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The goal of occupational therapy (OT) is to support people with

rheumatoid arthritis (RA) not just to live, but to live well. RA is a

chronic disease that significantly affects every aspect of people’s

lives including everyday activities, mental health, and social participa-

tion (1). People with RA report pain, fatigue, reduced hand function,

stress, and anxiety that contribute to decreased participation in val-

ued activities of daily living including work and leisure (2–8). In the

face of fluctuating symptoms and/or limited capacities, people with

RA routinelyminimize participation, ask for help, or forego even start-

ing activities altogether (9). These practices ultimately affect emo-

tional and mental health, contributing to isolation, frustration, stress,

anxiety, and depression (10–12). People with RA must learn how to

manage this lifelong disease and report they need information on

exercise, symptom management, emotional support, assistive

devices, environmental modifications, and advice and adaptations

for how to continue to perform a range of activities and social roles

including care for children and maintaining employment (13,14).

All these topics are within the scope of OT practice (15).
Historically, OT has played a key role in the interdisciplinary

team for people with RA (16–19). Yet, in recent decades, increased

emphasis on pharmacologic treatments, such as disease-

modifying antirheumatic drugs (DMARDs) and biologics, have left

many people with RAwithout support from occupational therapists

(7,8,20,21). Recognizing the importance of current gaps in interdis-

ciplinary and holistic care, the American College of Rheumatology

(ACR) commissioned a group of experts to appraise evidence

around nonpharmacologic interventions and developed the 2022

ACR Guideline for Exercise, Rehabilitation, Diet, and Additional

Integrative Interventions for Rheumatoid Arthritis, which is pub-

lished in this issue of Arthritis Care & Research (22). This guideline

recognizes the role that occupational therapists should play as a

key member of the health care team for people with RA. Referring

to this guideline’s recommendations, we aim to provide further

guidance on OT services for people with RA as well as consider-

ations on how to integrate OT into real-world practice.

Comprehensive occupational therapy

Occupational therapists collaborate with people with RA to

support all aspects of participation in life (15,23). OT addresses

symptoms of RA that may be interfering with participation by

incorporating symptom management strategies in the context of

performing daily activities. As indicated in the guideline, compre-

hensive OT consists of patient-centered services that aim to:

• provide people with RA with information and training on
how to adapt daily activities using adaptive equipment,
changing the environment, and/or modifying the task or
position;

• educate people with RA on chronic disease self-
management such as coping, pain and stress manage-
ment, fatigue management, joint protection, energy
conservation, and activity pacing;

• address limitations in the hand and upper extremity
through focused exercise programs and/or the prescrip-
tion of orthotics/splints; and
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• assist people with RA to maintain participation in daily life
and social roles including work and leisure activities (22).

In general, physicians should refer people with RA for com-
prehensive OT rather than a specific service. Occupational thera-
pists will provide the best possible of these interventions for
specific clients depending upon their disease status, stage in life,
unique problems, and readiness to adopt changes. To determine
the most appropriate treatment, occupational therapists evaluate
the activities that clients with RA want and need to do and how
the symptoms of RA, such as pain, strength, joint motion, and
fatigue, affect their ability and satisfaction performing these activi-
ties (15). They may visit clients’ homes, workplaces, or other rele-
vant places in the community to assess whether these
environments require modifications to support participation.
Occupational therapists then collaborate with clients with RA to
co-create treatment goals and determine how to approach self-
management intervention plans (15). In most cases, clients with
RA will need only 4–6 sessions of OT to achieve their goals. How-
ever, it is highly recommended that people with RA be referred for
OT throughout the course of their disease for booster visits. As
people with RA get older, they may develop additional comorbidi-
ties (e.g., osteoporosis, fall risk), a different presentation of RA
symptoms, and/or experience lifestyle and role changes
(e.g., worker to retiree; parent to grandparent). With these
changes, different challenges will emerge. Occupational thera-
pists can help people with RA to navigate, adjust, and adapt to
new challenges. Herein, we provide further context of the role of
OT in the areas identified in the guideline.

