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Physical therapy in patients with rheumatoid arthritis and axial 
spondyloarthritis: the patients’ perspective

MAT van Wissen 1, MGJ Gademan 1,2, TPM Vliet Vlieland 1, B Straathof 1, MMH Teuwen 1, WF Peter 1, 
CHM van den Ende 3,4, SFE van Weely 1

1Department of Orthopaedics, Rehabilitation and Physical Therapy, Leiden University Medical Center, Leiden, The Netherlands 
2Department of Clinical Epidemiology, Leiden University Medical Center, Leiden, The Netherlands 
3Department of Research, Sint Maartenskliniek, Nijmegen, The Netherlands 
4Department of Rheumatology, Radboud University Medical Center, Nijmegen, The Netherlands

Objective: To assess the duration, frequency, and content of individual physical therapy (PT) in patients with 
rheumatoid arthritis (RA) or axial spondyloarthritis (axSpA).

Method: In this cross-sectional study, an electronic questionnaire aimed at people with RA and axSpA was distributed 
through various communication channels of the Dutch Arthritis Foundation. It comprised questions on sociodemo-
graphic and health characteristics, received PT (currently and/or in the past year) and, if applicable, its duration, 
frequency, and content (active exercises, manual treatment, physical modalities, and/or counselling/education).

Results: The study included 257 and 94 patients with self-reported diagnoses of RA and axSpA, of whom 163 (63%) 
and 77 (82%) currently or had recently received individual PT. The duration of individual PT was long-term 
(> 3 months) in 79% of RA and 83% of axSpA patients, with an average frequency of once per week in most. 
Although active exercises and counselling/education were each reported by ≥ 73% of the patients with RA and axSpA 
who received long-term individual PT, passive treatment modalities were also often offered (≥ 89%), in particular 
massage, kinesiotaping, and/or passive mobilization. The same pattern was seen in patients receiving short-term PT.

Conclusion: The majority of patients with RA and axSpA received PT currently or in the past year, usually 
individually, long-term, and at a frequency of once a week. Although active exercises and education are recommended 
in guidelines, passive treatment options that are not advised were relatively often reported. An implementation study 
to identify barriers and facilitators regarding adherence to clinical practice guidelines seems warranted. 

Despite major advances in the medical treatment of people 
with rheumatoid arthritis (RA) or axial spondyloarthritis 
(axSpA), the disease burden is substantial for many of 
them (1–4). To reduce the consequences of pain, stiffness, 
fatigue, functional disability, emotional distress, and/or par-
ticipation limitations in these patients, the provision of non- 
pharmacological care by health professionals is of para-
mount importance (1, 5–7). Physical therapy (PT) is con-
sidered to be an important form of non-pharmacological 
care in these groups and is recommended in various national 
and international guidelines and recommendation (8–12). 
These guidelines recommend, in particular, active exercise 
therapy and education, whereas passive treatment modal-
ities are either not recommended or discouraged (8–12).

Yet, little is known about the delivery of PT in daily 
clinical practice. Regarding RA, studies reported that 
over a period of 1 year about 25–50% of patients 
received PT (13–15), for axSpA the rates vary between 
50% and 80% (16, 17). With respect to the duration of 
PT, two studies in patients with axSpA reported that 
most patients received individual PT ≥ 5 years, with an 
average frequency of less than once a week (16, 17).

Moreover, few studies are available regarding the 
content of PT in patients with RA or axSpA in daily 
practice. In a German study in 7326 patients with RA, 
prescription of passive treatment modalities in the 
previous year ranged between 13% and 39%, whereas 
patient education was reported by 5% (15). In 
a Canadian study, 83% of 253 patients with RA 
reported that they had received exercise therapy or 
heat/cold therapy in the past and 32% had tried educa-
tion classes (18). A survey among patients with axSpA 
in Switzerland and the Netherlands found that about 
half of the patients received active exercises, whereas 
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passive treatment modality ranged from 2% to 55%, 
with massage being the most often reported passive 
treatment modality (16, 17). Education on physical 
activity and sports was reported by 32% or more of 
the responders (16, 17).

