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Editorial

Rheumanomics: Addressing Scarcity and
Need in Rheumatologic Care

They say that necessity is the mother of invention. And the
delivery of rheumatologic care is in need of mothering. 
    In this month’s Journal, Rostom and colleagues1 describe
the use and benefits of an innovative eConsult service,
developed to improve access to rheumatologic care in the
Champlain region in eastern Ontario, Canada. They catego-
rized the 225 eConsults directed to rheumatology over a span
of nearly 4 years, between mid-2011 and early 2015,
according to type of question posed and the effect of the inter-
action on face-to-face referral rates. The group found that
referrals for osteoporosis, polyarthralgias, and polyarthritis
were the most common, and that consults centered around
drug treatment and diagnosis. The strengths cited were limited
additional demand placed on a strained system, efficiency of
response, referral avoidance, and high user satisfaction. 
    With aging baby boomers, population expansion,
migration, and the advent of complex rheumatologic
therapies, there is a burgeoning need for rheumatologic care.
The problem is one of supply and demand: either there is a
shortage of rheumatologists or there are too many potential
rheumatology patients. The solution is “simple”: What do we
need? More rheumatologists. When do we want them? Now. 
    Let us pause, however, to consider the truly scarce
resource here: what we really need is increased rheumato-
logic acumen, systemwide, that can then be dispensed as
rheumatologic assessments. Some clinical issues require
multiple assessments, others need fewer. And while rheuma-
tologists are acumen-dense and can provide a large number
of assessments for the widest range of rheumatologic issues,
they are limited and costly resources, and the supply of
rheumatologists is fairly static. 
    Demand for rheumatology assessments currently vastly
exceeds supply. In a public healthcare system, this means
longer wait times that will only get longer unless supply is
somehow increased. The projected increased burden of
rheumatic diseases makes the prospect of decreased demand
implausible for the foreseeable future if things do not
change2. One Canadian study revealed that 31% of patients
wait 3 months or longer for consultation, nationwide3.
Rheumatologists are not achieving the wait-time benchmarks

for inflammatory arthritides and autoimmune diseases4. This
does not even address the hidden demand from patients who
ought to have a rheumatologic assessment, but cannot access
one, either because they do not have access to primary care
or because their need is unrecognized (either by the patient
or by the assessment gatekeeper, i.e., the referral source).
    The supply problem can only be overcome by increasing
rheumatology assessments to better match demand. Options
to bring this about are (1) decrease time required to provide
a rheumatology assessment, and/or (2) increase the number
of rheumatology assessments possible in the system/unit time. 
    There is a practical lower limit to the time in which a
conventional rheumatologic assessment can be safely and
competently completed. It is thus unlikely that appreciable
gains will be made from lighting a fire under practicing
rheumatologists, who have likely already optimized their
personal efficiency. There is a practical upper limit to the
number of additional rheumatologists that can be incorpo-
rated into a system facing similarly dire supply-demand
disparity across specialties. In Ontario, where Rostom’s
eConsult service was implemented, the number of rheuma-
tologists has remained static at 160 between 1996 and 2010,
and rheumatoid arthritis (RA) prevalence has doubled, from
0.5% to 0.9% over the same time frame5. The study also
found that the RA burden was increased in northern regions
compared to urban areas, inversely proportional to the
concentration of practicing rheumatologists. 
    We are thus left with 1 option: to increase the system’s
capacity for rheumatologic assessment. This would ideally
leverage resources already in place. A combination of
rheumatologists, primary care providers, and extended-role
practitioners could achieve better triage of inflammatory
arthritis by harnessing technology to reach patients living
more remotely. After all, many hands make light work, and
rheumatologists’ hands are not best suited to solve this
problem independently. While perhaps intuitive, the liter-
ature suggests that available resources are not yet optimized. 
    Rostom’s eConsults service demonstrates the elegant
efficiency that can be afforded by leveraging technology to
increase capacity for rheumatologic assessments. In addition
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to the value of 225 assessments completed, it facilitates learning
from the interaction with the eConsulting rheumatologist. 
And yet this service has not yet been widely implemented.
    Rheumatologists’ expertise is best used in the diagnosis
and management of inflammatory arthritis and autoimmune
diseases, which does not appear to be reflected in referral
patterns from primary care providers. A contemporary and
enlightening study by Widdifield and colleagues found an
equal proportion of referrals made for osteoarthritis (OA) and
systemic inflammatory rheumatic diseases, with each
accounting for about one-third of the consultations
requested6. Herein lies an opportunity, as many rheumatolo-
gists believe OA care falls predominantly within the realm
of primary care. The Arthritis Alliance of Canada has
developed an OA toolkit, providing therapeutic decision
support for OA management7. Its uptake and effect on referral
patterns will be of interest in the years to come.
    While benchmarks for time to referral to rheumatologic
consultation are unmet, the Widdifield, et al study suggests that
this is not the most significant bottleneck from symptom onset
to management6. The study further dissects the median 327
days from RA symptom onset to rheumatologist consultation,
revealing that the majority of the time was spent preconsul-
tation (median 173 days from symptom onset to primary care
visit, and median 115 days from first mention at primary care
to rheumatology referral). Primary care providers can be
effective allies, and can deliver rheumatologic assessment if
armed with the rheumatologic knowledge to ask high-yield
questions and appreciate patterns that raise rheumatologic red
flags. This is especially true if an organic community of
practice can be built, wherein primary care providers feel
supported in co-management by the rheumatologist. This
arrangement is supported by the Extension for Community
Healthcare Outcomes (ECHO) Project, which was developed
to improve access to high-quality care for patients with
complex health issues by engaging primary care providers
through weekly videoconferencing8. While referrals to
rheumatologists may paradoxically rise with increased primary
care awareness, the nature of referrals may evolve to better
address previously unmet needs and to improve outcomes.
    I would be remiss if I did not stress that specialized physical
examination is central to rheumatologic diagnosis. Extended-
role providers, typically allied health professionals with
additional training in rheumatology, including physical exami-
nation, have an important position. These practitioners (such as
the Advanced Clinician Practitioner in Arthritis Care graduates
in Ontario) have the capability to act as intermediaries between
primary care and rheumatologists, improve triage, and
ultimately lead to more timely rheumatologic management9. 
    We cannot solve this problem alone. These fledgling
programs, implemented and measured systematically, and
adapted to local context, hold the promise of optimizing the
care we deliver. There have been calls to measure and
improve the delivery of care to rheumatology patients10.

Responses to date prove there is more than 1 way to approach
this issue. The next step, then, is to rally these multidisci-
plinary troops, and unify our next steps forward. There is an
opportunity here for the whole to be greater than the sum of
its parts, which, if realized, has the potential to bridge the
supply-demand gap and simultaneously revolutionize care
delivery to patients with rheumatic diseases.
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