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Introduction
The Arthritis Alliance of Canada (AAC)
The Arthritis Alliance of Canada (AAC), formerly the Alliance for the Canadian Arthritis Program
(ACAP), was formed in 2002. Its goal is to improve the lives of Canadians with arthritis. With more
than 36 member organizations, the Arthritis Alliance brings together arthritis health care
professionals, researchers, funding agencies, governments, voluntary sector agencies, industry
and, most importantly, representatives from arthritis consumer organizations from across Canada.
While each member organization continues its own work, the Alliance provides a central focus for
national arthritis-related initiatives.
The Arthritis Alliance of Canada (AAC) is focused on using a comprehensive approach to develop
pan-Canadian models of care for inflammatory arthritis (IA) (1) and launched a document
describing the models of care and toolkit in 2014 (www.arthritisalliance.ca). The present work is
aimed at developing a performance measurement framework for the models of care for IA.

Project Goal and Objectives
The project seeks to identify effective system-level performance measures, which will form part of
a broader quality measurement framework (AAC Measurement of Care Framework) for IA care in
Canada. This work will also catalyze the formation of groups of researchers and stakeholders
dedicated to testing and implementing these measures in tandem with efforts to improve models
of arthritis care delivery and serve as a toolkit to evaluate different models of care.
This document outlines the definitions as well as the burden of IA and describes the objectives of
the present study. The candidate system-level performance measures are also described and
presented along with supporting guideline recommendations and existing standards of care or
performance measures from North American and Europe. Where applicable we have
acknowledged existing benchmarks set by the Wait Time Alliance (WTA) (2).
Presently in Canada, there are no existing performance measures for IA care and this work
represents significant progress towards improving the lives of Canadians living with IA.
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Background
Definition of Inflammatory Arthritis
Inflammatory arthritis (IA) is a term used to describe a group of diseases that cause pain and
swelling of the joints including rheumatoid arthritis (RA), ankylosing spondylitis (AS), juvenile
idiopathic arthritis (JIA), and psoriatic arthritis (PsA). These four types of IA are the focus of the
present work.

Burden of Inflammatory Arthritis
The most common form of IA is RA, which affects nearly 1% of Canadians (3-6) causing chronic
pain and disability if left untreated (3). Research has shown that early detection and treatment of
RA is crucial for effective care and improved outcomes in patients with RA (7-13). Unfortunately
many Canadians with RA may not be receiving appropriate care – they are not cared for by a
rheumatologist and are not receiving appropriate, effective therapies in a timely manner (14-16).
Unfortunately, the number of patients with RA is growing (3, 4, 17) and the number of
rheumatologists may not be keeping pace (17, 18).
Although there is a paucity of data (especially Canadian data (6)) on the prevalence of other types
of IA, it is estimated that AS affects up to 1% of the population (5, 6, 19). The prevalence of PsA is
less well described (6, 20) and probably ranges from 0.1-0.4% (6) but may be as high as 1.2% in
some countries (21). JIA affects approximately 8-11.7 per 10,000 children under the age of 16 (22).

Importance of Rheumatologic Care: Early Diagnosis and Treatment
According to guidelines, patients with IA should be seen by a rheumatologist (23-33). Clear
evidence demonstrates that early diagnosis and treatment with Disease Modifying Anti-Rheumatic
Drugs (DMARDs, e.g. methotrexate) improves outcomes for patients with RA (7-13). For other
types of IA it is equally important to see a rheumatologist to get a diagnosis and treatment early in
the course of disease. NSAIDs are the first line agents for AS (34, 35) and not all patients with AS
require biologic agents. However, there is mounting evidence that patients with AS who have
severe disease and who require biologics may have a better response and clinical outcomes if
treated early (36-41).
PsA is a heterogeneous disease and whether an early “treat to target” approach improves
outcomes has not been as well studied in PsA as in RA (42), although consensus within the
rheumatology community advocates for early diagnosis and a targeted approach to treatment
(42-44) this is largely based on consensus (23, 45). Recent evidence suggests that PsA patients
who require aggressive treatment with biologics have better outcomes if treated early (46) and
that diagnostic delays of more than 6 months may lead to poor outcomes including functional
impairments and radiographic deterioration (47). A recently published Swedish study also
suggests that a shorter delay between symptom onset and diagnosis was associated with better 5Arthritis Alliance of Canada| 1700-393 University Avenue, Toronto, Ontario M5G 1E6| T
416.979.7228| www.arthritisalliance.ca
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year outcomes (48). Similarly Canadian data suggest that patients presenting within 2 years of
disease onset have less damage and less disease progression than those presenting with greater
than 2 years of disease duration (49) suggesting that earlier diagnosis is critical to improved
outcomes for patients with PsA.
JIA is a rare and heterogeneous disease with seven of subtypes including systemic, oligoarticular,
polyarticular (RF negative and RF positive subtypes), psoriatic, enthesitis-related and
undifferentiated subtypes (50). Although there is substantial variability to initial treatment of JIA
(51), a targeted approach to treatment in JIA is gaining traction (52). Early aggressive treatment of
polyarticular JIA (53) and the use of biologics earlier in the disease course in JIA have improved
patient outcomes (54) . Further investigation into the clinical treatment programs (the timing and
types of therapies) most effective for polyarticular JIA are currently ongoing (51).
The most commonly used performance measures in rheumatology are process measures (55-57).
None of the published North American arthritis measures to date have been validated in Canada
and furthermore do not measure or address critical aspects of care at the system-level including
access to specialist care, wait times, etc. (55-57).

Definitions, Scope, Intended use and Audience
Definitions
Performance measurement is “the use of statistical evidence to determine progress toward
specific defined organizational objectives”(58, 59). Performance measures are used to document
the progress toward excellence (aka quality) by allowing benchmarks to be set and standards to
be developed in the delivery of health care.
Four stages of performance measurement have been described (58):
 Conceptualization and strategy
 Measure selection and development
 Data collection and analysis
 Reporting and use
The present work is focused on the second phase of performance measurement: measure
selection and development.
Performance measures can be examined at the individual patient level, physician practice level,
group practice level or at a larger health system level. For the purpose of this project we are
focusing on measures that are most relevant at a system level: at the level of a regional,
provincial or national health care systems. The measures are not designed for measurement at
the level of an individual, single-provider practice.
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Scope
System-level performance measures are crucial to identifying potential disparities in access to
specialized care including rheumatologists. Importantly, we intend the performance measures to
be part of an ongoing quality improvement effort that occurs in phases. At present the proposed
measures will focus primarily on access to rheumatology specialist care and treatment, as this
was felt most feasible to measure as a starting point. Additionally, access, was felt to be an
important starting point for measurement because if patients do not have access to rheumatology
specialist care, then measuring patient outcomes or access to specialized allied health care may be
a mute issue as patients first require a diagnosis.
Future phases of this work will identify additional performance measures and outcome measures
that will be relevant to IA care in Canada but at present are beyond the scope of this work.
Importantly, there are currently no Canadian system-level performance measures for IA and this
represents a major gap in our understanding of the patterns of care delivery across the provinces.
This project is an essential starting point in better understanding the landscape of arthritis care in
Canada.

Intended use
The proposed system-level performance measures will be used in further studies during the latter
phases (data collection and analysis and reporting and use) to identify areas of disparity in care,
which will allow for concerted quality improvement efforts to take place and will serve as a tool
for advocacy for individuals living with arthritis. At present they are not intended for
accountability purposes such as for use in accreditation of arthritis programs or for remuneration
purposes (e.g. pay for performance programs).

Intended Audience
The measures will be of interest to health policy makers and health care planners as well as
rheumatologists, nurses, family practitioners, researchers and patients living with IA.