The results of studies among patients appear to be in 
line with surveys among physiotherapists. A Canadian 
survey among 298 physiotherapists found that the most 
often reported treatment modalities were mobility exer-
cises and patient education, for both RA and axSpA 
(> 90%) (19). In addition, less than two-thirds of the 
physiotherapists selected strengthening exercises as inter-
vention for these patients (19). Two other studies among 
physiotherapists treating patients with RA in the Nether-
lands (n = 233) and Ireland (n = 457) found that exercise 
therapy and education were applied by the majority of the 
physiotherapists, whereas 32–91% of the physiotherapists 
reported never applying passive therapies (20, 21).

The above-mentioned results are difficult to interpret 
as the methods employed varied with respect to patient 
selection, treatment modalities included in the survey, 
and/or the time windows. Some of the studies were 
executed more than 20 years ago, limiting the general-
izability to current delivery of PT. Furthermore, none of 
the above-mentioned studies examined factors asso-
ciated with delivery of PT or its duration. Previous 
literature found that patient characteristics such as age 
were associated with PT, with older patients receiving 
less PT (13).

To optimize the delivery of PT in RA and axSpA, an 
evaluation of its current usage and content is needed. 
Therefore, this study aimed to assess whether patients 
received PT, and, if so, to assess the duration, fre-
quency, and content of individual PT, in particular the 
delivery of active and/or passive treatment modalities. 
In addition, we studied the patient characteristics of 
those receiving and not receiving individual PT, and 
those receiving short- or long-term PT.

Method

Study design

This study was part of a larger cross-sectional survey 
study on the use of PT in people with rheumatic and 
musculoskeletal diseases, which was executed between 
December 2020 and July 2021. An exemption for addi-
tional medical ethical review was provided by the Med-
ical Research Ethics Committee of the Leiden 
University Medical Center (LUMC) (N20.153). The 
study was conducted in accordance with the Handbook 
for Good Clinical Research Practice of the World 
Health Organization (22) and the principles of the 
Declaration of Helsinki (23). All participants provided 
informed consent for their participation. For the current 

study, only data from patients reporting a diagnosis of 
RA and/or axSpA were analysed.

Participants, recruitment, and setting

Individuals were eligible for the current study if they 
were aged 16 years or older, diagnosed with RA or 
axSpA (self-reported), and able to complete an online 
questionnaire in Dutch. Patients reporting both an RA 
and an axSpA diagnosis were excluded. Patients were 
recruited by the Dutch Arthritis Society; a questionnaire 
was disseminated between December 2020 and 
July 2021 via their website (www.reumanederland.nl), 
newsletter, and Facebook page. Patients were also 
recruited by the Facebook page of the LUMC. In the 
Netherlands, PT can be delivered either on referral or 
with direct access (no referral from physician needed). 
For both RA and axSpA, PT is not included in the basic 
(national, compulsory) insurance. Thus, reimbursement 
depends on whether patients have additional health 
insurance, with the reimbursed number of sessions 
depending on the insurance policy. The reimbursement 
of group exercise therapy for people with axSpA is 
variable, depending on the local organization.

Assessments

The assessment consisted of an online questionnaire 
that was completed once. The questionnaire was taken 
via the OnlinePROMs® software (2020; Interactive 
Studios) (conform SO27001 and NEN7510). The ques-
tionnaire comprised questions on the participants’ 
sociodemographic and health characteristics, and on 
the use of PT. The questionnaire was completed anon-
ymously and did not include any personal data, and the 
results could not be linked to an IP address.

