
Editorial

Physical activity in rheumatoid arthritis—is it time
to push the pace of change?

Being physically active improves health outcomes in people
with RA [1]. It is a recommended but often overlooked ther-
apy for people with RA [2, 3]. Consequently, optimizing the
role of physical activity (PA) in RA management is an impor-
tant treatment ambition.

PA is defined as any bodily movement produced by skeletal
muscles that requires energy expenditure beyond resting ex-
penditure [4]. This encompasses activity related to work or
transportation, in addition to leisure-time activity, such as
play, games or sports. Planned, structured exercise to improve
or maintain at least one dimension of physical fitness is a sub-
category of PA. Therapeutic exercises are prescribed by health
or fitness professionals to prevent or reduce functional prob-
lems or health-related risk factors, or to restore or optimize
activity and participation [5, 6].

PA guidance for the general population includes �150 min
of moderate-intensity PA or equivalent per week and strength
training at least twice a week. In addition, people with long-
term disabilities are recommended to complete multicompo-
nent balance and strength training to enhance function [7].
EULAR endorses these recommendations for people with in-
flammatory arthritis. People with RA should aim to achieve
these recommendations whilst accounting for their current ac-
tivity level, disease activity and symptoms [3, 6]. Therapeutic
exercise should include an individualized, progressive pro-
gramme of moderate- to high-intensity aerobic training and
resistance training of all muscle groups, and individuals with
pain or dysfunction in the wrist and hands are recommended
to complete a tailored strengthening and stretching exercise
programme [2].

But people with RA have lower levels of PA than the gen-
eral population [8] and tend not to reach recommended PA
levels [8–11]. Barriers to PA include the disease, resource, so-
cial and environmental factors [12, 13]. Physical distancing
measures imposed during the coronavirus disease 2019
(COVID-19) pandemic disproportionately affected PA levels
adversely in people with RA owing to disrupted access to spe-
cialist exercise equipment and facilities, despite rapid transfor-
mation of health-care delivery [14–16].

Beyond the COVID-19 pandemic there is an opportunity
for learning and reflection on the role and delivery of PA. In
this context, this special issue is timely and important. It pro-
vides up-to-date syntheses of the evidence and shines a light
on the challenges and new avenues to help us understand and
optimize the role of PA in the management of RA.

Equitable access to PA

Everyone with RA should be able to access appropriate and
acceptable PA interventions to gain the health benefits.
Canning et al. [17] poignantly describe their experiences of in-
tegrating PA into their lives. They provide examples of how
they have adapted PA through their lives and how they coped
with the challenge of maintaining PA participation during the
COVID-19 pandemic. Although remotely delivered PA inter-
ventions are promising [16], evidence of effectiveness is lim-
ited [18, 19], and a personalized, person-centred approach to
development of PA interventions that is guided by patient ex-
perience is needed.

Commissioning decisions for PA services are informed by
evidence of clinical and cost effectiveness from randomized
clinical trials or systematic reviews of trials, hence it is vital
that trial participants are representative of the people who
will use the intervention. Although the cost utility of PA inter-
ventions is largely unknown, predominantly home-based
interventions and interventions directed at more severely af-
fected people seem most cost effective at a societal level [20–
22]. However, only a small proportion of people with RA
screened for eligibility are reported to take part in exercise tri-
als [23]. People with similar needs might not be equally able
to take part. These inequities might be avoidable and unfair.
Jenkins et al. [24] apply the PROGRESS-plus guidance frame-
work [25] to review the eligibility criteria of randomized exer-
cise trials to summarize the equity factors that influence the
chance to participate in exercise interventions. All included
trials excluded potential participants based on at least one eq-
uity factor, but few studies justified these decisions. Although
researchers strive to enrol a representative sample of people
with RA in exercise trials, uncertainty about the safety of new
PA interventions might lead unintentionally to inequities in
access to PA interventions.

Understanding and capturing the role of PA

Understanding the combined effects of exercise and RA on
micro-ribonucleic acids (miRNA) might help clinicians to tai-
lor PA interventions and improve disease management.
Balchin et al. [26] take a fresh look at the role of miRNAs in
the regulation of inflammation and exercise-induced adapta-
tions in people with RA. They suggest that acute exercise
changes the levels of miRNAs commonly associated with
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disease progression in RA. The exercise dose, but also individ-
ual variation, affects miRNAs levels after an exercise session.
It might be that miRNAs regulate several of the adaptations
induced by exercise, including muscle hypertrophy, cardiovas-
cular fitness and angiogenesis.

Measurement is key to evaluating the usefulness of PA
interventions. The estimation of energy expenditure (called
metabolic equivalents of tasks) in controlled laboratory envi-
ronments and assessment of activity patterns in free-living
environments are reviewed by Steultjens et al. [27]. Body-
worn sensors currently offer the best option to assess activity
patterns in free-living environments, although implementation
into clinical practice might be challenging. Devices that com-
plement accelerometery with other measures (e.g. heart rate)
might improve the measurement properties of these tools.