Data Sources
Across Canada many different data sources may be available to measure the proposed
performance measures. To make the measures widely available we have not specified a single
preferred data source for each measure but have instead suggested some options for
measurement given availability of different data sources. Importantly, only data collected from
the same sources measuring the same concepts can be used to directly compare performance
between centers.
Administrative data are data collected from physician billing, hospital discharge codes, and also in

some cases medication data in the form of pharmacy claims data (discussed below).
Administrative data may be used to measure many of the proposed system-level performance
measures and its principal advantage is that it can be used to capture population estimates of IA.
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This may be desirable for many measures especially when reporting at a Provincial or National
level. We have not suggested specific administrative data algorithms for measurement of the
candidate performance measures as this is beyond the scope of the present project and
preferred algorithms will be determined during the future testing and implementation of the
candidate performance measures in consultation with administrative data experts. In general we
advocate for use of validated administrative data definitions/algorithms for identification of IA
cases with careful consideration as to the advantages and limitations of specific case definition
algorithms (60).
It should be noted that identification of adult and pediatric rheumatologists in administrative
data is challenging as some specialists bill as internists or pediatricians respectively. For measures
that capture the number of IA patients seen by a rheumatologist, identification of the billing
numbers of practicing rheumatologists is required.
A potential limitation of administrative data is that medication data are not available on the
whole population in all provinces. In most of Canada medication data are only available on
persons over 65 and some other groups of patients such as those on social assistance. British
Columbia, Saskatchewan, and Manitoba are examples of provinces where population-level data
on medications is available with some exceptions e.g. First Nations data.
Electronic medical records (EMRs) collect data at the point of care by an electronic system in the
physician’s office. Data collected from EMRs may be highly reliable for measuring many of the
proposed measures. Unfortunately not all rheumatologists have access to EMRs and some who
do have access may not have the ability to download the data from their EMRs for performance
measurement (e.g. if it is a hospital-based EMR without such capabilities).
Clinical registries that prospectively collect data may be able to report on many of the proposed
performance measures. Examples of such registries include the Ontario Biologics Registry
Initiative (OBRI) and The Canadian Early Arthritis Cohort (CATCH) to mention a few. A
disadvantage of registry data is that it may not be representative of the whole population
(selection bias).
Survey data in centers without other available sources of data, patient survey data could be used
to obtain some of the performance measures. Reporting bias needs to be considered whenever
self-report survey data is considered. For the final measure (rheumatologists per capita) physician
survey data will be required (see discussion below).
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Methodology
Establishing measurement priorities
A scoping review of existing measures and guidelines for IA care was conducted in the summer of
2013. A draft set of 25 measurement themes was presented to a working group in Calgary June
7th 2013. These themes were discussed and expanded upon and 34 measurement themes were
derived following the meeting. The 34 measurement themes where then submitted to AAC
members in an online poll to select the most feasible, valid and relevant indicators and the top
seven were then presented to AAC stakeholder in an in person meeting November 21 st 2013.
Further feedback on the scope of the proposed measurement themes was obtained. A small
working group (Barber, Marshall, Mohser, Lacaille, and Akhavan) then refined the measurement
themes further and prepared the wording and specifications for the proposed starter set of 6
performance measures. The measures were selected based on a high level of evidence supporting
their use, and the perceived feasibility of measurement and relevance to IA care in Canada. The
reduced set of 6 candidate measures were presented to a select group of AAC provincial
stakeholders August 22nd 2014 in Toronto for further feedback as well as our pediatric working
group members.

Search strategy
A systematic literature review was conducted to identify existing guidelines and measures to
ensure the proposed performance measures were supported by current guideline
recommendations and to harmonize with existing performance measures and quality indicators
where applicable.
Pubmed, Dynamed and the Grey Literature were searched from 2009-present using the following
inclusion criteria: English language guidelines or measures from the following countries were
included: European countries, United Kingdom, Canada, United States, Australia, New Zealand.
Only guidelines measured and endorsed by a medical society were included.
The search and preliminary article selection was done by Doctors’ Evidence (a literature review
company) and all included articles were subsequently reviewed by CB.
The supporting guideline recommendations and measures were abstracted and are included in
this document in tables below the candidate measures.

Consensus Process
To ensure broad stakeholder input on the candidate system-level performance measures, an
online three-round modified-Delphi procedure was conducted in collaboration with the RAND
Corporation using a platform called ExpertLens.
This panel process included three rounds of online voting and discussion between September 22 nd
and November 6th 2014.
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In Round One, panelists were asked to answer a set of questions about 6 candidate
performance measures.



In Round Two, panelists were provided with their own answers and a summary of the
group ratings from Round One. They were also able to engage in an anonymous online
discussion with other participants.



Finally, in Round Three, participants will be able to change their Round One answers if they
wish to do so. At the end of Round Three, participants will complete a brief questionnaire
about their experience with the online program.

Rating the Candidate Performance Measures
Measures for inclusion in the final performance measurement set should be highly relevant to IA
care in Canada, based on a high level of evidence and feasible to measure. In previous quality
measurement development projects in rheumatology and other topic areas, participants are
asked to rate the validity and feasibility of a candidate measure while considering multiple facets
of the concepts (61, 62). For example questions would be phrased in the following manner:
1. Validity of the Candidate Measure
Please rate the validity of the above measure. In doing so, consider whether:
There is adequate scientific evidence or professional consensus to support the measure.
Health systems with significantly better performance on this measure are higher quality health
systems.
That the majority of factors that determine performance on this measure are under control of the
health system.
2. Feasibility of the Candidate Measure
Please rate the feasibility of the above indicator. In doing so, consider whether:
The information necessary to measure this metric is readily available (either in administrative
data, in an electronic medical record or in a widely used provincial registry).
The estimate of adherence to the measure based this data likely to be reliable and unbiased.
As some of the items participants are asked to consider when rating validity or feasibility may
measure different concepts, we have separated these into separate questions, as all are important
aspects of a high quality performance measure (see questions below).
A composite validity score encompassing question 1-3 and a composite feasibility score
encompassing questions 4 and 5 will be calculated as these cover the concepts of validity and
feasibility as they have been previously reported in the literature (61, 62) and will be used to
establish cutoffs for inclusion in the final performance set.
Question 1: Scientific Support for the Candidate Measure
How strong is the scientific evidence or professional consensus supporting this measure?
1= Very weak, 9=Very strong
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Question 2: Accuracy of the Candidate Measure
How likely is it that better performance on the proposed measure indicates a higher quality health
system? 1= Very unlikely, 9=Very likely
Question 3: Control over the Candidate Measure
How well can the factors that determine performance on this measure be controlled at the heath
system level? 1=Very poorly, 9=Very well
Question 4: Likelihood of Information Availability
How likely is it that the information required to report this measure will be available at a TYPICAL
Canadian health system? 1= Very unlikely, 2=Very likely
Question 5: Reliability of the Candidate Measure
How likely is it that the measure, calculated based on the available data sources, will be reliable
and unbiased? 1=Very reliable, 9=Very unreliable
Question 6: Relevance of the Candidate Measure
How relevant is the aspect of care covered by this measure to high quality care of inflammatory
arthritis patients? 1=Very irrelevant, 2=Very relevant
Question 7: Likelihood of Using the Candidate Measure
What is the likelihood that you would use, or encourage the use of, this measure for quality
improvement in your health system? 1=Very unlikely, 2=Very likely
To be included in the final set, candidate performance measures will have to be rated as highly
relevant, and valid (median relevance, and composite validity scores ≥ 7), with no disagreement
among participants. Lower feasibility median feasibility scores will be accepted (median validity or
composite validity scores ≥ 4). Disagreement will be calculated according to the RAND/UCLA
Appropriateness Method handbook (63). Disagreement exists when the Interpercentile Range
(IPR) (difference between the 30th and 70th percentiles) is larger than the Interpercentile Range
Adjusted for Symmetry (IPRAS), which was calculated using the following formulae:
IPRAS=2.35+[Asymmetry Index (AI)*1.5].

Participants
A diverse group of stakeholders from AAC member organizations across Canada, including
rheumatologists, nurses, family practitioners, epidemiologists, patients (recruited from patient
advocacy or advisory groups) and health policy makers participated in the ExpertLens platform.
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Measurement overview
A core set of candidate performance measures has been identified by the Working Committee to
evaluate system-level performance of IA models of care. The final set of measures is described
below and any changes to the wording made during the online panel discussions is described in
the accompanying text below along with a rational:
1.
2.
3.
4.
5.
6.

