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Abstract
Objectives: Clinical inertia, or therapeutic inertia (TI), is the medical behaviour of not initiating or intensifying treatment when recommended by
clinical recommendations. To our knowledge, our survey is the first to assess TI around psoriatic arthritis (PsA).

Methods: Eight hundred and twenty-five French rheumatologists were contacted via email between January and March 2021 and invited to
complete an online questionnaire consisting of seven clinical vignettes: five cases (‘oligoarthritis’, ‘enthesitis’, ‘polyarthritis’, ‘neoplastic history’,
‘cardiovascular risk’) requiring treatment OPTImization, and two ‘control’ cases (distal interphalangeal arthritis, atypical axial involvement) not
requiring any change of treatment—according to the most recent PsA recommendations. Rheumatologists were also questioned about their
routine practice, continuing medical education and perception of PsA.

Results: One hundred and one rheumatologists completed this OPTI’PsA survey. Almost half the respondents (47%) demonstrated TI on at
least one of the five vignettes that warranted treatment optimization. The complex profiles inducing the most TI were ‘oligoarthritis’ and
‘enthesitis’ with 20% and 19% of respondents not modifying treatment, respectively. Conversely, clinical profiles for which there was the least
uncertainty (‘polyarthritis in relapse’, ‘neoplastic history’ and ‘cardiovascular risk’) generated less TI with 11%, 8% and 6% of respondents,
respectively, choosing not to change the current treatment.

Conclusion: The rate of TI we observed for PsA is similar to published data for other chronic diseases such as diabetes, hypertension, gout or
multiple sclerosis. Our study is the first to show marked clinical inertia in PsA, and further research is warranted to ascertain the reasons behind
this inertia.
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Introduction

PsA is a chronic inflammatory rheumatic disease managed by
rheumatologists. Its prevalence is between 0.05 and 0.3% of
the general population (0.1% in France, with an incidence of
8.4 per 100 000 person-years), regardless of gender, with a
much higher frequency among patients with psoriasis, includ-
ing nail involvement [1, 2]. Up to 40% of patients with psori-
asis will develop PsA, usually within 5–10 years of the onset
of skin disease [3]. PsA can present with axial involvement as
observed in axial spondyloarthritis. However peripheral in-
volvement of PsA is more frequent and heterogeneous: mono/
oligoarticular, polyarticular, symmetrical or asymmetrical.
Enthesitis and dactylitis are also often associated [4].

With growing recognition of the burden of the disease, and
with the increasing number of therapeutic options, treatment
strategies have evolved in recent years. European and interna-
tional guidelines [5–8], as well as the recently updated French
guidelines [9], support the use of a treat-to-target approach in
PsA. Guidelines also support tight disease control [10].
However, implementation of the recommended approach in
routine practice is low, leading to a general tendency for
patients to be undertreated [11, 12].

Clinical inertia or therapeutic inertia (TI) is chiefly the med-
ical behaviour of not initiating or intensifying, adapting or

modifying a patient’s management when current recommen-
dations justify it in the absence of medico-economic barriers
[13–16]. According to the literature, TI is measured by the de-
viation of management from therapeutic objectives of existing
recommendations [13, 17–19]. TI is not necessarily detrimen-
tal, for example when a practitioner postpones initiation or
intensification of treatment to a more appropriate time or in
order to preserve a patient’s quality of life [20]. However, TI
can become detrimental by the repetition of these acts of
under-treatment or non-treatment, i.e. when a physician’s in-
ertia behaviour is constant over time. In these situations of TI,
the burden of disease can lead to irreversible or even fatal
lesions—as seen in diabetes mellitus [21–23] and arterial hy-
pertension [15, 24, 25].

According to studies, TI affects 30–70% of physicians car-
ing for patients with chronic diseases [16, 26]. TI was initially
studied in diabetes mellitus [21–23], hypertension [15, 24,
25], certain chronic inflammatory diseases such as multiple
sclerosis (MS) [19, 26–28] gout [29–31] and, more recently,
psoriasis [32–34].

Reasons for TI can be classified into three categories: those
due to the physician (time constraints, under-assessment of
patients’ needs, concern about a patient’s ability to be compli-
ant, lack of up-to-date knowledge, lack of experience, etc.),
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• Therapeutic inertia (TI) impairs medical management and is mostly caused by physician behaviour.