Adapting daily activities. Occupational therapists are
experts in breaking down and analyzing how individuals conduct
daily activities and the context in which they are performed.
Through these analyses they identify techniques, context adapta-
tions, and/or tangible supports that empower people with RA to
complete their daily activities with ease, satisfaction, and safety.
Assistive devices, adaptive equipment, and modifications of the
task and/or the environment are all solutions to problems people
with RA experience as these interventions help to increase physi-
cal function, maintain independence, and improve well-being
(Table 1) (24–26). Involvement of experts in the prescription of
assistive devices and adapted equipment is particularly impor-
tant, as devices may be abandoned if they do not match the
needs of users (26,27).

Education on self-management of RA as a chronic
disease. Chronic illness requires additional “work” or responsi-
bilities that may impede peoples’ identities or social roles (1).
People with RA meticulously orchestrate individualized routines
to manage pain, fatigue, and morning stiffness and avoid flares,
yet they find that doing so interferes with their ability to achieve
“normal” lives (28) or reduces the quality of activity participation

(29). Managing RA has been described as a “dynamic, iterative
balancing process” (30) or “juggling act” (31) wherein people with
RA continually deliberate how to fulfill their roles and be consider-
ate of the limitations of their bodies. Because the disease and life
are ultimately unpredictable, people with RA must readjust their
expectations on a micro scale when their symptoms fluctuate
and on a macro scale as they redesign their lives in response to
their diagnosis, changes to their social roles, and/or changes to
their responses to treatment. Although this management is a life-
long process tied to coping and mental health, people with RA
are often left to figure out what works for them without support
from professionals. Occupational therapists assist people with
RA to understand how their disease affects their lives and to
determine what behaviors promote or hinder their health and
well-being. Occupational therapists help people with RA to inte-
grate disease management strategies into activities and roles that
provide fulfillment. Their goal is to guide people with RA to orches-
trate effective routines and habits that integrate disease manage-
ment into their everyday life.

Occupational therapists educate people with RA on how to
take an active role using nonpharmacologic behaviors to man-
age current symptoms, slow down disease progression, and
engage in desired activities. Pain management is one of the
most important aspects of treatment for people with RA
(32,33). Occupational therapists teach people with RA how to
use thermal treatments and practice stress and coping interven-
tions, collaborating with them to problem solve when and how to
use these strategies in the context of their own symptoms and
flares (Table 1) (34,35). Occupational therapists provide people
with RA with joint protection education and energy conservation
training (Table 1). Joint protection focuses on changing behav-
iors that place stress on joints implicated in RA. Energy conser-
vation training provides guidance on how people with RA can
pace themselves throughout the day or incorporate appropriate
exercises or physical activities into their schedules (34,36). For
both energy conservation and joint protection, occupational
therapists move beyond how individual activities are performed
and teach people with RA how to understand how patterns of
activity affect one another to address fatigue, pain, and other
symptoms.

Exercise programs and/or prescription of orthotics/
splints or compression. Almost all functional and work activi-
ties involve hand use and people with RA continue to report pain
and decreased hand function despite use of biologics (7). Even
people with low disease activity report they have problems with
tasks that require dexterous movements or hand strength
(37,38). Referrals to occupational therapists who are also Certi-
fied Hand Therapists (CHT) (39) could be particularly important
for people reporting pain, weakness, or loss of function of the
hand. A CHT can provide the appropriate tailored program that
addresses strength issues, limitations in movement, coordination,
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Table 1. Descriptions of occupational therapy (OT) techniques

OT technique Definition Examples

Comprehensive OT Occupational therapists collaborate with people with
rheumatoid arthritis to enable performance of and
participation in everyday, meaningful, occupations*

Assessment and goal setting: provision of adaptive
equipment, environmental adaptations, provision of
hand exercises and orthotics/splints, self-
management training in joint protection, energy
conservation, and mind body approaches in the
context of performance of occupations*

Adapting daily activities
Adaptive or assistive
devices

Devices or equipment that are commercially available
or custom fabricated by an occupational therapist to
enable people to participate in their occupations
independently, more easily and with less pain;
assistive technology also includes high tech
equipment, software programs, and product
systems*