Waiting times for rheumatologist consultation for IA patients
Percentage of IA patients seen by a rheumatologist
Percentage of IA patients seen in yearly follow-up by a rheumatology team member
Percentage of RA patients treated with a DMARD
Time to DMARD therapy in RA
Rheumatologists per capita
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Key decisions made in defining candidate performance measures
In defining the scope and specifications of the candidate performance measures input from many
stakeholders was obtained. The section below defines the rational behind the specifications and
wording of the candidate performance measures and any key decisions made during our stakeholder
meetings or consultation with measurement experts. Finally, we have also included any wording
changes made during the Expertlens online panel.
1. Waiting times for rheumatologist consultation for IA patients
It is clear that delays exist for many patients with IA between symptom onset and diagnosis and
treatment. These delays may occur at a number of points, for example between symptom onset and
presentation to a family practitioner in primary care, or in primary care before a referral to
rheumatology is made, or at the level of specialty triage and first rheumatology visit.
A number of measures have been proposed to measure these important waiting times; however, the
following are not suggested to go forward in the AAC National Measurement Framework for IA at
present due to concerns about feasibility and consistency of measurement:






Waiting time between symptom onset and rheumatology consultation.
o Rational: Patient outcomes are closely tied to rapidity of diagnosis and
treatment from symptom onset and ideally we would use this as a primary
waiting time.
o Reason why this measure is not recommended for National reporting: This
measure requires consistent prospective reporting of patient symptom onset,
which may not be available in all centers, nor is it easily and consistently
reported. Furthermore the waiting time between symptom onset and
rheumatology referral is not under the control of the rheumatology service
making quality improvement efforts substantially less feasible.
Waiting time between referral received and complete referral received.
o Rational: Some centers send back incomplete referrals and the time required to
obtain a complete referral for triage may be important to measure and an area
to target for quality improvements at both at the primary care level and in
specialty care.
o Reason why this measure is not recommended for National reporting: Not all
centers send back incomplete referrals and due to the diversity of triage
systems this is not recommended for National reporting. Additionally, the time
the referral was received to the time the patient was seen by a rheumatologist
was felt to be the most important wait.
Wait time from receipt of referral to rheumatology care (instead of rheumatologist).

Arthritis Alliance of Canada| 1700-393 University Avenue, Toronto, Ontario M5G 1E6| T
416.979.7228| www.arthritisalliance.ca

15 | S y s t e m - L e v e l P e r f o r m a n c e M e a s u r e s f o r E v a l u a t i o n o f M o d e l s o f
Care for Inflammatory Arthritis

o Rational: Some centers may have first contact with a multidisciplinary team
(rheumatology care) and not a rheumatologist and this may be a relevant
measure in some centers.
o Reason why this measure is not recommended for National reporting: For
consistency of reporting time to rheumatologist consultation is recommended
(and not rheumatology care/multidisciplinary team). Rheumatologists are
primarily responsible for diagnosis of IA and prescribing treatment and this
measure is more feasible to measure and easily interpreted as “rheumatology
care” may mean different things in different centers.
In previous iterations of the waiting time measure “suspected IA” was used (e.g. Waiting times for
rheumatology consultation for patients with suspected IA). Unfortunately given different referral
forms/triage tools used “suspected IA” is not easily or consistently defined. Furthermore, the waiting
time that is most important to measure is the time that those diagnosed with IA have waited for care.
Whether the diagnosis of IA was “suspected” at the time of triage or not is of lesser importance to the
concept of this measure as the important waiting times to reduce are in those with a confirmed
diagnosis of IA. If waiting times for patients with IA are found to be longer than expected in a
particular health system through use of this measure, investigations as to why this is seen can be
made and alterations to triage processes may be required. The proposed measure and specifications
are described in Table 1 below.
The Wait Time Alliance (WTA) (2) has suggested benchmarks for wait times for IA care, however these
are largely consensus based. We recommend that the primary measure reported are the 50 th and 90th
percentile waits, which is consistent with The Canadian Institute of Health Information (CIHI) indicator
reporting (64).
Changes made to Measure 1 during the online ExpertLens panel: The only change made to the
wording of this measure during the online ExpertLens panel was to clarify the inclusion criteria. JIA is
defined as “onset of arthritis prior to the 16th birthday” and to avoid a gap in measurement we
modified the age of inclusion for the other subtypes of IA as “age 16 and older.” This modification was
also made for consistency to all other measures where JIA was included.
2. Percentage of IA patients seen by a rheumatologist
Studies from Quebec (16), Ontario (15) and British Columbia (14) suggest that there are significant
numbers of patients with RA who are never seen by a rheumatologist. The waiting time measure
above (Measure 1) captures how quickly patients with IA are seen after referral, the present measure
addresses the important question of whether IA patients are seen by a rheumatologist.
This measure is most easily captured using administrative data and we suggest using a validated
algorithm of IA case identification (see discussion above). While administrative data estimates of
disease incidence are imperfect, we favor including this measure as it provides an estimate of the
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unmet need in a health system for IA specialty care. This measure could be applied in EMRs for health
systems (e.g. family practice groups/primary care networks).
Changes made to Measure 2 during the online ExpertLens panel: The wording of this measure was
changed to the following “percentage of patients with a new diagnosis of IA with at least one visit to
a rheumatologist in the first year of diagnosis”. This change was made from previous wording
(“percentage of patients with new onset IA seen by a rheumatologist within a year of diagnosis”) to
ensure it was clear this was not measuring a waiting time, but rather this measure captures the
percentage of IA patients not seen by a rheumatologist.
3. Percentage of IA patients seen in yearly follow-up by a rheumatology team member
Guidelines suggest that frequency of follow-up for IA care be determined based on severity of
disease; however at a minimum patients with established IA should be seen once a year in follow-up.
Yearly follow-up in some models of care may be done by a nurse specialist, multidisciplinary team or
by the rheumatologist. For consistency of reporting and ease of measurement we recommend
measuring the percentage of IA patients seen in follow-up by a rheumatologist. Yearly follow-up is
important to ensuring adequate monitoring of disease activity, patient function as well as
comorbidities.
Changes made to Measure 3 during the online ExpertLens panel: Although the original wording of
this measure was the percentage of patients with IA patients seen in yearly follow-up by a
rheumatologist, the ExpertLens panelists felt that this should be more inclusive of alternate models of
care and rheumatologist was changed to “rheumatology team member”. A rheumatology team
member is defined as a health professional with advanced training in IA who is responsible for IA
yearly follow-up in the healthcare system being measured (e.g. rheumatologist, advance care
practitioner etc.). If using administrative data, only yearly visits to rheumatologists will be reported.
Finally, an exclusion to the measure was also added “Patients hospitalized for entire measurement
period”.
4. Percentage of RA patients treated with a DMARD
Treatment of RA patients with DMARDs is critical to improving outcomes. DMARDs for the purposes
of measurement are defined as including non-biologic DMARDs, biologic DMARDs and Janus Kinase
Inhibitors as well as other potential RA treatments including other immunosuppressive agents used to
treat RA under special circumstances (see Table below).
This measure is derived from and harmonized with the American College of Rheumatology (ACR)
quality indicator (65), which has been endorsed by the National Quality Forum (NQF) (66) and used
for reporting programs such as the Physician Quality Reporting System (PQRS) (67) in the United
States.
Measuring medications taken is the preferable approach for this measure; however, if unavailable
then prescription dispensed or prescribed are acceptable alternatives and likely more feasible for
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reporting. The specific aspect of DMARD prescription measured will depend on the data source
available: Electronic medical record (EMR) or registry data can be used to measure DMARD
prescription. Pharmacy claims data can be used to measure DMARD dispensing. Pharmacy claims data
(proportion days covered), survey or other adherence measures can be used to capture DMARD
taken.
Therefore, to ensure wide applicability of this measure in different healthcare settings with varying
available sources of data we have chosen a minor modification of the American measure, we suggest
measuring the percentage of RA patients with a DMARD medication prescribed, dispensed or taken.
Of note, performance measures using different data sources cannot be compared if they measure
different concepts (dispensing, prescribed or taken).
Although similar measures were considered for other types of IA (e.g. PsA, JIA and AS), these diseases
are heterogeneous and treatment decisions need to be made on a case-by-case basis, which is not
appropriate for performance measurement at a system level.

DMARDs included in this measure*
Non-Biologic DMARDs:
Auranofin,
hydroxychloroquine, Gold
sodium thiomalate,
penicillamine,
sulfasalazine,
methotrexate,
minocycline

Biologic DMARDs:
Abatacept
Adalimumab
Anakinra
Certolizumab
Certolizumab pegol
Etanercept
Golimumab
Infliximab
Rituximab
Tocilizumab

Other immunosuppressive
agents included:
Cyclophosphamide
Azathioprine
Cyclosporine
Mycophenolate

Janus Kinase
Inhibitors:
Tofacitinib

*Note: these medications were selected so this measure is harmonized with the ACR DMARD
measure as used in PQRS reporting (67).

