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Recently, the significant negative impact of comor-
bidities on the course of rheumatoid arthritis (RA) and
other inflammatory diseases of the joints has been un-
derlined [1, 2].

A number of comorbidities may have individual im-
pact on the course of rheumatic disease (RD) in indi-
vidual patients and lead to the limitation of therapeu-
tic options of both diseases. If the co-morbid disease
is diagnosed early, properly treated, and monitored,
its negative impact on the course of inflammatory RD,
e.g. as RA, may be significantly reduced, which is impor-
tant for the RD prognosis.

Considering the inflammatory pathophysiological
process, the increased risk of diseases, such as: car-
diovascular diseases (CVD), lungs and pleura diseases,
osteoporosis, infection, depression, and cancers, the
incidence of which in RA and other inflammatory RDs
is significantly higher than in the general population,
should be emphasised. However, the importance of
other diseases, such as: diseases of the digestive tract,
kidneys, diabetes, and liver diseases, should not be un-
derestimated because they may lead to the deteriora-
tion of the patient’s health and reduction of therapeutic
options, which requires introduction of comprehensive
care for such patients. The reasons for multi-organ in-
volvement in patients with inflammatory joint diseases
are not well understood.

It is assumed that the inflammatory process with
a release of proinflammatory cytokines and chemo-
kines plays an important role in that phenomenon. Other
factors, such as: a reduction of physical activity, in some
extreme cases even total immobilisation, obesity, mus-
cle weakness, depression, and pharmacological therapy,
mainly with glucocorticosteroids, are considered to be
important reasons for the occurrence of diseases other
than RD. There is a distinction between coexisting dis-
eases related to RD (and inflammation) or its treatment
and diseases independent of the underlying disease
(coincidental). Patients with RA and comorbidities con-
stitute the majority in the population of RA patients [3].
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Comorbidities are also factors of “poor prognosis”
in the course of RA [4]. They also correlate with worse
response to treatment, and deterioration of functional
capacity and quality of life [4, 5]. Their occurrence in-
creases mortality in RA patients [6]. It is clear that the
problem of the coexistence of RD with other diseases is
associated with higher socio-economic costs, i.e. more
frequent hospitalisation, longer duration of hospital-
isation, repeat visits to specialists, perioperative com-
plications, and an increase indirect and direct costs of
medical care [7]. The recent approach to RD known as
“treat-to-target” (T2T) strategy, e.g. in treatment of RA or
spondyloarthropathies, may be significantly hampered,
and the assumed aims of therapies become impossible
to achieve with the coexistence of other diseases [8].

Current recommendations for the RD management
are based on the results of clinical trials, in which pa-
tients with comorbidities were generally not included.

The most frequently used assessment tools for comor-
bidities in RD are: the Charlson Comorbidities Index (CCl)
[9], the Rheumatic Disease Comorbidity Index (RDCI) [10],
and the Multimorbidity (MM) Index [11]. However, these
methods are not adequate for the function, quality of life
and risk of mortality evaluation. In a multimorbidity sit-
uation, it is difficult to assess the quality of life, a multi-
dimensional health assessment questionnaire may be
used in such instances [12].

The comorbidity and multimorbidity are often not
distinguished as separate phenomena and are used in-
terchangeably [13]. In the concept of comorbidity, RD, like
RA, is central and coexistent diseases are related, being
in some cases a consequence of the onset of RD. In the
case of multimorbidity, the patient is at the centre and
all diseases coexist and affect each other’s course and
the patient’s condition. The assessment of comorbidi-
ties is based on the disease index and it determines the
coexistence of any other disease. Multimorbidity covers
all aspects of the patient’s condition, including the inter-
action with the underlying disease and possible patho-
physiological connections. Therefore, it is a broader con-
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cept than the concept of an accompanying/co-existing
disease(s). In multimorbidity, the disease index is not
defined, and all co-morbidities are equally important.
The statistical data reveal a vital fact, i.e. the average
frequency of patients with multimorbidity in the popula-
tion is estimated to be around 25%, whereas in patients
with chronic arthritis the group reaches up to 75% [13].
The discussion concerning the issue of which diseases
should be included in the multimorbidity spectrum is
still open. Currently, the list of coexisting diseases in-
cludes 40 items with high heterogeneity, without any se-
lectivity criteria. The influence of multimorbidity on the
patient’s condition depends, which is understandable,
on the number of chronic morbidities.

There are differences in the therapeutic strategy, de-
pending on which theory: comorbidity or multimorbid-
ity, is to be followed. In the case of comorbidities, the
treatment is directed to the underlying disease, e.g. RA.
The evaluation of the results of the RD treatment is based
on the monitoring of disease activity using validated indi-
cators such as DAS28 or SDAI and the disease index.

Clinical studies showed that the most common co-
morbidities in patients with chronic joint diseases in-
clude: hypertension (53%), hypercholesterolaemia (47%),
CVD (24%), obesity (36%), and diabetes (16%). The coex-
istence of these diseases often complicates or limits the
recommended management of joint diseases, due to the
interaction of drugs, polypharmacy, or drug intolerance.
There is growing interest in a holistic approach to the
treatment of patients with RDs. The recommendations
of the EULAR 2016 initiative group [14] concern the devel-
opment of the standardised methods for the assessment
and reporting of comorbidities in everyday rheumatolog-
ical practice. As a result of this consensus, the necessity
to assess the frequency of occurrence of comorbidities
in the course of RD, to screen for the most common dis-
eases co-existing with inflammatory joint diseases, and
to determine the risk of their occurrence and prevent
co-morbid diseases, was established.

The main principles of conduct were formulated in
the following three points:

1. Co-morbidities (cardiovascular system and gastroin-
testinal tract diseases, osteoporosis, depression, or
cancer) should be carefully evaluated and treated in
patients with RDs.

2.Rheumatologists, health professionals, and patients
play a significant role in detecting and monitoring
co-morbidities. It is recommended that an individual
questionnaire be completed by patients, developed by
the EULAR Group.

3. Co-morbidities should be covered by a specially devel-
oped program, which should be systematically updat-
ed every five years.
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