Helping people with inflammatory arthritis to
move more

Sedentary behaviour (waking activities in a seated or reclining
posture, requiring �1.5 metabolic equivalents of tasks) is
common in people with RA and ranges between 8.3 and
14.0 h/day [8]. Minimizing sedentary behaviour provides
health benefits and might offer another promising manage-
ment approach for people with RA [8, 28, 29]. Fenton et al.
[30] draw on the five-phase behavioural epidemiology frame-
work to summarize the current evidence on the role and miti-
gation of sedentary behaviour in people with inflammatory
arthritis [31]. They highlight the sporadic nature and mixed
quality of research targeting sedentary behaviour, gaps in our
understanding, and a lack of causal, experimental research to
inform effective intervention approaches. A systematic ap-
proach to future investigations is recommended [30].

The challenge of supporting people to be physically active
is well recognized, and the EULAR recommendations for PA
for people with inflammatory arthritis suggest that behaviou-
ral change techniques should be integrated into interventions
to support adherence [3]. A scoping review by Chaplin et al.
[32] reveals that adherence to PA was seldom the focus of re-
search studies and that evidenced-based interventions are
lacking. Some interventions that targeted adherence to exer-
cise did not use psychological theory to inform the interven-
tion design, include evidence-based behavioural change
techniques or use validated measures of adherence to evaluate
the effects interventions. Further investigation of the determi-
nants of PA adherence and the development of targeted inter-
ventions to enhance adherence to PA in people with RA are
needed. It might be that we should look beyond the health-
care system to support PA. Social prescribing is one approach
that involves empowering link workers (also known as com-
munity navigators) to help people find local, non-clinical op-
portunities to help them stay active.

Even when effective and cost-effective PA interventions are
available, there are delays in translating these interventions
into practice. Cornwall et al. [33] draw attention to the multi-
level issues that might influence the scale up and spread of PA
interventions, including individual (public and professional),
organizational and policy factors. Considering knowledge
mobilization and implementation strategies, adopting an im-
plementation framework and engaging members of the public
and professional groups to identify and mitigate barriers to
implementation early in the intervention and study design
might help to address this implementation gap.

I am grateful to all the contributors to this supplement for
their careful review of the evidence and forward-thinking ap-
proach to the role of PA. This illustrates that it is time to inno-
vate and push the pace of change to optimize the delivery and
use of this overlooked management strategy.

Data availability

No new data were generated or analysed in support of this
research.

Lindsay M. Bearne 1,*

1Population Health Research Institute, St George’s, University of

London, London, UK

*Correspondence to: Lindsay Bearne, Population Health Research

Institute, St George’s, University of London, 1st floor Jenner Wing,

Cranmer Terrace, London SW17 0RE, UK. E-mail: lbearne@sgul.ac.uk

References

1. Rausch Osthoff A-K, Juhl CB, Knittle K et al. Effects of exercise

and physical activity promotion: meta-analysis informing the 2018

EULAR recommendations for physical activity in people with rheu-

matoid arthritis, spondyloarthritis and hip/knee osteoarthritis.

Rheum Musculoskelet Dis Open 2018;4:e000713.
2. National Institute for Health and Care Excellence. Rheumatoid ar-

thritis in adults: management. NG100. UK: National Institute for

Health and Care Excellence, 2018. https://www.nice.org.uk/guid

ance/ng100 (30 August 2022, date last accessed).
3. Rausch Osthoff A-K, Niedermann K, Braun J et al. 2018 EULAR

recommendations for physical activity in people with inflammatory

arthritis and osteoarthritis. Ann Rheum Dis 2018;77:1251–60.

4. Caspersen CJ, Powell KE, Christenson GM. Physical activity, exer-

cise and physical fitness: definitions and distributions for health-

related research. Public Health Rep 1985;100:126–30.

5. Kisner C, Colby L. Therapeutic exercise: foundations and techni-

ques. 7th edn. Philadelphia, USA: F.A. Davis Company, 2017.
6. Bearne LM, Opava CH. Physical activity and exercise. In: Scott

DL, ed. Oxford textbook of rheumatoid arthritis. Oxford: Oxford

Academic, 2020: 285–96.
7. World Health Organization. WHO guidelines on physical activity

and sedentary behaviour. Geneva: World Health Organization,

2020.
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10. Sokka T, Häkkinen A, Kautiainen H et al.; QUEST-RA Group.

Physical inactivity in patients with rheumatoid arthritis: data from

twenty-one countries in a cross-sectional, international study.

Arthritis Care Res 2008;59:42–50.
11. Iversen MD, Frits M, von Heideken J et al. Physical activity and

correlates of physical activity participation over three years in

adults with rheumatoid arthritis. Arthritis Care Res 2017;69:

1535–45.
12. Veldhuijzen van Zanten JJCS, Rouse PC, Hale ED et al. Perceived

barriers, facilitators and benefits for regular physical activity and

exercise in patients with rheumatoid arthritis: a review of the litera-

ture. Sports Med 2015;45:1401–12.
13. Riggs DM, Killingback C. What factors influence physical activity

participation in people with rheumatoid arthritis? Phys Ther Rev

2019;24:298–307.

2 Editorial

D
ow

nloaded from
 https://academ

ic.oup.com
/rheum

ap/article/7/1/rkac107/6997887 by guest on 24 January 2023

https://orcid.org/0000-0002-2190-8590
https://www.nice.org.uk/guidance/ng100
https://www.nice.org.uk/guidance/ng100
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