Changes made to Measure 4 during the online ExpertLens panel: Given the panelists concerns about
control over the measure, the word “taken” was removed from the original wording: “Percentage of
RA patients with a DMARD medication prescribed, dispensed or taken during the measurement year.”
5. Time to DMARD therapy in RA
This measure is complementary to Measure 4 (The percentage of RA patients treated with a DMARD)
and also to Measure 1 (Waiting times for rheumatologist consultation for IA patients). Time to
treatment is a critical to improving outcomes in RA. This waiting time can be measured in a number of
different ways including:



Time between symptom onset and DMARD prescription
Time between rheumatology referral (or referral complete) and DMARD prescription
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As we are already measuring time between rheumatology referral and time to first rheumatologist
consultation we favor a measure that is not overlapping with this measure and recommend
measuring the time between RA diagnosis and DMARD prescription. This allows a targeted
intervention should there be any delays in DMARD start identified from the time of diagnosis.
Furthermore a diagnosis of IA may not be fully established at the first visit, necessitating more than
one visit to ensure an accurate diagnosis. Time from diagnosis to DMARD prescription is therefore the
most appropriate measure. As with the previous measure, to ensure wide applicability in different
healthcare settings with varying available sources of data we have again chosen to suggest measuring
the time to DMARD medication prescribed, dispensed or taken for the reasons outlined above. The
full measure specifications are described below in Table 5. For the purpose of this measure, DMARDs
included are defined in the Table above.
Although similar measures were considered for other types of IA (e.g. PsA, JIA and AS), these diseases
are heterogeneous and early treatment is not as consistently associated with improved outcomes for
all diseases. Furthermore, given variability in disease presentation and severity decisions on the type
of treatment most appropriate varies on a case-by-case basis, which is not appropriate for
performance measurement at a system level.
Changes made to Measure 5 during the online ExpertLens panel: As with the previous measure,
given the panelists concerns about control over the measure, the word “taken” was removed from
the original wording (“The number of days between the diagnosis of RA and the time that a DMARD
medication was prescribed, dispended or taken”). Also to ensure adequate control over a measure a
specification was added that the diagnosis of RA “was made or confirmed by a rheumatologist”.
6. Rheumatologists per capita
Currently the Canadian Institutes for Health Information (CIHI) report on the number of specialists,
family physicians and some other practitioner types (e.g. midwives) (64). There is no consistent
reporting on the total number of rheumatologists per capita currently. The Canadian Council of
Academic Rheumatologists (CCAR) established a prospective database to monitor physician resources
in Canadian academic rheumatology centers (68, 69). However, community rheumatologists are not
consistently accounted for, as many are not affiliated with academic centers. For health resource and
system planning the total number of rheumatologists is critical to know and can be feasibly obtained
by survey (18).
Many rheumatologists do research, teaching and/or administrative work and not all their time is
allocated to providing clinical care for patients. Additionally some may work only part-time for
personal reasons. Measuring the number of full time rheumatologists providing clinical care is a
better measure of the capacity for health systems planning. In academic units the term “Full Time
Equivalent” (FTE) is used and refers to the percentage of the rheumatologists’ time allocated to the
unit (68, 69). However, within the FTE there may be separate allocations for different activities
including teaching, clinical duties, research and administrative work (68, 69).
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In 2004-2005 CIHI reported on the Full-Time Equivalent (FTE) Physicians in a report on fee-for-service
physicians in Canada, rheumatologists were included under Internal medicine but are not separately
reported using data from the National Physician Database (NPDB) (70). In the report CIHI used a
weighted count of physicians providing fee-for-service care based on billing benchmarks established
for “Full time” practices and fractions thereof for physicians billing less. The 2004-2005 report appears
to be the last published report. Similar methodology could be considered for measurement of this
candidate performance measure for provinces where all rheumatologists are fee-for-service.
For the purposes of measuring clinical capacity, if a physician survey is to be conduced, we propose
counting a 1 Full Time Equivalent Rheumatologist as an individual who practices ≥9 half-day clinics per
week (18). Portions thereof can be counted for part-time practice.
Changes made to Measure 6 during the online ExpertLens panel: To emphasize that the intent of this
measure is to count of number of rheumatologists seeing patients with IA we added the following to
our additional data to be reported (change shown italics): “Full time equivalent (FTE) is equivalent to
an average of ≥9 half-day clinics per week seeing patients with IA.”
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Candidate System-Level Performance Measures for IA Models of Care
The measures are defined in this section of the document. We have structured the description of the
performance measures to align with the Canadian Institute for Health Information (CIHI)
(www.cihi.ca/indicators)(64) with some modifications. The table below is for orientation to the
domains of the measure. Of note, no risk adjustment strategy is required for any of the measures and
the disaggregation level of each measure is at the level of the health system (this may be regional,
Provincial or National depending on data availability). We again wish to highlight that only measures
using the same data sources are comparable between health systems for each measure.
Name

Inclusion

Name of the performance measure (a shortened name is presented
above the table for easy referencing)
Description of what the performance measure measures
Recommendations for reporting of the measure
How to interpret the measure
Data sources required for reporting on the performance measure (e.g.
prospectively collected data, administrative data from physician claims
and hospital discharge data)
The numerator represents the people who fulfill the criteria for meeting
the performance measure
The denominator represents all the people who were eligible for the
performance measure
Inclusion criteria for measure

Exclusion

Exclusion criteria for measure

Targets/Benchmark

The benchmark sets a target for the healthcare system to achieve when
measuring performance on the given measure
Domain of quality and health system performance that the measure
addresses (64) (e.g. acceptability, accessibility, appropriateness,
competence, continuity, effectiveness, efficiency, safety).
Supporting guideline recommendations

Description
Reporting
Interpretation
Data needed to
measure
Numerator
Denominator

Quality Dimension

Supporting
Guidelines
Harmonization with
existing measures &
standards of care

Existing measures & standards of care
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Table 1. Waiting times for rheumatologist consultation for IA patients
Name
Description

Reporting

Interpretation

Data needed to
measure

Waiting times for rheumatologist consultation for patients with new
onset inflammatory arthritis (IA)
The number of days that patients waited, between the date the initial
referral was received and the date of consultation with a rheumatologist
for patients with new onset IA where the diagnosis of IA is made or
confirmed by a rheumatologist
Primary measure reported: We propose reporting on the 50th percentile
and 90th percentile wait times for rheumatologic consultation each
subtype of IA (RA, PsA, AS, JIA). It is not recommended to report an
overall wait times for IA given the heterogeneity of disease and targets
for wait times.
For example:
50th percentile waiting times for RA, 90th percentile waiting times for RA
50th percentile waiting times for AS, 90th percentile waiting times for AS
etc.
Additional data to be reported: % of IA patients who had a waiting time
equal to or shorter than the benchmark waiting times recommended for
their specific IA diagnosis (see benchmarks from Wait Time Alliance
below)
50th percentile means that half of the patients have seen a
rheumatologist within this time frame and half are still waiting
90th percentile means that 90% of patients have seen a rheumatologist
within this time frame and 10% are still waiting
This measure will need to be collected prospectively by triage systems or
electronic medical record (EMR) data, as referral dates are not captured
in administrative data.
Times are measured from the date the initial referral was received to
the date of rheumatology consultation and reported in days.

Numerator

Of note, in administrative data, systemic JIA and other JIA subtypes
are coded the same leading to limitations in measurement.
Waiting times are obtained by calculating

1. The number of days that half the patients in the sample with new
onset IA saw a rheumatologist and half are still waiting (50th
percentile)
2. The number of days that 90% of the patients in the sample with
new onset IA saw a rheumatologist and 10% are still waiting (90th
Arthritis Alliance of Canada| 1700-393 University Avenue, Toronto, Ontario M5G 1E6| T
416.979.7228| www.arthritisalliance.ca

22 | S y s t e m - L e v e l P e r f o r m a n c e M e a s u r e s f o r E v a l u a t i o n o f M o d e l s o f
Care for Inflammatory Arthritis

percentile)
* New onset IA refers to patients with a new diagnosis of one of
the IA diagnoses regardless of duration of symptoms.
Denominator
Inclusion Criteria