Participants’ sociodemographic and health characteristics. 
Sociodemographic characteristics included age (years), 
gender (female/male/other/ rather not say), level of 
education (low: primary school or lower vocational 
education; medium: lower general secondary school or 
intermediate vocational education; high: higher general 
secondary school, higher vocational education, or 
university; other: none of these categories), having paid 
employment if < 66 years old (66 years and 4 months was 
the pensionable age in the Netherlands in 2021) (yes/no), 
status of living (living alone; yes/no), and treatment by 
a rheumatologist, currently or in the past (yes/no).

The presence of the comorbidities currently or in the 
past 12 months was assessed by a questionnaire that has 
been applied previously in research by our group (24). 
We classified the comorbidities into the presence of 
diabetes, cardiovascular diseases, pulmonary diseases, 
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cancer, migraine or severe headache, gastrointestinal 
complaints > 3 months, musculoskeletal pain not related 
to the rheumatic disease, allergy, urinary incontinence, 
liver disease, kidney diseases, depression, obesity, Par-
kinson’s disease, and multiple sclerosis.

Health-related quality of life (HRQoL) was 
assessed using the validated Dutch translated Euro-
Qol- 5 Dimensions 5-Level (EQ-5D-5L), comprising 
five questions covering the dimensions self-care, 
usual activities, pain/discomfort, mobility, and anxi-
ety/depression (25, 26). The EQ-5D-5L score ranges 
from −0.446 to 1.000, with a score below zero 
representing a state that is considered to be worse 
than death (25, 26). Calculations were standardized 
to the Dutch population (27). In addition, patients 
completed a thermometer or visual analogue scale 
(EQ-VAS) on their perceived health status, with the 
score ranging from 0 (worst) to 100 (best).

Physical therapy treatment. The questionnaire on PT 
was based on an earlier, self-developed questionnaire 
that was administered to patients undergoing total hip or 
total knee arthroplasty (28) and in patients with systemic 
sclerosis (29). It addressed the following aspects:

PT treatment related to the rheumatic disease cur-
rently or in the past 12 months (yes/no);

If yes: individual PT (yes/no) and/or group PT (yes/no).
If patients reported individual PT, the following items 

were assessed:

1. Short-term PT duration, less than 12 weeks, in weeks 
(0–4; 5–8; 9–12 weeks); long-term PT duration, more 
than 12 weeks or varying periods, in months (3–6; 6–9; 
9–12; 12–24; 24 months or longer)

2. Average frequency (< 1 per week; 1, 2, 3 or more 
per week; varying)

3. Treatment location (at the practice; at home; both at 
practice and at home; other)

4. Reasons for PT treatment [multiple answers possible: 
pain; stiffness, or limited range of motion of joints; 
fatigue; muscle weakness; decreased overall fitness 
and endurance; balance problems; limitations in daily 
activities; restrictions in paid employment; restrictions 
in unpaid employment (volunteer activities), restric-
tions in hobbies, sports, social activities; other]

5. Relationship of PT treatment with rheumatic dis-
ease (yes/no; other)

6. Satisfaction with number of treatments received 
(yes; no, too few; no, too many; other)

7. The content of PT was categorized into four cate-
gories:

a. Active exercises (multiple answers possible: 
aerobic exercises; muscle strengthening exercises 
of legs or arms; range of motion exercises of legs, 

and/or arms, and/or neck, and/or back; active exer-
cises; functional exercises including training of 
daily activities; balance exercises; breathing exer-
cises; relaxation exercises; hydrotherapy)
b. Manual treatment (multiple answers possible: 
massage; passive mobilization of the legs and/or 
arms; passive mobilization of the neck and/or back)
c. Physical modalities (multiple answers possible: 
heat therapy; cold therapy; kinesiotaping; electro-
therapy; dry needling)
d. Counselling/education (multiple answers possi-
ble: exercises to perform at home; physical activity 
promotion with an activity tracker; physical activity 
promotion with a personal programme; mode of 
delivery: oral information, written information on 
paper, written digital information, remote commu-
nication via e-mail/app/website)

8. Insurance status: voluntary additional insurance for 
PT (yes/no) and, if yes, the number of PT sessions 
reimbursed per year (fewer than 6; 6–9; 10–15; 16– 
25; 26 or more; unlimited or unknown sessions).