Eating devices (built up handled cutlery, plates, cups),
bathing devices (long handled sponges, wash mitt),
dressing (long handled shoe horn, dressing stick,
reacher, sock aide, button hook), grooming (tube
dispenser/squeezer, adapted flosser, adapted nail
clipper, long handled comb/brush), work (large
speaker phones, voice recognition software,
standing desks, ergonomic keyboards, ergonomic
power tools), other (built up handles, knob turners,
pill cutters, large size pill organizer, universal cuff, leg
lifter, cellphone holder)

Environmental
adaptation

Changes or modifications to the physical environment
to facilitate mobility, safety, and independence in
performing occupations; environmental adaptations
are usually completed on individual home and work
environments, but occupational therapists also
advocate for environmental changes to public
buildings and for community accessibility (e.g.,
playgrounds, public transportation)*

Toileting adaptations (raised toilet seat, commode,
toilet safety rail), showering adaptations (tub seat,
handheld shower, walk-in bath), grab bars, ramps,
Stairglide, home modification, work site
modifications (electric doors, badge access versus
key access, rearrange furniture)

Education on self-
management of
rheumatoid arthritis as
a chronic disease

Joint protection training Self-management techniques/strategies to put less
stress on painful or unstable joints

Respect pain, use larger stronger joints for activities,
avoid staying in one position too long, maintain
muscle strength, balance rest and work, use joint in
its most stable position, maintain good postures,
use adaptive devices, modify activities

Energy conservation
training

Self-management techniques/strategies to manage
fatigue

Four Ps of energy conservation/fatigue management
(planning, prioritizing, activity pacing, positioning);
activity modification, adaptive devices, joint
protection, physical activity, mind body approaches

Thermal modalities Modalities that use heat, cold, sound, or focused light to
decrease pain and inflammation or warm up tissues

Cryotherapy, heat, therapeutic ultrasound, infrared
sauna, paraffin therapy, and laser therapy

Exercise programs and/or
prescription of
orthotics/splints

Resistive hand exercise
programs

Exercises using resistance to improve strength in finger,
thumb and wrist muscles leading to increased grip
and pinch strength

Resistance can be theraputty, rubber bands, gravity,
weights, or a static muscle contraction (isometric);
exercises depend on current strength of muscles,
amount of active motion, inflammation, and pain

Orthotic/splint,
compression
prescription

Orthotics/splints are custom made or prefabricated
devices that restrict or support motion in painful or
deformed joints, or support weak muscles or
ligaments surrounding a joint; compression, in the
form of gloves/gauntlets/sleeves, apply pressure to
reduce swelling, stiffness, and pain and increase
blood flow

Resting hand, wrist support, figure 8 orthotic for
boutonniere or swan neck deformity, hand based or
wrist-based thumb orthotic; isotoner gloves with
closed or open fingertips; gauntlets or sleeves for
the wrist only, thumb and wrist, or single finger

Participation in work
activities: work site
evaluations and
modifications

Altering task demands, work environments, job, or work
processes to keep workers in the workforce; training
in communication and negotiations

Ergonomic tools and equipment, environmental
modifications, adaptive devices, assistive
technology, work schedule modifications, energy
management and joint protection

* Occupations are everyday activities people do to occupy time and bring meaning and purpose to life, including activities of daily living (self-
care activities, such as dressing, bathing, sexual activities), instrumental activities of daily living (activities that support daily life at home and
in the community, such as home care, dependent care, shopping), health management, rest/sleep, education, work, leisure, and social roles
(reference 15).
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and sensation (Table 1). Ideally, this therapy would occur early in
the disease to provide people with RA with habits to manage
how the disease affects their hand function over time. During rou-
tine health exams, statements by people with RA about increased
difficulties with simple daily tasks can be recognized as clues that
hand exercises may be beneficial (40).