• Overall, 47% of 101 French rheumatologists demonstrated TI based on clinical vignettes in psoriatic arthritis.

• Besides TI, decision uncertainty might also be due to heterogeneity of PsA phenotypes and comorbidities.
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those due to the patient (denial of the disease, apprehension
from a change in treatment, fear of adverse effects, feeling of
failure in the face of the chronic nature of the disease, loss of
confidence) or those due to the health care system (lack of reg-
istry, delay in appointments, lack of communication between
the different stakeholders in a patient’s management) [17,
32]. Whilst TI is a complex behaviour, physician-related fac-
tors are considered its main contributors [18, 27].

In order to assess the level of TI in PsA and to understand,
without stigma, the reasons that lead a physician–patient pair
to not follow recommendations relating to disease-modifying
treatments [18], we initiated this quantitative and qualitative
study with a population of French rheumatologists.

Methods
Scientific committee

A Scientific Committee consisting of five French rheumatolo-
gists (three university hospital based-consultants, one hospital
consultant, one practitioner with mixed practice—private and
hospital-based) first met in September 2020 to analyse exist-
ing literature, share their expertise and experiences, and re-
flect on a method for evaluating TI in PsA management.

Clinical vignettes

A clinical vignette methodology has been shown to be useful
in the evaluation of care processes in real-world clinical prac-
tice [35]; its value has been reported in several surveys and
studies on TI [19, 26, 36]. It consists of asking healthcare pro-
fessionals to position themselves in different clinical situations
in order to evaluate their behaviour. This type of survey is not
related to controlled trial and there is no need for ethics com-
mittee approval.

Seven clinical cases illustrating common situations in clini-
cal practice, and reflecting the polymorphous nature of PsA,
were designed by the Scientific Committee (Supplementary
Data S1 and S2, available at Rheumatology online). All com-
mittee members wrote at least one vignette each (two mem-
bers wrote two each), which were then shared and discussed
together during a face-to-face meeting, and amended where
necessary for clarity and consistency. Members have made the
decision by consensus to consider individual vignettes either
for ‘treatment modification’ or for ‘no treatment
modification’:

• five clinical cases that would require treatment optimiza-
tion according to current recommendations: profile ‘enthe-
sitis’; profile ‘oligoarthritis/dactylitis’; profile
‘polyarthritis’; profile ‘high cardiovascular risk’; profile
‘neoplastic history’;

• two ‘control’ clinical cases that would not require treat-
ment adaptation according to current recommendations:
profile ‘distal interphalangeal (DIP) arthritis/nail involve-
ment’; profile ‘atypical axial involvement’.

For each vignette, the following two answers were pro-
posed: ‘I modify the treatment’ or ‘I do not modify the treat-
ment’, without further indications. The treatment
modification could therefore be of any sort. The Scientific
Committee defined TI as the absence of adaptation or modifi-
cation of treatment when the clinical situation required it

according to the 2019 EULAR [37] and/or 2018 SFR [38]
recommendations.

Practice and perceptions questionnaire

In addition to the seven clinical vignettes, rheumatologists
were asked to answer a series of 17 closed questions to collect
information on their mode of medical practice, their sources
of continuing medical education (CME), and their practice
and perceptions regarding the management of PsA.

In line with previous studies published on the subject [26,
32], the aim of these additional questions—which did not
mention the term ‘inertia’—was to identify possible explana-
tory factors for TI.

Recruitment of participants

Between January and March 2021, 825 French rheumatolo-
gists were contacted via email by the research company
APLUSA and invited to complete an online questionnaire
(Supplementary Data S3, available at Rheumatology online).
To be eligible, they had to manage a minimum of five patients
with PsA in their practice. The objective was to include 100
rheumatologists of varying practice types—(i) hospital, (ii)
private practice, and (iii) mixed practice—in order to analyse
the attitudes of each subpopulation. Recruitment was strati-
fied into groups and balanced by practice type (1:1:1). Active
participants gave their signed informed consent and were paid
a participation fee by APLUSA.

Data analysis

The results were described by their numbers and percentages
for the qualitative variables, and by their means, medians and
ranges for the quantitative variables. Statistical adjustment
took into account the national distribution of French rheuma-
tologists (hospital-based 32%, private practice 41% and
mixed practice 22%) [39].