For the items including an open-ended option ‘other’, 
two authors (MW and TVV) examined the open-ended 
answers. If the answer matched one of the predefined 
answer categories, it was reclassified.

Statistical analysis

Descriptive statistics were used to present the 
patients’ characteristics and health status, and the 
duration and content of PT. Continuous variables 
were presented as means with standard deviation 
(sd) or medians with ranges, and categorical vari-
ables as frequencies with percentages. For all differ-
ences between groups, patients who did and did not 
receive PT, and those with long-term PT and short- 
term PT, 95% confidence intervals (CIs) were calcu-
lated. Statistical comparisons and the 95% CIs were 
calculated for groups with more than 20 respondents, 
which was considered the minimum population size 
to execute meaningful and valid statistical compar-
isons. Comparisons were made using different statis-
tical methods: for continuous variables the 
independent t-test or Mann–Whitney U test was 
used, depending on the distribution, for categorical 
variables the chi-squared test was used, with the 
results expressed as the difference in means or pro-
portions with the 95% CI. A p-level of < 0.05 was 
considered statistically significant. All statistical 
analyses were performed with IBM SPSS Statistics 
for Windows, version 25.0 (released 2017, IBM 
Corp, Armonk, NY, USA).
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Results

Patient characteristics

In total, 361 people completed the questionnaire, of whom 
10 were excluded because they reported to have been 
diagnosed with both RA and axSpA, leaving 257 respon-
dents reporting a diagnosis of RA and 94 of axSpA. Their 
characteristics are shown in Table 1. In both groups, about 
one-third of the patients had one or more comorbidities. 
The EQ-5D-5L and EQ-VAS scores of the patient groups 
were within the same ranges (EQ-5D-5L: 0.60–0.62; EQ- 
VAS: 61.8–63.5), indicating a decreased quality of life. 
The majority of patients (≥ 86%) with RA and axSpA had 
additional insurance for PT, mostly covering 10 PT ses-
sions or more.

Physical therapy treatment

Table 1 also shows the characteristics of patients 
receiving and not receiving individual PT, and in 
the case of individual PT, long-term and short-term 
PT. Overall, 64% of the patients with RA reported 
that they currently and/or had in the past 12 months 
received PT (n = 164, 163 individual PT and one 
group PT), whereas this proportion was 84% in the 
axSpA group (n = 79; 77 individual PT and two 
group PT). Of those reporting individual PT treat-
ment, the duration was long-term in 79% of the 
patients with RA (n = 128) and in 83% of the 
patients with axSpA (n = 64). Of those reporting 
long-term PT, 56% and 57% patients with RA and 
axSpA, respectively, reported a duration of more than 
2 years. In those receiving short-term PT, more than 
39% of the patients considered the number of ses-
sions as too few.

Statistical comparisons of the characteristics of 
patients who did and did not receive individual PT, 
or who received short-term versus long-term PT, 
were only performed in the RA patient group. 
Because in the axSpA patient group, there were 
fewer than 20 patients in both the group that did 
not receive individual PT and the group that 
received short-term PT. All differences between the 
groups, including 95% CIs, are shown in Online 
Supplementary Tables S1 and S2. Comparison of 
the patients with RA who did and those who did 
not receive individual PT showed that patients 
receiving individual PT were less often in paid 
employment (44% vs 68%), less often had 
a medium level of education (35% vs 48%), and 
had lower average EQ-5D-5L (0.60 vs 0.66) and EQ- 
VAS scores (61.2 vs 67.6) compared to those who 

