).

Goal concordance as predictor of health outcomes.
Using separate models for each outcome, in both unadjusted
and adjusted analyses, we did not see an association of goal con-
cordance with self-efficacy, trust in the physician, or disease
activity (Table 4). Goal concordance was associated with higher
medication adherence (AOR 2.76 [95% CI 1.01, 7.56]) when con-
trolling for sex, income, education, depression, disease duration,
and site. Education (more than high school) was also associated
with high medication adherence (AOR 2.80 [95% CI 1.19, 6.58]).

Sensitivity analysis: examination of goal concor-
dance excluding the ranking of “less pain.” As described
above, the majority of patient–clinician dyads (80%) were goal
concordant, which was driven by the prioritization by both
patients and clinicians of “have less pain.” RA patients are asked
about pain levels at every visit, and pain is included in many dis-
ease activity measures for RA. Given the diverse and broad range
of patient goals, we explored the proportion of concordant dyads
when pain reduction was not included in the list of goals. If a
patient ranked pain reduction as their number 1 goal, we then
considered their number 2 goal as their first choice for this
analysis. It should be noted that 126 patients (62%) ranked pain
reduction as their number 1 goal, and of these 126, 119 (94%)
were concordant. In contrast, 116 of dyads (57%) were concor-
dant when pain reduction was not considered as part of the goal
measure. With respect to predictors of goal concordance,
depressive symptoms were no longer associated with concor-
dance, and the direction of the association shifted (AOR 0.77
[95% CI 0.37, 1.62]). This suggests that the finding of the associ-
ation of depressive symptoms and goal concordance in the main
analysis was overwhelmingly driven by agreement around the
goal of having less pain among patients with more depressive
symptoms. In addition, LHL was associated with lower odds of
goal concordance when adjusting for disease duration, income,

and site (AOR 0.50 [95% CI 0.26, 0.95]) in this sensitivity analysis.
Goal concordance was no longer associated with medication
adherence when pain reduction was excluded from the goals list
(AOR 1.11 [95% CI 0.56, 2.18]).

Additional sensitivity analyses in which the definitions of goal
concordance were altered to be stricter revealed a lower fre-
quency of concordance (Table 5): 1) patient’s number 1 ranked
goal among the clinician’s first and second ranked goals: 59%
concordant; 2) patient’s number 1 ranked goal among the clini-
cian’s number 1 goal: 41% concordant.

DISCUSSION

In this novel, cross-sectional study of more than 200 patients
with RA and their rheumatology clinicians, 1 in 5 dyads lacked
agreement around the most important goals. The current treat-
ment paradigm of treat-to-target prioritizes the clinician-driven
goal of low disease activity or remission, whereas patient goals
are typically more complex and often go unelicited or unad-
dressed (2,12,31). Goal concordance was driven overwhelmingly
by the prioritization of having less pain. The majority of patients
(64%) selected pain reduction as their number 1 goal, and, of
these, 94% were goal concordant. Beyond pain reduction, RA
patients more often ranked goals of improved sleep, less fatigue,
and improved mood, whereas clinicians chose avoiding side
effects of medicine. Clinicians may prioritize the avoidance of side
effects in part because of a sense of responsibility for causing
them through prescribing practices.

Depressive symptoms were associated with nearly 3 times
the odds of being goal concordant, although this relationship did
not reach statistical significance. Patients with RA have concomi-
tant depression in up to 40% of cases; depression is a known
barrier to communication and has been identified as a predictor
of patient–clinician discordance around the assessment of dis-
ease activity in RA (8). Despite higher rates of goal concordance
among those with depression in this study, the focus on pain
may not allow space for discussion of goals around mood
(selected by 12.3% of patients, 0.5% clinicians). LHL and LEP
were not significantly associated with goal concordance in the
main analysis; however, the sensitivity analysis without the rank-
ing of pain reduction showed lower odds of concordance among
those with LHL (AOR 0.50 [95% CI 0.26, 0.95]). Our prior work
identified LHL as a significant predictor for suboptimal communi-
cation around shared decision-making (11). Our goals measure
prioritized the use of plain language to describe goals and
included input from patients in its development. Communication
of goals and the high priority for less pain, because it is discussed
at every RA clinical visit, may not be impacted by literacy or LEP
status. Given that LEP and LHL are known predictors of subopti-
mal communication (32), future studies of interventions to
enhance goal concordance in RA and other chronic diseases
should continue to measure and include patients with these