A univariate statistical analysis was performed according to
Student’s t-test for quantitative variables, and according to
the v2 test for qualitative variables at the significance thresh-
old of P� 0.05. The data review was completed by subgroup
analyses according to TI attitude (at least one inertia facing
the five vignettes requiring optimization of treatment). A lin-
ear discriminant multivariate analysis was performed on the
entire data set to predict an individual’s position in a prede-
fined class (group) based on their responses to the
questionnaire.

Results
Profile of respondents

Between 21 January and 4 March 2021, 101 rheumatologists
responded to the online questionnaire giving a response rate
of 12% (Supplementary Data S4 and S5, available at
Rheumatology online). The characteristics of the respondents
are detailed in Table 1. The majority were male (60%), aged
between 46 and 60 years (45%), with exclusively hospital-
based (34%), exclusively private (33%) or mixed (34%) prac-
tice, and an average experience of 23 years.

Level of therapeutic inertia

Overall, 47% of responding rheumatologists demonstrated TI
at least once out of the five vignettes that warranted a treat-
ment adjustment or modification according to the previously
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stated recommendations. In detail, 7% demonstrated TI
twice, 3% three times and 1% five times (Fig. 1A).

The vignette profiles that induced the most inertia were:
profile ‘oligoarthritis/dactylitis’ and profile ‘enthesitis’, with

20% and 19% of respondents, respectively, not modifying
treatment (Fig. 1B). Conversely, vignettes ‘polyarthritis’, ‘neo-
plastic history’ and ‘high cardiovascular risk’ generated fewer
TIs with 11%, 8% and 6% of respondents, respectively, say-
ing that they would not change treatment.

For the control vignettes, 34% and 18% of rheumatologists
surveyed said they would change treatment of vignettes ‘DIP
arthritis/nail involvement’ and ‘atypical axial involvement’,
respectively, even though the description did not justify treat-
ment modification according to current recommendations.

Rheumatologists’ practices and perceptions of PsA

management

Almost all surveyed rheumatologists declared themselves
‘comfortable’ with the management of PsA (99% of total or
overall agreement) (Supplementary Data S6, available at
Rheumatology online).

According to these rheumatologists, they were familiar
with the French (2018 SFR) and European (2019 EULAR)
recommendations (90% of total or overall agreement), they
agreed with them (89% of total or overall agreement), recom-
mendations were applied as often as possible (87% of total or
overall agreement), and they considered that a delay in man-
agement was detrimental to a patient’s prognosis (93% of to-
tal or overall agreement).

Nevertheless, respondents generally agreed that there were
certain difficulties inherent to this disease: difficult-to-achieve
treatment goals (74% of total or overall agreement); disease
polymorphism making it difficult to assess effectiveness of a
treatment (72% of total or overall agreement); and treatment
options quickly exhausted (53% of total or overall agree-
ment). Also, a significant proportion reported using an

Figure 1. Therapeutic inertia in relation to psoriatic arthritis patient profiles in clinical vignettes. (A) Overall results (n¼ 101): distribution of participants

according to the number of vignettes in which they demonstrated TI. (B) Results per clinical vignette (n¼ 101) according to the five profiles requiring a

change in treatment (assessment of TI): ‘enthesitis’; ‘oligoarthritis/dactylitis’; ‘polyarthritis’; ‘high CV risk’; ‘neoplastic history’; and the two profiles not

requiring a change in treatment (controls): ‘atypical axial involvement’; ‘DIP arthritis/nail involvement’. TI: therapeutic inertia; CV: cardiovascular; DIP: distal

interphalangeal joints

Table 1. Characteristics of respondents

Characteristic Value (n¼101)

Age, %
�45 years 24
46–60 years 45
>60 years 32

Gender F/M, % 40/60
Distribution by type of practice, %

Exclusively hospital-based 34
Exclusively private 33
Mixed practice 34

Duration of practice, mean; median (range), years 23; 26 (2–41)
Region, %

Hauts de France/Grand Est/Bourgogne-Franche
Comté

14

Île-de-France 26
Auvergne Rhône Alpes/PACA 34
Occitanie/Nouvelle-Aquitaine 15
Bretagne/Normandie/Centre Val de Loire/Pays
de Loire

12

Participation in international, national and regional
conferences over the last 2 years, %
Attended at least one of the three types of
conference

91

Followed up communications on PsA from at
least one of the three types of conference

72

Did not attend or follow communications at any
of the three types of conference

3

PACA: Provence–Alpes–Côte d’Azur.
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assessment score (DAS, disease activity index for psoriatic ar-
thritis [DAPSA], minimal disease activity [MDA]) on a daily
basis (69% of total or overall agreement) (Supplementary
Data S7, available at Rheumatology online).