did not receive individual PT. Moreover, patients 
with RA who received individual PT more often 
had additional health insurance compared to those 
who did not receive PT (93% vs 72%). Although 
statistical comparisons of the characteristics of 
patient with axSpA who were and were not receiving 
individual PT were hampered by the small number 
of patients with axSpA not receiving PT (n = 17), 
similar patterns were found. Of the patients with 
axSpA who reported individual PT, 63% had paid 
employment, and mean scores of 0.59 on the EQ- 
5D-5L and 59.4 on the EQ-VAS were generated. Of 
the patients with axSpA who did not report indivi-
dual PT, 71% had paid employment, and they had 
mean scores of 0.69 on the EQ-5D-5L and 73.4 on 
the EQ-VAS. Additional insurance was reported by 
92% of the patients with axSpA who received indi-
vidual PT and by 59% of those who did not receive 
individual PT.

Such differences were not seen between RA 
patients with short-term and long-term PT. The 
results of the comparison between groups are shown 
in Online Supplementary Tables S1 and S2.

Content of physical therapy

Table 2 shows the content of individual PT, taking into 
account both short-term and long-term PT. The propor-
tions of patients with RA reporting forms of active exer-
cise (i.e. aerobic, muscle strengthening, active range of 
motion exercises, or functional exercises such as balance 
exercises) ranged from 32% to 68% in short-term PT and 
from 41% to 69% in long-term PT. In patients with 
axSpA, the proportions reporting forms of active exercise 
were 27–55% in those receiving short-term PT and 30– 
77% in those receiving long-term PT. Regarding manual 
treatment, i.e. massage and passive mobilization, in 
patients with RA the proportions ranged from 35% to 
42% in those receiving short-term PT and from 58% to 
67% in those with long-term PT. In patients with axSpA, 
the proportions reporting passive manual treatment were 
55–82% in those receiving short-term PT and 57–75% in 
those with long-term PT. With respect to physical mod-
alities (passive), the most frequently reported modalities 
were kinesiotaping and dry needling. Regarding counsel-
ling/education, exercises to perform at home were the 
most often reported topic in both patients with RA [short- 
term PT n = 23 (82%) and long-term PT n = 77 (93%) of 
patients reporting counselling/education] and patients 
with axSpA [short-term PT n = 7 (70%) and long-term 
PT n = 45 (94%) of patients reporting counselling/educa-
tion]. 
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Discussion
This cross-sectional study on the duration, frequency, 
and content of PT among patients with RA and axSpA 
found that the majority was currently or had until 
recently been receiving individual PT, with a duration 
of more than 3 months and a frequency of once per 
week in most patients. Although active exercises and 
education are recommended in national and interna-
tional guidelines, the results show that some passive 
treatment options (i.e. massage and passive manual 
treatment) were relatively often reported. In addition, 
patients with RA who received individual PT less often 
had paid employment, and had a higher educational 
level and a somewhat lower HRQoL compared to the 
patients who did not receive PT. The patients with RA 
who received individual PT more often had additional 
health insurance compared to the patients who did not 
receive PT. The same patterns were seen in patients 
with axSpA.

In this study, only a minority of respondents reported 
group exercise therapy. Even in patients with axSpA, 
this proportion was only 2.1%. This is in line with 
previous studies, where results showed that only 5.3% 
of the patients with axSpA received land- and water- 
based group exercise therapy and 5.0% group exercise 
therapy17, 30). As group exercise is received more 
often by patients with axSpA than by those with RA, 
small numbers were expected. As it is known that group 
exercise therapy is relatively standardized (31), patients 
reporting group exercise therapy were not requested to 
provide details on its provision.