Orthotics/splints are provided to people with RA for several
reasons: to support and align weakened joints, to reduce pain or
instability, to improve joint alignment and thus biomechanical
function, and to assist with movements lost to disease or disability
(41). Orthotics/splints should be designed to address specific cli-
ent goals. For example, a resting splint is effective if a goal is to
reduce pain (42,43). However, this splint restricts motion and pre-
vents hand use and, therefore, would not be appropriate for pain
reduction during activities. People with RA should obtain appro-
priate evaluation by an OT expert such as a CHT so that individu-
alized prescriptions are provided. While some orthotics/splints
can be purchased off the shelf, in some cases, CHTs may recom-
mend and design custom-made orthotics to properly address
deformities. CHTs examine and correct the fit of a device, whether
custom-made or prefabricated, as a poorly fitting orthotic can
cause pain, blisters and skin break down, or damage to underly-
ing structures.

Participation in work activities: work site
evaluations, and/or modifications. Remaining at work and
consistently engaging in paid work is an important goal for many
people with RA; yet, RA causes significant limitations in their work
ability. Estimates suggest that after 10 years, 35% of individuals
with RA cease to work because of their RA (44). People with RA
are more likely to have longer sick leaves (45), reduced productiv-
ity at work (46), and report that work performance is affected by
the presence, severity, and variability of RA symptoms. They
may also experience nonflexible work conditions that hinder their
ability to work, including physical job demands, lack of control
over time, and strenuous commutes (47). While flexible working
arrangements and accommodations may help keep people with
RA in the workforce, many people are unaware of legislations,
such as the Americans with Disability Act, that support their ability
to work (48). Moreover, some choose not to disclose their diag-
nosis, as it may change how they are perceived by their
coworkers and supervisors and/or negatively affect their job sta-
tus (49). Emotional challenges, such as fear, stress, guilt, or loss
of self-confidence, may be heightened as employment is often
tied to family demands and financial concerns (47).

Occupational therapists provide a vital role in assisting peo-
ple with RA to maintain employment. They are uniquely qualified
to provide work interventions. Because of their expertise in activ-
ity analysis, they can help to develop customized environmental
adaptations, address ergonomic problems, and provide educa-
tion in stress management and communication skills. OT has
been associated with improved work outcomes (49). It is

important to note that while the 2022 ACR Guideline for Exer-
cise, Rehabilitation, Diet, and Additional Integrative Interventions
for Rheumatoid Arthritis reports that there were no studies that
supported interventions at work for people with RA, work-
related OT interventions exist but were not included in the guide-
line because they did not examine only people with RA (50–53).
Although ergonomics assessment and work self-management
are effective strategies to reduce work disability, few workers
with RA are referred for work interventions. Research suggests
that those who do receive these types of interventions are less
likely to experience work disability (47,54).

Challenges to integrating OT into RA care

Occupational therapists provide services that significantly
improve the lives of people with RA by helping them to develop
and integrate skills to maintain participation in valued activities. In
this section we will discuss some of the potential challenges to
integrating OT into RA treatment and suggest some solutions.

One barrier to integrating OT into RA treatment is the limited
awareness by members of the medical community and people
with RA of the breadth of treatments that occupational therapists
provide. To overcome this challenge, we must consistently edu-
cate the medical community on the role of OT in the field of rheu-
matology. The publication of the 2022 ACR Guideline for
Exercise, Rehabilitation, Diet, and Additional Integrative Interven-
tions for Rheumatoid Arthritis along with this companion piece
provide an excellent starting point for rheumatologists and occu-
pational therapists to develop collaborations. To further dissemi-
nate the guideline, professional organizations such as the
American Occupational Therapy Association (AOTA) should
develop initiatives to educate the medical and lay communities
on the benefits of including OT in the multidisciplinary approach
to rheumatology treatment. Rheumatology-specific patient orga-
nizations can also ask occupational therapists to educate their
membership on how and when OT is necessary. Individual people
with RA can request that their rheumatologists refer them to OT
for care. To facilitate the integrative care as recommended by
the 2022 ACR Guideline for Exercise, Rehabilitation, Diet, and
Additional Integrative Interventions for Rheumatoid Arthritis, rheu-
matology practices might consider including health professionals,
such as occupational therapists, physical therapists, and dieti-
cians, as part of their staff and develop clinical care systems that
include multidisciplinary therapists as a complete package of
treatment for people with rheumatologic conditions (16,55,56). If
including additional personnel is not feasible, rheumatologists
could consider collaborating with local occupational therapists to
develop robust referral patterns. The critical piece underlying
these solutions is that rheumatologists and occupational thera-
pists need to be build and foster collaborative relationships to pro-
vide the best care for people with RA. We encourage
rheumatologists and occupational therapists to seek out
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opportunities to network with one another, whether at profes-
sional meetings or through other contacts such as patient organi-
zations, state organizations, or word of mouth. Occupational
therapists should reach out to rheumatology practices and intro-
duce themselves as potential partners in care delivery.