Factors explaining therapeutic inertia

To identify factors that might explain TI in PsA, an analysis
of responses was performed between the two subgroups of
respondents who demonstrated TI on at least one vignette
(n¼ 47) and those who did not demonstrate TI on any vi-
gnette (n¼ 54) (Table 2).

Univariate analysis

In a univariate analysis, TI was significantly more frequent in
rheumatologists with an exclusive private practice: 47% in
the ‘at least one TI’ group vs 20% in the ‘no TI’ group
(P� 0.05) (Table 2). Conversely, respondents with an exclu-
sive hospital-based practice were more likely to modify treat-
ment when necessary: 44% in the ‘no TI’ group vs 21% in the
‘at least one inertia’ group (P� 0.05).

Rheumatologists more inclined to TI were more experi-
enced (25 vs 21 years; P� 0.05), had a greater number of
patients with osteoarthritis (483 vs 340; P� 0.05), and had a
shorter mean time for patients to access a consultation ap-
pointment than their colleagues who did not demonstrate TI
(36 vs 67 days; P� 0.05).

Regarding other criteria (self-declaration), such as physi-
cian gender, average consultation time, knowledge of man-
agement recommendations, number of PsA patients,
participation in national or international congresses, or read-
ing of scientific articles on PsA, there was no significant differ-
ence between the subgroups ‘at least one TI’ and ‘no TI’.

Linear discriminant analysis

The error rate was 15%, meaning that 85% of rheumatolo-
gists were well distributed according to this predictive model.
A total of 11 criteria distinguished rheumatologists who dem-
onstrated TI on at least one vignette (n¼ 47) from those who
did not demonstrate TI on any vignette (n¼ 53) (Table 3).

A high level of agreement (�9/10) with the French (SFR
2018) and 2018 EULAR recommendations for the manage-
ment of PSA and a delay in access to a consultation

appointment �90 days were factors of lower TI. A large num-
ber of patients followed for osteoarthritis, a low number of
patients followed for PsA, and, conversely, the fear that a new
treatment would be poorly tolerated were factors for a higher
TI. A strong belief in patient harm if management was
delayed and high attendance at international conferences
were associated with TI in our model.

Explanations provided by respondents

Our questionnaire identified some perceived causes of TI:
comorbidities (72% ‘completely agree’ or ‘somewhat agree’),
patient satisfaction with current treatment even if the objec-
tive set with the rheumatologist was not achieved (63%
‘completely agree’ or ‘somewhat agree’), and patient accep-
tance of (residual) symptoms (62% ‘completely agree’ or
‘somewhat agree’) were the main reasons reported. On the
other hand, several elements were not considered by respond-
ents as factors affecting TI: medical/legal fears (9%
‘completely agree’ or ‘mostly agree’); lack of hospital support
(13% ‘completely agree’ or ‘mostly agree’); difficulty in the
exchange with the patient (18% ‘completely agree’ or ‘mostly
agree’) or lack of time in the patient consultation (25%
‘completely agree’ or ‘mostly agree’) (Fig. 2).

Discussion

In our survey of 101 French rheumatologists of varying prac-
tice type on the management of PsA, the level of TI observed
was 47%: 36% for one clinical vignette out of five, and 11%
for at least two clinical vignettes out of five. In a univariate
analysis, the level of TI was related to treating patients from
an exclusively private practice, a slightly longer duration of
practice, a greater number of patients followed for osteoar-
thritis, and a shorter average time to access a consultation ap-
pointment. In a linear discriminant multivariate analysis, type
of practice and experience were no longer explanatory of TI.
By contrast, lower adherence to guidelines, low number of
managed patients with PsA, fear that a new treatment would
be poorly tolerated and also, surprisingly, a strong belief in
patient harm if management was delayed, and participation
in international congresses were factors for a higher TI.