In our study, the proportions of patients with RA and 
axSpA who reported individual PT (63% and 82%) were 
higher than the proportions found in the literature for 
patients with RA (13–15) and axSpA (16, 17). It remains 
unclear to what extent the difference is due to the fact that 
most of the RA studies were conducted quite some time 
ago, in other countries, and/or included a different selection 
of patients with RA or axSpA. Comparisons of patients 
with RA and axSpA across studies are hampered by the 
differences in the selection of patients, with selection cri-
teria, for example, including the use of a particular age 
range (13, 14), specific classification criteria (13, 14), or 
having had recent joint replacements (14). Regarding the 
comparison of the rate of PT treatment in patients with other 
conditions, one study found that in a cohort of patients with 
systemic sclerosis, 63% had received PT over the past 
12 months, which is also somewhat lower than in the 
present study (29).

There were few differences between patients who 
reported receiving PT and those who did not; however, 
small differences in the proportion of patients in paid 
employment, educational level and average HRQoL, 
were seen both in patients with RA and in those with 
axSpA. A previous Dutch study in patients with RA Ta
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Table 2. Characteristics of short-term and long-term individual physical therapy (PT) in patients with rheumatoid arthritis or axial 
spondyloarthritis.

Rheumatoid arthritis (N = 144*) Axial spondyloarthritis (N = 71*)

Short-term 
(N = 31)

Long-term 
(N = 113)

Short-term 
(N = 11)

Long-term 
(N = 60)

Duration of PT, short-term
0–4 weeks 11 (35) 2 (18)
5–8 weeks 13 (42) 3 (27)
9–12 weeks 7 (23) 6 (55)

Duration of PT, long-term
3–6 months 19 (17) 12 (20)
6–9 months 10 (9) 6 (10)
9–12 months 12 (11) 2 (3)
12–24 months 9 (8) 6 (10)
> 24 months 63 (56) 34 (57)

Average frequency of PT
< 1 per week 2 (6) 36 (32) 1 (9) 19 (32)
1 per week 22 (71) 53 (47) 9 (82) 31 (52)
2 per week 7 (23) 20 (18) 1 (9) 5 (8)
≥ 3 per week 0 (0) 2 (2) 0 (0) 0 (0)
Varying 0 (0) 2 (2) 0 (0) 5 (8)

Satisfaction with number of PT treatments
Yes 12 (39) 53 (47) 4 (36) 23 (38)
Too few 12 (39) 47 (42) 7 (64) 32 (53)
Too many 1 (3) 5 (4) 0 (0) 3 (5)
Other† 6 (19) 8 (7) 0 (0) 2 (3)

Location of PT treatment
At the practice 30 (97) 106 (94) 11 (100) 58 (97)
At home 0 (0) 1 (1) 0 (0) 1 (2)
Both at the practice and at home 0 (0) 4 (4) 0 (0) 1 (2)
Other‡ 1 (3) 2 (2) 0 (0) 0 (0)

Reasons for receiving PT (multiple answers possible)
Pain 27 (87) 107 (95) 11 (100) 59 (98)
Stiffness or limited range of motion of joints 28 (90) 112 (99) 11 (100) 59 (98)
Fatigue 15 (48) 62 (55) 7 (64) 36 (60)
Muscle weakness 27 (87) 79 (70) 5 (45) 32 (53)
Decreased overall fitness and endurance 17 (55) 74 (65) 4 (36) 36 (60)
Balance problems 14 (45) 50 (44) 3 (27) 24 (40)
Limitations in daily activities 23 (74) 69 (61) 6 (55) 39 (65)
Restrictions in paid employment 9 (29) 43 (38) 7 (64) 34 (57)
Restrictions in unpaid employment (volunteer activities) 4 (13) 22 (19) 1 (9) 15 (25)
Restrictions in hobbies, sports, social activities 27 (87) 84 (74) 6 (55) 45 (75)
Other§ 1 (3) 5 (4) 0 (0) 0 (0)

Impairment(s), limitation(s), and/or restriction(s) related to 
RMD

31 (100) 109 (96) 10 (91) 57 (95)

Content of PT: exercises
Active exercise therapy (multiple answers possible) 26 (84) 97 (86) 8 (73) 52 (87)

