daily clinical practice. The tool will be evidence-based, practical, and easy
to use, in order to facilitate its rapid adoption. It will be developed through

a Delphi process, involving rheumatologists from all areas of the country.
We believe the iterative structure of the Delphi process will enable partic-
We read with interest the report by Edworthy and colleagudsch raised ipants to achieve a practical consensus based on the realities of medical
the question, Is the Canadian healthcare system neglecting a significantpractice in Canada — and that when implemented, those agreed-upon “best
proportion of the rheumatoid arthritis (RA) population? The authors con- practices” targeting remission will improve the management of patients

Is the Canadian Healthcare System Neglecting a Significant
Proportion of the Rheumatoid Arthritis Population?

To the Editor:

clude the answer is yes. We agree and feel it is time to begin work towards with RA.

a national consensus on the optimal management of patients with RA with-
in the framework of the Canadian healthcare system.

Edworthy, et al* reported on an audit entitled the Assessment in
Rheumatology (AIR) program, in which 65 Canadian rheumatologists
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Table 1. Assessment In Rheumatology disease state cteria

Remission No evidence of disease activity (such as morning stiffness, decreased energy, or active joints)
Controlled 1-2 active joinfs with no morning stiffness or decreased energy
Smoldering 34 active jointswith increased morning stiffness, decreased energy level, or elevated

erythrocyte sedimentation rate (ESR)
Uncontrolled

> 4 active joinfs morning stiffness, and decreased energy or elevated ESR

T Data collection allowed physicians to indicate only if a particular region was swollen or tender. An active joint
region meant that at least 1 joint within a joint region (e.g., metacarpophalangeal joint) was swollen or tender at

the time of examination.
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