Table 5. Results of sensitivity analysis: frequency of patient–clinician
goal concordance across 3 definitions of concordance and without
pain ranked as a goal

Concordance definition
Concordance,

no. (%)

Number one ranked goal of patient among first,
second, and third ranked goals of clinician

164 (80)

Number one ranked goal of patient among first
and second ranked goals of clinician

121 (59)

Number one ranked goal of patient among
number one ranked goal of clinician

83 (41)

Number one ranked goal of patient among first,
second, and third ranked goals of clinician
(without pain)

116 (57)

RA PATIENT–CLINICIAN GOALS 631
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barriers to communication in the development and testing of goal
elicitation tools and strategies. Furthermore, the adoption of uni-
versal precautions for health literacy improves medication adher-
ence in RA (33).

Goal concordance was associated with higher medication
adherence. This finding reinforces the importance of communica-
tion and shared goals in selection of therapy and has potential
impacts on longer-term control of disease activity (34); however,
longitudinal studies are needed. Medication adherence to
DMARDs in RA has been reported to be as low as 25% (35). A
recent study in which patients were asked to rank the most
important factors related to DMARD adherence identified improv-
ing symptoms, maintaining independence, and shared decision-
making as high priorities (36). In addition, we have identified
beliefs in the necessity of medications to be associated with
improved treatment adherence in RA (37).

Although this study adds to our understanding of goal con-
cordance in RA, it is not without limitations. The cross-sectional
study design does not allow for determination of causality. We
used a cross-sectional measure of adherence as a proxy to
examine the relationship between goal concordance and adher-
ence; ideally, one would look at impact of goal concordance on
adherence over time. Participants were located in a single geo-
graphic location, which may limit generalizability. However, the
inclusion of patients and clinicians from 2 separate health care
systems, 1 with a large number of male patients with RA, is a
strength, because this is an often understudied population
because of the natural higher prevalence of RA among women.
The proportion of patients with LEP was low and may not allow
for identification of independent associations of LEP with goal
concordance. Our inclusion of LHL and LEP patients in this study
is a strength, given these are known predictors of poor communi-
cation and poorer outcomes in RA. Three items from the 11-item
Trust in Physician scale were inadvertently omitted from the sur-
vey; however, the Cronbach’s alpha for the 8-item scale was
0.799, and thus this was included as an a priori selected patient
outcome. Despite an extensive systematic literature review and
series of focus groups that informed the goals measure, the major
themes of “bodily experience, achieving normalcy and wellness,
social connectedness and support, and interpersonal interac-
tions”may not be comprehensively represented in the tool. How-
ever, all participants had the option to select “other” on the
measure and write in a goal of their choosing. We did not collect
data on patient–clinician relationship duration, which may influ-
ence goal concordance; however, all patients had been seen at
least once in the prior 12 months as part of eligibility criteria. Our
definition of goal concordance was generous and may have
underestimated the degree of discordance in our population; the
sensitivity analysis, which removed the number 1 goal of having
less pain, revealed more than a doubling of the rate of discor-
dance (20% vs. 43%) when this rather expected goal is removed.
Additionally, if we alter the definition of concordance to agreement

of the patient’s number 1 ranked goal among number 1 or first
and second goals listed by the clinician, the frequency of goal dis-
cordance increases as well (59% and 41%, respectively). Future
studies may require refining the definition of goal concordance in
RA and measuring this concept in multiple different settings and
populations. We sought to measure concordance around goals
for therapy; however, equally important may be agreement
around strategies to achieve those goals. A shared treatment
approach is integral to shared decision-making. Establishing
shared goals can be considered the first step in the SDM journey.

In this novel study of more than 200 patients with RA and
their rheumatology clinicians, 1 in 5 dyads lacked agreement
around the most important goals. Goal concordance was inde-
pendently associated with higher medication adherence. System-
atic approaches to communication around goals and shared
decision-making may create an environment in which sharing
goals is normalized and working together to achieve them
through both pharmacologic and nonpharmacologic means
becomes standard of care. Areas of sleep, fatigue, and mood
need more explicit elicitation on the part of clinicians, and broader
consideration of nonpharmacologic therapy (e.g., more discus-
sion of physical activity) and enhanced collaborative care with
mental health and primary care clinicians should be studied.
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