Table 2. Characteristics of rheumatologists according to their level of therapeutic inertia

Total (n¼101) At least 1 TI

(n¼47)

No TI (n¼54) P-

valuea

Practice, %
Exclusively hospital-based 34 21 44 <0.05
Exclusively private 33 47 20 <0.05
Mixed practice 34 32 35 NS

Duration of practice, years 23 25 21 <0.05
Number of managed patients, mean

Rheumatoid arthritis 134 122 145 NS
Psoriatic arthritis 61 56 66 NS
Osteoarthritis 407 483 340 <0.05
Time to access an appointment, mean; median (range), days 52.5; 45 (2–180b)36.0; 30 (2–150b)67.0; 60 (10–180b) <0.05

Participation in international, national and regional conferences, %
Attended at least one of the three types of conference 91 87 94 NS
Followed up communications from at least one of the three types of conference 72 81 65 NS
Did not attend or follow the communications at any of the three types of conferences 3 6 0 NS

Characteristics of the two subgroups of respondents who demonstrated TI on at least one vignette (n¼ 47) and those who did not demonstrate TI (n¼ 54).
a P-value for inter-group difference with TI attitude vs no TI.
b There was no significant difference between the max values. NS: not significant; TI: therapeutic inertia.
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The 47% of TIs observed in our study on PsA are in the av-
erage range of that observed in other chronic diseases: 30–
50% in diabetes [21, 40], 37–46% in hypertension [25, 41],
36% in plaque psoriasis [32], 40–60% in gout [29–31] or
60% in MS [26]. Our study is, to our knowledge, the first to
look at TI in PsA. However, our results echo those of a recent
study [42] that showed, in an observational cohort of 116
PsA patients, that 40 (34%) of them did not have a treat-to-
target strategy implemented. This lack of implementation was
due to physicians neglecting the patient-reported outcomes
components and placing too much emphasis on the ‘objective’
components of the scores.

The profiles that generated the least number of TIs in our
study were those for which there was the most certainty:
comorbidities and polyarticular involvement; in contrast, the

more complex profiles such as dactylitis, oligoarthritis and
enthesitis generated more TI. This could be explained by the
difficulty in objectively assessing the severity of joint involve-
ment in these latter situations despite the existence of recom-
mendations in, for example, enthesitis, dactylitis and nail
involvement [43]. The level of uncertainty, but also a physi-
cian’s lower risk-taking profile, has been observed as a factor
of TI in the management of other conditions, such as MS
[19].

In our study, the presence of ‘control’ vignettes, inspired by
other equivalent studies [26, 36], was not intended to measure
the tendency to overtreat. Similarly, this method allowed us
to limit excessive iteration of unbalanced patients in the ques-
tionnaire. This would, therefore, guarantee robustness of the
TI measurement due to the absence of a difference in

Figure 2. Factors for not changing the treatment of inadequately controlled PsA patients. Frequency of different reasons. Perceived causes of TI declared

by respondants for not changing treatment in patients with poorly controlled PsA. TI: therapeutic inertia

Table 3. Inertia/non-inertia predictive model by linear discriminant analysis

Non-inerts Inerts P-value

1 I agree with the French (SFR 2018) and/or European (EULAR 2019) recommendations
regarding the management of psoriatic arthritis �9

3 0.0005

2 Time to access a consultation appointment �90 days 3 0.0017
3 For patients with psoriatic arthritis, teleconsultation can be an alternative to face-to-face

follow-up �7
3 0.0012

4 Number of patients with osteoarthritis �500 3 0.0035
5 In psoriatic arthritis, a delay in management has a negative effect on patient’s prognosis �9/10 3 0.0047
6 Number of patients with psoriatic arthritis �40 3 0.0087
7 Presence of comorbidities—rarely (cause of inertia) 3 0.0114
8 Lack of time in consultation—very rarely (cause of inertia) 3 0.0203
9 Fear that the new treatment will be less well tolerated than the current treatment—frequently

(cause of inertia)
3 0.0317

10 Attended and followed the communications of any International Congress 3 0.0325
11 Interest level for osteoarthritis �9/10 3 0.0964

SFR: Société Française de Rhumatologie.
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intervention on the control vignettes. Analysis of responses to
these two control vignettes showed that there was no differ-
ence between the ‘inert’ and ‘non-inert’ respondents who
expressed their wish to modify the treatment—contrary to the
recommendations—in 40% and 43% of cases, respectively.