Exclusion Criteria

Targets/Benchmark

Quality Dimension
Supporting
Guidelines

Not applicable
1. For RA, AS and PsA: age 16 and older; for JIA: onset of arthritis
prior to the 16th birthday
2. New onset of IA with diagnosis confirmed or made by a
rheumatologist
3. All priority levels (routine, moderate, and urgent referrals)
1. Cases seen in the emergency room
2. Days when patient was unavailable
3. Referrals for established IA (transfer of care from another
physician for established IA diagnosed for more than 12 months)
4. Transfer of patient care between rheumatologists
5. Referrals for a second opinion
Targets based on Wait Time Alliance
(2)(http://rheum.ca/en/the_cra/wait_time_alliance)
Target for RA: 4 weeks
Target for AS: 3 months
Target for PsA: 6 weeks
Target for JIA (except systemic onset): 4 weeks
Target for systemic JIA: 7 days
Accessibility
Rheumatoid Arthritis:
“Refer for specialist opinion any person with suspected persistent synovitis of
undetermined cause. Refer urgently if any of the following apply:
 the small joints of the hands or feet are affected
 more than one joint is affected
 there has been a delay of 3 months or longer between onset of
symptoms and seeking medical advice.” (NICE 2009 (24))
“General practitioners should refer patients to a rheumatologist if there is
persistent swelling beyond 6 weeks, even if RA is not confirmed. Early referral
enables aggressive intervention with disease modifying drugs, reducing longterm joint damage and disability.” (RACGP 2009(28))
“The longest a patient with suspected RA should wait for a rheumatology
appointment is 2 weeks.” (SER 2011 (27))
“All cases of arthritis lasting more than 4 weeks should be referred to specialty
care, regardless of suspected diagnosis…” (SER 2011 (27))
“Key Interventions for primary care physicians in the management of RA:
- Early referral of patients with suspected inflammatory arthritis to secondary
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care: optimal time for commencing DMARDs is within 12 weeks of onset
- Refer patients with morning stiffness, joint pain and/or swelling in at least
three areas: better long-term outcome if this is achieved
- Refer patients to secondary care where there is diagnostic difficulty: Specialist
opinion is crucial in order to increase the likelihood of achieving the correct
diagnosis. Patients who present with less well-defined symptoms should be
referred promptly to ensure that the window of opportunity to treat with a
DMARD is not lost.” (BSR 2009 (25))
“All patients with suspected inflammatory joint disease should be referred to a
specialist as soon as possible to confirm the diagnosis and evaluate disease
activity.” (SIGN 2011(26))
“Rheumatologists are the specialists who should primarily care for RA patients”
(EULAR 2013 (74))
Ankylosing Spondylitis:
“Early diagnosis of patients with SpA should be considered a priority in
rheumatology care” (SER 2010 (30))
“Referral to the rheumatologist as quickly as possible is recommended for
patients under age 45 with a) inflammatory back pain, b) asymmetric arthritis
with preferential involvement of the lower limbs, enthesitis, dactylitis, or c)
arthralgias + 1 of: psoriasis; IBD; anterior uveitis; family history of SpA,
psoriasis, IBD or anterior uveitis; radiographic sacroiliitis; or HLA-B27+.” (SER
2010 (30))
“Optimal management of SpA patients requires a combination of
pharmacological and non-pharmacological treatments which should be started
as early as possible.” (SER 2010 (30))
“AS patients should be diagnosed and started on appropriate treatment as
early as possible” (SER 2010 (30))
“The diagnosis (of SpA) should be established and the management initiated as
early as possible.” (SFR 2014, (31))
Psoriatic Arthritis:
“All patients suspected as having psoriatic arthritis should be assessed by a
rheumatologist so that an early diagnosis can be made and joint damage can
be reduced.” (SIGN 2010 (29))
Juvenile Idiopathic Arthritis:
“Referral to a rheumatologist is advised for patients with confirmed or
suspected JIA whose symptoms persist beyond 4 weeks. Early referral enables
aggressive intervention with disease modifying drugs, which reduces long term
joint damage and disability.” (RACGP 2009, (32))
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Harmonization with
existing measures &
standards of care

Rheumatoid arthritis:
“Quality statement: People with suspected persistent synovitis are assessed in
a rheumatology service within 3 weeks of referral.
Quality measure:
Structure: Evidence of local arrangements for people with suspected persistent
synovitis to be assessed in a rheumatology service within 3 weeks of referral.
Process: Proportion of people with suspected persistent synovitis who are
assessed in a rheumatology service within 3 weeks of referral.” (NICE 2013(75))
“If a patient presents with suspected rheumatoid arthritis (RA) then he/she
should be referred to and seen by a specialist (preferably a rheumatologist) for
confirmation of diagnosis within 6 weeks after the onset of symptoms.
Percentage of patients with suspected RA seen by a specialist within 6 weeks
after onset of symptoms.” (EUMUSC 2014 (76))
Juvenile Idiopathic Arthritis:
“ QM 12: time to third next-available visit
As an initial goal, all patients with signs and/or symptoms of JIA should receive
an appointment, based upon the third next-available, an average of ≤60
calendar days for a new patient visit from the time of referral. (Timing of
follow-up visits is dependent on numerous factors, and no recommendation is
made here.)” (ACR 2011, (77))
“ Standard of care: Children with suspected JIA will be referred to the
paediatric rheumatology team without undue delay, and seen within 10 weeks
of onset of symptoms and within 4 weeks of the referral.” (BSPAR 2010, (33))
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Table 2: Percentage of IA Patients seen by a rheumatologist
Name
Description

Reporting

Interpretation
Data needed to
measure

Numerator

Denominator
Inclusion
Exclusion
Targets/Benchmarks
Quality Dimension
Supporting Guidelines

Percentage of patients with new onset IA with at least one visit to a
rheumatologist in the first year of diagnosis
Captures the percentage patients with new onset IA with at least one
visit to a rheumatologist in the first year of diagnosis, regardless of who
makes the diagnosis
Primary measure reported: Percentage of IA patients with new onset IA
(incident IA) with at least one visit to a rheumatologist in the first year of
diagnosis. We propose reporting on this measure for each subtype of IA
(RA, PsA, AS, JIA).
It is not recommended to report overall percentages for IA as a
combined measure given the heterogeneity of these diseases.
Higher percentages more desirable
Administrative data (hospital data, physician billing [claims] and
rheumatologist billing numbers). If using administrative data use a
validated definition for IA is recommended. EMR data may also be used
(e.g. of a family practice or a health care institution).
Number patients with new onset IA (incident cases of RA, PsA, AS or JIA)
with at least one visit to a rheumatologist in the first year of diagnosis
during the measurement period
Total number patients with a new diagnosis of IA (incident cases of RA,
PsA, AS or JIA) seen during the measurement period.
For RA, AS and PsA: age 16 and older; for JIA: onset of arthritis prior to
the 16th birthday.
Patients with an existing diagnosis of IA (prevalent cases).
Should be 100%
Accessibility
Rheumatoid Arthritis:
“Refer for specialist opinion any person with suspected persistent synovitis of
undetermined cause. Refer urgently if any of the following apply:
 the small joints of the hands or feet are affected
 more than one joint is affected
 there has been a delay of 3 months or longer between onset of
symptoms and seeking medical advice.” (NICE 2009 (24))
“General practitioners should refer patients to a rheumatologist if there is
persistent swelling beyond 6 weeks, even if RA is not confirmed. Early referral
enables aggressive intervention with disease modifying drugs, reducing longterm joint damage and disability.” (RACGP 2009(28))
“The longest a patient with suspected RA should wait for a rheumatology
appointment is 2 weeks.” (SER (27))
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“All cases of arthritis lasting more than 4 weeks should be referred to specialty
care, regardless of suspected diagnosis…” (SER 2011 (27))
“Rheumatologist are the specialists who should primarily care for patients with
RA” (GSR 2013 (78))
“Key Interventions for primary care physicians in the management of RA:
- Early referral of patients with suspected inflammatory arthritis to secondary
care: optimal time for commencing DMARDs is within 12 weeks of onset
- Refer patients with morning stiffness, joint pain and/or swelling in at least
three areas: better long-term outcome if this is achieved
- Refer patients to secondary care where there is diagnostic difficulty: Specialist
opinion is crucial in order to increase the likelihood of achieving the correct
diagnosis. Patients who present with less well-defined symptoms should be
referred promptly to ensure that the window of opportunity to treat with a
DMARD is not lost.” (BSR 2009 (25)

“All patients with suspected inflammatory joint disease should be referred to a
specialist as soon as possible to confirm the diagnosis and evaluate disease
activity.” (SIGN 2011(26))
“Rheumatologists are the specialists who should primarily care for RA patients”
(EULAR (74))
Ankylosing Spondylitis:
“AS is a potentially severe disease with diverse manifestations, usually
requiring multidisciplinary treatment coordinated by the rheumatologist.”
(ASAS/EULAR 2012 (35))
“Early diagnosis of patients with SpA should be considered a priority in
rheumatology care” (SER 2010 (30))
“Spondyloarthritis (SpA) is a potentially severe and disabling chronic illness
characterized by a variety of manifestations. The management of patients with
spondyloarthritis should be coordinated by a rheumatologist, usually in
connection with a multidisciplinary team, in collaboration with the primary
care physician.” (SFR 2014 (31))