Aerobic exercises 10 (32) 47 (42) 3 (27) 21 (35)
Muscle strengthening exercises – legs 17 (55) 61 (54) 4 (36) 24 (40)
Muscle strengthening exercises – arms 15 (48) 62 (55) 5 (45) 27 (45)
Range of motion exercises – legs and arms 21 (68) 75 (66) 6 (55) 37 (62)
Range of motion exercises – neck and back 14 (45) 78 (69) 6 (55) 46 (77)

Active exercises – functional activities 15 (48) 51 (45) 4 (36) 21 (35)
Balance exercises 10 (32) 46 (41) 3 (27) 18 (30)
Specific active exercise therapy (multiple answers 
possible)

2 (6) 32 (28) 3 (27) 18 (30)

Breathing exercises 0 (0) 12 (11) 2 (18) 10 (17)
Relaxation techniques 1 (3) 12 (11) 2 (18) 7 (12)
Hydrotherapy 2 (6) 15 (13) 0 (0) 7 (12)

(Continued )
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found that younger patients (< 55 years) received PT 
more frequently than older patients (13), whereas in our 
study no impact of age on the number of PT sessions 
was seen. In the total group of 257 and 94 patients with 
RA and axSpA, the majority of patients had additional 
health insurance. However, the patients with RA and 
axSpA receiving individual PT more often had addi-
tional health insurance than those not receiving PT. This 
finding may indicate that access to PT care is influenced 
by insurance status.

Regarding the duration of the PT, in both RA and 
axSpA, the majority of patients reported PT treatment 
for more than 3 months. For RA, the proportion of 
patients receiving long-term PT is difficult to compare 
with other studies, whereas for axSpA the overall long- 
term PT is in line with previous studies in Switzerland 
and the Netherlands (16, 17). It must be noted that, in 
particular, in the axSpA group the number of patients 
with short-term PT was very small. Additional research 
into the underlying needs for long-term PT treatment, 
including both patients and their treating physiothera-
pists, is needed.

Concerning the content of PT treatment, our results are in 
line with previous studies suggesting that the use of active 

exercises is suboptimal, whereas some passive interven-
tions are applied relatively often (i.e. massage, passive 
mobilization, kinesiotaping, and dry needling). This finding 
needs further exploration, as in some clinical practice 
guidelines for the management of RA and axSpA, the 
application of active rather than passive treatment modal-
ities is recommended. An example is the American College 
of Rheumatology recommendations for management of 
ankylosing spondylitis and non-radiographic axSpA (32), 
stating that educating patients in self-management in using 
an independent exercise programme is one of the main 
goals of PT. Thus, active interventions are preferred over 
passive interventions, where passive interventions could 
supplement, but not substitute for, active PT. On the 
national level, a Dutch PT guideline for the management 
of RA (10) discourages the use of passive interventions, 
including low-level laser therapy, electrostimulation, ultra-
sound, massage, thermotherapy, medical taping, and dry 
needling, and states that passive mobilization can only be 
considered to support active exercise therapy as a short- 
term intervention in patients without active inflammation 
(10, 33). Moreover, a national set of recommendations on 
PT in axSpA also stresses the use of active exercises rather 
than passive interventions (11). The rationale for the use of 

Table 2. (Continued). 