A contributing problem for integrating OT into rheumatology
practice is the limited access to occupational therapists who spe-
cialize in musculoskeletal disorders. As with many health profes-
sions who serve people with a variety of conditions, the amount
of time spent in the OT curriculum on treating musculoskeletal dis-
orders in general, and RA specifically, is limited. While all occupa-
tional therapists can provide self-management strategies and
adapted equipment, not all occupational therapists will have
expertise in complex cases. As noted, historically, referrals to OT
for people with RA was greatly reduced with the introduction of
DMARDs and biologics, which consequently reduced the work-
force who specialized in treating rheumatologic disorders. Now,
workforce shortages must be addressed as part of the Associa-
tion of Rheumatology Professionals and ACR initiatives to
improve RA care. They should partner with professional organiza-
tions such as the AOTA to provide opportunities and incentives
for OT and other practitioners to develop expertise in this area.
As with all health professions in the US, OT professional organiza-
tions should strive to make sure that insurance covers OT for peo-
ple with RA. Another method to increase access to OT is
telerehabilitation. Current legislation supports telerehabilitation
for OT services and organizations should ensure that this access
is maintained and extended. Methods to develop telerehabilitation
of OT services for people with RA will also improve access to
skilled practitioners.

A third challenge to integrating OT into the care of people
with RA is the paucity of strong evidence, in the form of random-
ized controlled trials, to support OT interventions. Limited evi-
dence reflects challenges in implementing robust behavioral
research trials, including recruitment and retention of participants,
the need for multiple sites, difficulties blinding interventionists and
participants, costs associated with training and paying interven-
tionists, and the length of time needed for a study to show long-
term benefits. It is important to note that lack of strong evidence
does not negate the value of OT interventions or that people with
RA may benefit from OT. The 2022 ACR Guideline for Exercise,
Rehabilitation, Diet, and Additional Integrative Interventions for
Rheumatoid Arthritis recognizes that these interventions are
potentially valuable and have conditionally recommended them.
A conditional recommendation means that an intervention poten-
tially will benefit people with RA, but that greater consideration
must be made as to whether the intervention is the right interven-
tion for a particular person with RA given their disease state, life-
style, financial abilities, preferences, and family. Through their
skills and knowledge, occupational therapists can help tailor inter-
ventions to ensure that they are appropriate and beneficial. Clear
communication and discussion between people with RA and

occupational therapists, who together will determine a plan to
address individual need, is key to determining such needs.

Practical information and key points to share with
people with RA

Despite the barriers noted above, there is evidence to sup-
port OT and skilled occupational therapists who can partner with
rheumatologists and people with RA to collaborate on the best
care. Practical information on when to consider an OT referral
and some practicalities for finding a therapist and ensuring cover-
age for services is provided in the 2 fact sheets (see Supplemen-
tary Materials, available on the Arthritis Care & Research website
at http://onlinelibrary.wiley.com/doi/10.1002/acr.25122).

In conclusion, the 2022 ACR Guideline for Exercise, Rehabil-
itation, Diet, and Additional Integrative Interventions for Rheuma-
toid Arthritis clearly highlights the importance of and need for
occupational therapists’ unique perspective and experience to
augment and improve RA care. With the addition of comprehen-
sive OT to the multidisciplinary team, people with RA are provided
with strategies to self-manage the challenges of their disease,
whether through behavioral changes, the addition of equipment,
or changes in the environment. Rheumatologists and extended
care providers should collaborate with OT for optimal patient
management to ensure that people with RA live well.
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