Psoriatic Arthritis:
“Rheumatologists are the specialists who should primarily care for the
musculoskeletal manifestations of patients with psoriatic arthritis; in the
presence of clinically significant skin involvement a rheumatologist and a
dermatologist should collaborate in diagnosis and management.” (EULAR
2012(34))
“Preferably, diagnosis of psoriasis should be confirmed by a dermatologist and
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inflammatory musculoskeletal disease by a rheumatologist, or either one by an
appropriately qualified health professional.” (GRAPPA 2009(79))
“All patients suspected as having psoriatic arthritis should be assessed by a
rheumatologist so that an early diagnosis can be made and joint damage can
be reduced.” (SIGN 2010 (29))
“A dermatologist and a rheumatologist should work together to manage the
patient with psoriatic arthritis.” (SFR 2009(80))
Juvenile Idiopathic Arthritis:
“Referral to a rheumatologist is advised for patients with confirmed or
suspected JIA whose symptoms persist beyond 4 weeks. Early referral enables
aggressive intervention with disease modifying drugs, which reduces long term
joint damage and disability.” (RACGP 2009, (32))

Harmonization with
existing measures &
standards of care

Rheumatoid arthritis:
“Quality statement: People with suspected persistent synovitis affecting the
small joints of the hands or feet, or more than 1 joint, are referred to a
rheumatology service within 3 working days of presentation.
Quality measure
Structure: Evidence of local arrangements for people with suspected persistent
synovitis affecting the small joints of the hands or feet, or more than 1 joint, to
be referred to a rheumatology service within 3 working days of presentation.
Process: Proportion of people with suspected persistent synovitis affecting the
small joints of the hands or feet, or more than 1 joint, who are referred to a
rheumatology service within 3 working days of presentation.” (NICE 2013, (75))
Ankylosing Spondylitis:
“Standard of care: Patients with possible SpA should be referred to the units
within 30 days.” (SER 2014, (81))
Juvenile idiopathic arthritis:
“ QM 12: time to third next-available visit
As an initial goal, all patients with signs and/or symptoms of JIA should receive
an appointment, based upon the third next-available, an average of ≤60
calendar days for a new patient visit from the time of referral. (Timing of
follow-up visits is dependent on numerous factors, and no recommendation is
made here.)” (ACR 2011, (77))
“Standard of care: “Patients with incident or suspected JIA will be managed by
a specialist paediatric rheumatology multidisciplinary team. The structure of
the multidisciplinary team will vary depending on local arrangements. In some
cases the entire team will be based in a single paediatric tertiary referral
centre. In other cases some elements of care will be delivered in district
general hospitals and in community settings by professionals working as part of
a formal paediatric rheumatology clinical network.” (BSPAR 2010, (33))
“Standard of care: Children with suspected JIA will be referred to the paediatric
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rheumatology team without undue delay, and seen within 10 weeks of onset
of symptoms and within 4 weeks of the referral.” (BSPAR 2010, (33))

29 | S y s t e m - L e v e l P e r f o r m a n c e M e a s u r e s f o r E v a l u a t i o n o f M o d e l s o f
Care for Inflammatory Arthritis

Table 3: Percentage of IA patients seen in yearly follow-up by a rheumatology team member

Name

Description

Reporting

Percentages of patients with a diagnosis of IA under the care of a
rheumatology team seen in follow-up by a rheumatology team
member at least once per year.
Captures the percentage of IA patients seen by their rheumatology
team member at least once every year over the measurement
period.
Note: For all types of IA, shorter follow-up intervals may be highly
appropriate and recommended based on disease activity/severity.
This measure represents a minimum and will indicate if patients are
getting lost to a minimum level of follow-up.
Primary measure reported: Percentages of patients with a diagnosis
of IA under the care of a rheumatology team seen in follow-up by a
rheumatology team member at least once every year over the
measurement period. We propose reporting on this measure for
each subtype of IA (RA, PsA, AS, JIA).
It is not recommended to report overall percentages for IA as a
combined measure given the heterogeneity of these diseases.

Interpretation
Data needed to
measure
Numerator

Note: A rheumatology team member is defined as a health
professional with advanced training in inflammatory arthritis who is
responsible for IA yearly follow-up in the healthcare system being
measured (e.g. rheumatologist, advance care practitioner etc.) If
using administrative data, only yearly visits to rheumatologists will
be reported.
Higher percentages more desirable
This measure can be captured in electronic medical records (EMRs),
registry data or by administrative data using rheumatologist billing
numbers and validated algorithms for IA case identification.

Targets/Benchmarks

Percentages of patients with a diagnosis of IA under the care of a
rheumatology team seen in follow up by a rheumatology team
member at least once every year during the measurement period.
Total number of IA patients under the care of a rheumatology team
For RA, AS and PsA: age 16 and older; for JIA: onset of arthritis prior
to the 16th birthday.
1. Patients who have died within the year
2. Patients who have relocated to another province
3. Patients hospitalized for entire measurement period
Should be 100%

Quality Dimension

Accessibility

Denominator
Inclusion
Exclusion
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Supporting Guidelines

Rheumatoid Arthritis:
“RA care providers should monitor disease activity as frequently as every 1
to 3 months in patients with active RA. Patients with well controlled
disease and patients in remission can be monitored at longer intervals.”
(CRA 2011(82))
“Offer people with RA an annual review to:
 Assess disease activity and damage, and measure functional ability
(using, for example, the Health Assessment Questionnaire [HAQ])
 Check for the development of comorbidities, such as hypertension,
ischaemic heart disease, osteoporosis and depression
 Assess symptoms that suggest complications, such as vasculitis and
disease of the cervical spine, lung or eyes organize appropriate
cross referral within the multidisciplinary team
 Assess the need for referral for surgery
 Assess the effect the disease is having on a person's life.” (NICE
2009 (24))
“RA patients should be followed indefinitely: cases of established RA and in
complete disease remission should be evaluated every 6-12 months; those
with frequent outbreaks or with persistent activity and those who have
recent onset disease should be assessed “on demand” (in general, every 13 months) until remission is achieved or until reaching and maintaining the
least possible inflammatory activity.” (SER 2011 (27))
“An annual review is recommended, incorporating disease assessment,
damage, functional outcomes, patient goals and evaluation of
comorbidity.” (BSR 2009(25))
Ankylosing Spondylitis:
“The disease monitoring of patients with AS should include:
▶ Patient history (e.g., questionnaires)
▶ Clinical parameters
▶ Laboratory tests
▶ Imaging
▷ All according to the clinical presentation as well as the
ASAS core set.
The frequency of monitoring should be decided on an individual basis
depending on:
▶ Course of symptoms
▶ Severity
▶ Treatment.” (ASAS/EULAR 2012(35))
“Patients with SpA should be evaluated indefinitely, except for certain
cases such as some ReA patients who appear to have complete disease
remission.” (SER 2012(30))
“Patients with SpA should be evaluated a least once a year; this interval
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can be modified according to the type and severity of SpA, patient
characteristics, and type and strategy of treatment.” (SER 2012(30))
“Systematic follow-up of AS patients is recommended. This should include
collection of socio-occupational, clinical, laboratory, and imaging data,
prognoses, and treatment response/toxicity. Their frequency will depend
on the type of variable and characteristics of the patient and treatment.”
(SER 2012(30))
“After AS is diagnosed, patients should be monitored frequently (from2-4
weeks to 1.5-3 months) to check the evolution of disease activity and
treatment response/toxicity. Subsequently, when patients are in remission,
or have a low level of activity or a good therapeutic response, they should
be monitored every 6 to 12 months, except for patients needing
pharmacological monitoring of DMARD or anti-TNF-α treatment, who
should be checked every 2-4 months.” (SER 2012(30))
“The rheumatologist should evaluate the disease by investigating the
various domains involved (disease activity, dependency on antiinflammatory drugs, and disease severity [inflammatory hip disease,
functional impairments, incapacitating extra-articular manifestations, and
structural damage]) and assessing the course over time.” (SFR 2014 (31))
“Follow-up intervals and modalities should be individualized depending on
the presentation, course and treatment of the disease. Follow-up should
include physician visits, the use of self-evaluation tools, and investigations.
At least one tool for evaluating disease activity must be used. Access to the
rheumatologist or to other specialists should be facilitated when patients
experience intercurrent events…” (SFR 2014 (31))
Psoriatic Arthritis Guidelines:
“Patients should be regularly monitored and treatment should be adjusted
appropriately.” (EULAR 2012(34))
“Systematic follow-up of PsA patients should include collection of socio
occupational, clinical, analytic and radiological data, as well as treatment
response/toxicity. The frequency of follow-up will depend on the type of
variable and patient characteristics.” (SER 2012(30))
“Patients with PsA should be followed up at least once a year if they are
controlled and do not require other pharmacological monitoring.” (SER
2012(30))
“Patients with PsA who need to be evaluated for treatment effectiveness
or therapeutic compliance, or whose drugs require specific monitoring,
should be assessed every 2 weeks to 3-4 months.” (SER 2012(30))
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Harmonization with
existing measures