Regarding the frequency of reasons for not changing treat-
ment, even in cases where PsA was insufficiently controlled,
respondents cited the presence of comorbidities, a patient’s
relative satisfaction with their treatment, and a patient’s ac-
ceptance of symptoms. This result might reflect the good qual-
ity of the doctor–patient relationship. The mention of
comorbidities as the most frequent reason for not modifying
treatment may seem to contradict the fact that vignettes ‘high
cardiovascular risk’ and ‘neoplastic history’ generated the
least number of TIs in our study. This could be explained by
the undoubted urgency of stopping treatment because of neo-
plasia, whereas the process of adapting treatment according
to more latent, chronic comorbidities may generate difficulties
conducive to TIs (or uncertainty). Comorbidities can, there-
fore, be both a driving force and a brake on TI. Some clinical
situations in PsA raise the question not strictly related to TI
but to decision uncertainty, and this is independent of the per-
sonality or behavioural psychology of the physician, but
rather linked to PsA phenotypes.

The rheumatologist respondents overwhelmingly declared
themselves comfortable in the management of PsA and aware
of the SFR and/or EULAR recommendations for manage-
ment, which is in line with the perception, perhaps erroneous,
in another study of 132 rheumatologists, 98% of whom were
aware of the EULAR/T2T recommendations [44].
Importantly, in this study, regarding the reality of physician’s
knowledge vs how well they implement guideline recommen-
dations, these appeared to be misaligned, with only 50–67%
actually complying with recommendations. The same has
been observed in the management of rheumatoid arthritis
[45].

French rheumatologists have identified certain difficulties
inherent in the management of PsA, i.e. therapeutic objectives
are felt to be difficult to achieve, treatment efficacy is felt to
be difficult to evaluate and there are limited therapeutic
options. In our study, we saw self-assessment by respondents
who considered they agree with guideline recommendations.
It is surprising that the rheumatologists perceived a ‘limited
therapeutic offer’ in PsA as many therapeutic options have
appeared in recent years with indications according to the
PsA subtype. Indeed, recommendations from SFR and
EULAR include new therapeutic options (e.g. apremilast,
anti-IL-17 antibodies and anti-IL-23 antibodies) which, there-
fore, should be known to rheumatologists.

Furthermore, this assumption calls into question recogni-
tion and alleged use of the DAS, DAPSA or MDA activity
scores.

We saw that 97% of respondents attended and/or followed
communications presented during at least one international,
national or regional conference in the 2 years prior to the
study (Supplementary Data S8, available at Rheumatology
online). CME would, therefore, be achieved by respondents,
although this assumption may be biased by the high level of
interest in PsA declared a priori by respondents.

The main limitation of our study lies in its declarative na-
ture and the biases inherent in this type of survey.
Observational studies with external validation of practice
types would be useful to confirm these results. The random

effect of the occurrence of TIs was discussed, but seems to be
limited because the vignettes that generated the most inertia
were the first ones proposed, thus ruling out a potential ‘fa-
tigue’ effect by respondents when completing the question-
naire. Some vignettes were deliberately longer or more
detailed to reflect current clinical practice. Finally, the clinical
vignettes included elements of clinical history and context
that may have generated differences in interpretation—and
therefore in response—from one physician to another. Indeed,
some PsA phenotypes can also generate uncertainty, as recog-
nized with enthesitis that can contribute to TI.

Nevertheless, we feel that the relatively large size of our
sample of respondents, its representativeness in terms of types
of practice and geographical distribution in our country
(Supplementary Data S5, available at Rheumatology online)
and its pragmatic approach by clinical vignettes [19, 26, 36,
46] allow us to draw certain conclusions.

Conclusion

To our knowledge, this is the first national study conducted
on TI in PsA, and the first quantitative study in rheumatology
that sheds new light on the frequency of this behaviour with
possible explanations. Our findings raise the question of the
true implementation of guideline recommendations in clinical
practice and the reasons for TI in PsA [47, 48].
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Supplementary material is available at Rheumatology online.
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