Rheumatoid arthritis (N = 144*) Axial spondyloarthritis (N = 71*)

Short-term 
(N = 31)

Long-term 
(N = 113)

Short-term 
(N = 11)

Long-term 
(N = 60)

Content of PT: manual treatment (multiple answers 
possible)

18 (58) 101 (89) 9 (82) 56 (93)

Massage 13 (42) 76 (67) 9 (82) 45 (75)
Passive mobilization – legs and arms 11 (35) 69 (61) 7 (64) 34 (57)
Passive mobilization – neck and back 11 (35) 65 (58) 6 (55) 45 (75)

Content of PT: physical modalities (multiple answers 
possible)

10 (32) 72 (64) 6 (55) 36 (60)

Heat therapy 0 (0) 10 (9) 1 (9) 3 (5)
Cold therapy 0 (0) 2 (2) 0 (0) 1 (2)
Kinesiotaping 4 (13) 56 (50) 5 (45) 25 (42)
Electrotherapy 1 (3) 13 (12) 2 (18) 2 (3)
Dry needling 8 (26) 28 (25) 3 (27) 19 (32)

Content of PT: counselling/education (multiple answers 
possible)

28 (90) 83 (73) 10 (91) 48 (80)

Exercises to perform at home 23 (74) 77 (68) 7 (64) 45 (75)
Physical activity promotion – activity tracker 2 (6) 17 (15) 0 (0) 3 (5)
Physical activity promotion – personal programme 12 (39) 45 (40) 5 (45) 27 (45)
Oral information 14 (45) 62 (55) 4 (36) 35 (58)
Written information 2 (6) 13 (12) 2 (18) 6 (10)
Website/online information 3 (10) 17 (15) 2 (18) 6 (10)
Contact therapist by e-mail/app/website 3 (10) 32 (28) 4 (36) 21 (35)

Data are shown as n (%). *Total number of responders deviates from Table 1, as not all responders answered the follow-up 
questions about short-term and long-term individual PT. 
RMD, rheumatic and musculoskeletal diseases. 
Other: †still under treatment (n = 3), coronavirus disease 2019 (COVID-19) pandemic (n = 4), medical complications (n = 1), no clear 
interpretation of the answer (n = 6). ‡outside because of COVID-19 (n = 1), combination of treatment in the practice and by video 
calling (n = 2). §specific joint, i.e. hip and shoulder (n = 2), lymph oedema (n = 2), general inflammation (n = 2), hypermobility (n = 1). 
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specific treatment modalities was, however, beyond the 
scope of this paper. So, despite evidence-based recom-
mended exercise therapy including strengthening and aero-
bic exercise for patients with RA and axSpA, 
physiotherapists underused these guidelines. There is 
a need to increase awareness of the recommended guide-
lines for patients with axSpA and RA.

This study has a number of limitations. First, the 
diagnosis was based on self-report, and therefore the 
RA and axSpA diagnoses cannot be confirmed. Sec-
ondly, recruitment was carried out in the community 
rather than in rheumatology clinics. We therefore can-
not calculate a response rate or determine the extent to 
which response bias has occurred. Thirdly, patients with 
RA and axSpA recruited from the community may have 
different characteristics from those who are treated by 
rheumatologists. However, as most patients indicated 
that they had been treated by a rheumatologist, the 
impact of the recruitment may have had little impact 
in that respect. Also, we did not ask the patients about 
their satisfaction with treatment other than the number 
of sessions, such as satisfaction with its overall effect, 
the expertise of the therapist, or the equipment in the 
practice. Finally, although the questionnaire was based 
on one used in previous research projects (28, 29), it is 
conceivable that patients did not accurately report the 
characteristics of the treatment that they received. On 
the other hand, in studies where a similar survey was 
administered to both patients and physiotherapists, 
overall similar results were obtained (29, 34).

Conclusion

The results show that the majority of patients with RA 
and axSpA received individual PT, currently or in the 
past year, long-term, and at a frequency of once a week. 
Passive treatment options (i.e. massage, passive mobili-
zation, kinesiotaping, and dry needling) were relatively 
often applied in the individual PT treatments, although 
active exercises and education are recommended in 
national and international guidelines for patients with 
RA and axSpA. These results underline the need to 
evaluate the barriers and facilitators for the use of 
treatment recommendations among the various stake-
holders. Following these results, a tailored implementa-
tion strategy to optimize adherence to practice 
guidelines could be developed and evaluated.
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