Rheumatoid arthritis:
“The percentage of patients with rheumatoid arthritis, on the register, who
have had a face-to-face review in the preceding 12 month.” (BMA 2013,
(83))
“Measure 177: Rheumatoid arthritis (RA): Periodic assessment of disease
activity. Description: Percentage of patients aged 18 years and older with
a diagnosis of rheumatoid arthritis (RA) who have an assessment and
classification of disease activity within 12 months.” (PQRS 2013,( 67))
“ Measure 178: Rheumatoid arthritis: Functional Status Assessment.
Description: Percentage of patients aged 18 years and older with a
diagnosis of rheumatoid arthritis (RA) for whom a functional status
assessment was performed at least once within 12 months. (PQRS 2013,
(67))
“Quality statement:
People with rheumatoid arthritis have a comprehensive annual review that
is coordinated by the rheumatology service.
Quality measure:
Structure: Evidence of local arrangements for people with rheumatoid
arthritis to have a comprehensive annual review that is coordinated by the
rheumatology service.
Process: Proportion of people with rheumatoid arthritis diagnosed more
than 1 year ago whose last comprehensive review was within 12 months of
diagnosis or the previous review.” (NICE 2013(75))
“If a patient is diagnosed with RA and the target (=remission or low disease
activity) is not attained then follow up visit should be scheduled by a
rheumatologist within 3 months and when the target is attained a
rheumatologist or a specialized nurse in rheumatology should schedule
follow up visits at least once a year.
A. Percentage of patients with RA with a documented follow-up visit within
3 months when the target is not attained.
B. Percentage of patients with RA in remission with a follow up visit
scheduled within or at one year after remission was confirmed.” (EUMUSC
2014 (76))
Ankylosing Spondylitis:
“Standard of care: A systematic evaluation of SpA patients (at least once a
year) to measure activity; impact on function and quality of life; prognosis;
and response to treatments should be performed and data registered.”
(SER 2014,( 81))
Juvenile idiopathic arthritis:
“Standard of care: ‘Tight’ clinical control is advocated for patients with
active disease being assessed at intervals no greater than 4 months apart.
(BSPAR 2010, (33))
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Table 4: Percentage of RA patients treated with a DMARD
Name
Description
Reporting

Interpretation
Data needed to
measure

Percentage of RA patients treated with a disease modifying antirheumatic drug (DMARD) during the measurement year.
Percentage of RA patients with a DMARD medication prescribed or
dispensed during the measurement year.
Percentage of RA patients with a DMARD medication prescribed or
dispensed during the measurement year.
* Reporting will depend on data source used, see section below
entitled “Data needed to measure”
Higher percentages more desirable
The specific aspect of DMARD prescription measured will depend on
the data source available:
 Electronic medical record (EMR) or registry data can be used
to measure DMARD prescription.
 Pharmacy claims data can be used to measure DMARD
dispensing.
Measuring medications taken is the preferable approach, but this is
much less feasible to measure and potentially less under the control
of the healthcare team; therefor we have altered this measure to
reflect measurement of DMARDs prescribed or dispensed.
Compliance measures using different data sources cannot be
compared if they measure different concepts (e.g. DMARDs
dispensed or prescribed).

Numerator

Denominator
Inclusion
Exclusion

Number of patients with RA who had at least one prescription
dispensed or prescribed for DMARD medication during the
measurement year.
Note: DMARD medication includes biologic and non-biologic DMARDs
see section above in background document listing included
medications (p17).
Total number of patients with a diagnosis of RA
(Includes incident and prevalent RA cases)
All RA patients ages 16 years and older by the end of the
measurement period.
For administrative data
1. Pregnancy during the measurement year
2. HIV (for harmonization with NQF measure from the USA)
3. Active treatment of malignancy
If EMR or registry data is used additional exclusions can be
considered:

Arthritis Alliance of Canada| 1700-393 University Avenue, Toronto, Ontario M5G 1E6| T
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Targets/benchmarks
Quality dimension
Supporting
guidelines

4. Palliative patients
5. Documented patient refusal
6. Other physician documented contraindications to DMARD
medications
Ideally 100%
Effectiveness, accessibility
Rheumatoid Arthritis:
“In patients with persistent synovitis, DMARD should be introduced as soon
as possible.” (CRA (82))
“In people with newly diagnosed active RA, offer a combination of DMARDs
(including methotrexate and at least one other DMARD, plus short-term
glucocorticoids) as first line treatment as soon as possible, ideally within
three months of the onset of persistent symptoms.” (NICE 2009(24))
“General practitioners must facilitate early treatment with DMARDs for
patients diagnosed with RA as well as for those with undifferentiated
inflammatory arthritis who are judged to be at risk of developing persistent
and/or erosive arthritis. Ideally, DMARD therapy should be initiated by a
rheumatologist in light of the potential toxicity of these agents” (RACGP
2009(28))
“All RA patients should be treated with a DMARD as soon as the clinical
diagnosis of disease is established regardless of whether they meet the ACR
classification criteria.” (SER 2011 (27))
“Treatment with traditional DMARDs should be started as soon as the
diagnosis of RA is made.” (GSR 2013 (78))
“Early initiation of treatment with DMARDs is recommended to control the
symptoms and signs of RA as well as limiting radiological damage.” (SIGN
2011(26))
“Early RA (disease duration ≤6 months). In patients with early RA, the panel
recommends the use of DMARD monotherapy both for low disease activity
and for moderate or high disease activity with the absence of poor
prognostic features. In patients with early RA, the panel recommends the
use of DMARD combination therapy (including double and triple therapy) in
patients with moderate or high disease activity plus poor prognostic
features.” (ACR 2011 (84))
“MTX (methotrexate) should be part of the first treatment strategy in
patients with active RA” (EULAR 2013(74))
“In DMARD-naïve patients, irrespective of the addition of glucocorticoids,
csDMARD monotherapy or combination therapy of csDMARDs should be
used” (EULAR 2013(74)) (csDMARDs=conventional synthetic DMARDs)
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Harmonization with
existing measures

Measure 108, NQF 0054:”Rheumatoid arthritis (RA): disease modifying antirheumatic drug (DMARD) therapy. Description: Percentage of patients aged
18 years and older who were diagnosed with RA and were prescribed,
dispensed, or administered at least one ambulatory prescription for a
DMARD.”(PQRS, 2013 (67))
Measure endorsed by the ACR “IF a patient has an established diagnosis of
rheumatoid arthritis, THEN the patient should be treated with a DMARD*
unless contraindication to DMARD*, inactive disease or patient refusal is
documented.” (ACR (65))
National Committee For Quality Assurance measure, National Quality
Forum (NQF) endorsed measure 0054 “The percentage of patients 18 years
and older by the end of the measurement period, diagnosed with
rheumatoid arthritis and who had at least one ambulatory prescription for a
disease-modifying anti-rheumatic drug (DMARD).” (NQF, 2013 (66))
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Table 5: Time to DMARD therapy in RA
Name
Description

Reporting

Interpretation

Data needed to
measure

Time to disease modifying anti-rheumatic drug (DMARD) therapy for
patients with new onset RA.
The number of days between the diagnosis of RA and the time that a
DMARD medication was prescribed or dispensed, where the
diagnosis of RA was made or confirmed by a rheumatologist.
50th and 90th percentile times between RA diagnosis and DMARD
prescription or dispensing where the diagnosis of RA was made or
confirmed by a rheumatologist
50th percentile represents the time period at which half of the RA
patients have had a DMARD prescribed or dispensed and half have
not.
90th percentile means that 90% of patients have had a DMARD
prescribed or dispensed during this time and 10% are still waiting
This measure can be captured in EMR data, by administrative data if
pharmacy data available. Data from clinical registries can also be
used. See discussion from Measure 4 about data sources and the
relationship to the concepts of prescribed or dispensed.
Waiting times are obtained by calculating
1. The number of days that half the patients in the sample with
newly diagnosed RA wait before having a DMARD prescribed
or dispensed and half are still waiting (50th percentile)
2. The number of days that 90% of the patients in the sample
with new onset RA wait before having DMARD prescribed or
dispensed and 10% are still waiting (90th percentile)
Times measured from date RA was diagnosed to the date a DMARD
was prescribed or dispensed and are reported in days.

Numerator
Denominator
Inclusion

Note: DMARD medication includes biologic and non-biologic
DMARDs see section above in background document listing included
medications (p17).
The number of days between the diagnosis of RA and the time that a
DMARD medication was prescribed, dispensed or taken.
Not applicable
All RA patients ages 16 years and older by the end of the
measurement period
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Exclusion

Targets/benchmark

Quality Dimension

For administrative data
1. Pregnancy during the measurement year
2. HIV (for harmonization with NQF measure from the USA)
3. Active treatment of malignancy
If EMR or registry data is used additional exclusions can be
considered:
4. Palliative patients
5. Documented patient refusal
6. Other physician-documented contraindications to DMARD
Wait Time Alliance (WTA) (2) has suggested the following
benchmark:
RA: 2 weeks between diagnosis and treatment
Accessibility, effectiveness

Supporting guidelines “In patients with persistent synovitis, DMARD should be introduced as
soon as possible.” (CRA 2011 (82))
“In people with newly diagnosed active RA, offer a combination of
DMARDs (including methotrexate and at least one other DMARD, plus
short-term glucocorticoids) as first line treatment as soon as possible,
ideally within three months of the onset of persistent symptoms.” (NICE
2009(24))
“General practitioners must facilitate early treatment with DMARDs for
patients diagnosed with RA as well as for those with undifferentiated
inflammatory arthritis who are judged to be at risk of developing persistent
and/or erosive arthritis. Ideally, DMARD therapy should be initiated by a
rheumatologist in light of the potential toxicity of these agents” (RACGP
2009(28))
“The sooner RA treatment begins, the higher likelihood of controlling the
inflammatory process and reducing structural damage; thus, "recent-onset
arthritis" should be considered a diagnostic priority." (SER 2011 (27))
“All RA patients should be treated with a DMARD as soon as the clinical
diagnosis of disease is established regardless of whether they meet the
ACR classification criteria.” (SER 2011 (27))
“Treatment with traditional DMARDs should be started as soon as the
diagnosis of RA is made.” (GSR 2013 (78))
“Key Interventions for primary care physicians in the management of RA:
- Early referral of patients with suspected inflammatory arthritis to
secondary care: optimal time for commencing DMARDs is within 12 weeks
of onset
- Refer patients with morning stiffness, joint pain and/or swelling in at least
three areas: better long-term outcome if this is achieved
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- Refer patients to secondary care where there is diagnostic difficulty:
Specialist opinion is crucial in order to increase the likelihood of achieving
the correct diagnosis. Patients who present with less well-defined
symptoms should be referred promptly to ensure that the window of
opportunity to treat with a DMARD is not lost.” (BSR 2009 (25)
“Early initiation of treatment with DMARDs is recommended to control the
symptoms and signs of RA as well as limiting radiological damage.” (SIGN
2011 (26))
“Therapy with DMARDs should be started as soon as the diagnosis of RA is
made” (EULAR 2013 (74))

Harmonization with
existing measures

“Quality statement
People with newly diagnosed rheumatoid arthritis are offered short-term
glucocorticoids and a combination of disease-modifying anti-rheumatic
drugs by a rheumatology service within 6 weeks of referral.
Structure: Evidence of local arrangements for people with newly diagnosed
rheumatoid arthritis to receive short-term glucocorticoids and a
combination of disease-modifying anti-rheumatic drugs from a
rheumatology service within 6 weeks of referral.
Process: Proportion of people with newly diagnosed rheumatoid arthritis
who receive short-term glucocorticoids and a combination of diseasemodifying anti-rheumatic drugs from a rheumatology service within 6
weeks of referral.” (NICE 2013(75))
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Table 6: Rheumatologists per capita
Name
Description
Reporting

Rheumatologists per 100,000 population
How many rheumatologists per 100,000 population
Primary measure reported:
•

Report the number of adult rheumatologists per 100,000
population
• Report the number of FTE adult rheumatologists per 100,000
population
• Report the number of pediatric rheumatologists per 100,000
pediatric population
• Report the number of FTE pediatric rheumatologists per
100,000 pediatric population
Additional data to be reported:
•
•

Interpretation
Data needed to
measure

Adult Rheumatology Training programs Y/N
Pediatric Rheumatology Training programs Y/N

Note: Full time equivalent (FTE) is equivalent to an average of ≥9
half-day clinics per week seeing patients with IA
Higher ratios desirable
Survey data on numbers of rheumatologists and their FTE of clinical
practice. Presence of accredited rheumatology training programs will
also be noted for consistency with CIHI reporting.
Administrative data could be considered based on physician billing.

The Canadian Rheumatology Association is one potential source for
estimates however not all CRA members are rheumatologists and
not all rheumatologists are CRA members. Currently the CRA does
not have information on Full Time Equivalents (FTEs) but could start
collecting this data. CCAR collects this data already on academic
units in Canada. This data is likely more easily collected for pediatric
rheumatologists as they work primarily out of academic centers.
Numerator
Number of adult rheumatologists
OR number of pediatric rheumatologists
Note: If available will determine FTE equivalents
Denominator
Provincial/Territorial estimates from Statistics Canada
Inclusion
Rheumatologists in active practice
Exclusion
1. Retired rheumatologists
2. Rheumatologists not actively engaged in seeing patients
(100% research, on leave or other reason)
Targets/benchmarks CRA recommends 1/75,000 (British Columbia Medical Association,
Arthritis Alliance of Canada| 1700-393 University Avenue, Toronto, Ontario M5G 1E6| T
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2010)
Accessibility

Quality Dimension
Supporting guidelines Rheumatoid Arthritis:
“Rheumatologist are the specialists who should primarily care for patients
with RA” (GSR 2013 (78))
“Rheumatologists are the specialists who should primarily care for RA
patients” (EULAR (74))
Ankylosing Spondylitis:
“AS is a potentially severe disease with diverse manifestations, usually
requiring multidisciplinary treatment coordinated by the rheumatologist.”
(ASAS/EULAR 2012 (35))

Harmonization with
existing measures

CIHI measures (www.indicatorlibrary.cihi.ca): CIHI currently measures
some professional numbers per province (e.g. Midwives per 100,000
population). CIHI reports on Physicians and Specialist numbers; however,
they do not currently capture rheumatologists as an individual subspecialty). They also list the availability of training programs as a Y/N as
part of this measure.
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Abbreviations
AAC
ACR
AS
ASAS
BMA
BSPAR
BSR
CATCH
CIHI
CRA
DMARD
EMR
EULAR
EUMUSC
FTE
GSR
IA
JIA
NICE
NQF
NPDB
OBRI
PQRS
PsA
RA
RACGP
SER
SFR
SIGN
SpA
WTA

Arthritis Alliance of Canada
American College of Rheumatology
Ankylosing Spondylitis
Assessment of SpondyloArthritis
international Society
British Medical Association
British Society for Pediatric and
Adolescent Rheumatology
British Society for Rheumatology
Canadian Early Arthritis Cohort
Canadian Institute for Health
Information
Canadian Rheumatology Association
Disease modifying anti-rheumatic drug
Electronic Medical Record
European League Against Rheumatism
European Musculoskeletal Conditions
Surveillance Network
Full Time Equivalent
German Rheumatology Society
Inflammatory arthritis
Juvenile Idiopathic Arthritis
National Institute for Health and Clinical
Excellence
National Quality Forum
National Physician Database
Ontario Biologics Registry Initiative
Physician Quality Reporting System
Psoriatic Arthritis
Rheumatoid arthritis
Royal Australian College of General
Practitioners
Sociedad Española de Rheumatología
(The Spanish Rheumatology Society)
Société Français de Rheumatologie (The
French Society of Rheumatology)
Scottish Intercollegiate Guidelines
Network
SpondyloArthritis
Wait Time Alliance
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