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Best Practices for Virtual Care in Rheumatology
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Virtual care is an emerging term adopted by the Canadian Medical Association (CMA) as “any
interaction between patients and/or members of their circle of care, occurring remotely, using any forms
of communication or information technologies with the aim of facilitating or maximizing the quality and
effectiveness of patient care”(1).

Prior to the COVID-19 pandemic, virtual care in rheumatology was practiced infrequently (2) and used
primarily to deliver care to more rural and remote regions across Canada often through Telehealth, with
a physical exam presenter conducting a musculoskeletal exam at the patient’s site (3-6). During the
COVID-19 pandemic, to limit virus spread and to address healthcare capacity concerns, many health
systems around the world limited or stopped in person ambulatory care visits. This led to the rapid
increase in virtual care, including in rheumatology.

To support rheumatology care teams in delivering high quality virtual care in rheumatology, the CRA
embarked on a study and developed the following best practice statements. This document serves to
highlight the statements and their rationale only, and the full manuscript of the study detailing the
methods and references used has been submitted for publication and is currently under review. Once
published, the full manuscript will be linked for further reference.

Best practice statements:

1. Rheumatologists should adhere to national recommendations on best practices and
provincial standards and regulations for virtual care including licensing considerations,
patient privacy, confidentiality, documentation, and consent.

Rationale: In Canada, physicians are licensed provincially and must adhere to provincial regulations of
their licensing bodies. Organizations including the Canadian Medical Protective Agency (CMPA) and
the CMA among others, have also developed specific recommendations to consider for the provision of
virtual care. Recommendations include discussing the limitations of virtual care with patients, obtaining
and documenting consent for virtual care, protecting the privacy and confidentiality of virtual care
encounters, and ensuring appropriate documentation of virtual care encounters and appropriate
communication of the encounter to other care providers.
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2. The appropriateness of virtual care for a rheumatology encounter should be considered
based on the following factors: access to local rheumatology care; reason for, urgency
and complexity of the clinical encounter (including clinical, cultural and language
considerations); patient preferences; and type of virtual care available.

Rationale: Virtual care may be offered if medically appropriate. According to CMPA “virtual care is not
a substitute for in-person assessments or clinical examinations” (7) and it is also not a substitute for
attending the emergency department for urgent evaluation if required. Various patient, clinical and
system-level factors need to be considered to determine the appropriateness of a virtual care
encounter. Based on multiple systematic reviews of virtual care in rheumatology, there is limited
evidence for the safety and efficacy of virtual care for many rheumatologic conditions (8-10). There is
conflicting evidence from small, older studies that a videoconference for a new patient may offer a
similar diagnostic accuracy to an in-person assessment (11-13), and additional high-quality studies are
needed. Many (or all) of these challenges may be alleviated by having a skilled presenter such as an
Advanced Clinician Practitioner in Arthritis Care (ACPAC)(14, 15) at the patient site to assist with
examination. There is also limited evidence for the long-term efficacy of virtual care with most data
available for rheumatoid arthritis (RA) (16). Only surveys (17) and opinion-based recommendations
exist as to the types of rheumatic conditions that may be more or less appropriate for virtual care (18,
19). Furthermore, patient factors such as comorbidities, language, culture, and other factors should be
considered when determining appropriateness of virtual care.

A major factor is access to local in-person rheumatology care, which is limited across many regions in
Canada as rheumatologists are primarily located in larger urban centers. Virtual care allows for greater
access to rheumatology specialist care in centers without a local rheumatologist and for greater
continuity of care in centers where there may only be sporadic access to rheumatology care due to
traveling rheumatology clinics.

At the present time, given the varied potential clinical scenarios encountered, we recommend an
approach to determining the appropriateness of a virtual encounter that considers multiple system,
clinical, and patient factors.

3. Ifvirtual care is determined to be medically appropriate, ensure that the provision of
virtual care is a shared decision with patients and that patient consent is documented.

Rationale: Virtual care is not always medically appropriate (see Statement #2). If virtual care is
appropriate, it should be a shared decision with the patient weighing the benefits and risks of missing
subtle clinical findings, which could impact patient outcomes. Various organizations have developed
tools and templates to help educate patients about virtual care and to document consent. The virtual
care tools developed by the Doctors of BC in the Doctors Technology Office Virtual Care Toolkit (20)
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are one example that have been referenced in national CMA documents (21) and adapted for use in
other provinces.

4. The standard of care for physical exam by virtual care should allow for appropriate
clinical decision-making. If this is not possible, then an in-person physical exam is
required and should be completed (either at an in-person rheumatologist visit or
completed by a skilled presenter at a remote site).

Rationale: A variety of tools for physical exams in virtual care have been developed (22-24), although
additional validation work is required as they are largely consensus-based. A physical exam may not
always be required and depends on the nature of the clinical encounter. In general, the exam required
should be directed based on clinical need to inform appropriate decision-making.

5. Where appropriate, patient-reported outcomes that help direct approaches for care should
be used during virtual encounters.

Rationale: Treat-to-target refers to the frequent reassessment of disease activity to direct the
adjustment of disease modifying therapy to target low or inactive disease activity. This paradigm is part
of current guidelines for RA (25) and emerging for many other rheumatic diseases. The reporting of
patient disease activity and/or functional status may be necessary to obtain coverage for advanced
therapies for many rheumatic diseases. In addition to measures of disease activity, best practices for
RA care may include monitoring functional status (26, 27). The American College of Rheumatology has
recently proposed modifications for the reporting of disease activity and functional status in RA to
account for the provision of virtual care (28). While recommended patient-reported outcomes do not
require modification, some composite disease activity measures do require patient completed joint
counts in lieu of provider joint counts and further validation of this approach is required.

For other rheumatic conditions patient-reported outcome measures may also be readily obtained using
electronic collection, through telephone or e-mailed surveys. For example, in juvenile idiopathic arthritis,
measures of functional status like the childhood Health Assessment Questionnaire (CHAQ) may be
collected routinely. In ankylosing spondylitis, disease activity indices may be recorded including the
BATH AS disease activity and functional status indices (BASDAI and BASFI). A variety of patient-
reported measures have been proposed in lupus (29) but there remains limited guidance from
professional societies as to which measures should be routinely collected.

Other patient reported outcomes may be appropriate to capture including fatigue (30), pain (31) and
measures of mental health (32, 33). Additionally, there may be specific considerations for the collection
of patient-reported outcomes in individuals with limited English proficiency or who have limited health
literacy (34, 35).
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6. Virtual care may be used in addition to in-person follow-ups to enhance care.

Rationale: In between rheumatology appointments, virtual care has been used to support patients in a
variety of ways. Some examples include: self- monitoring using mobile applications (36, 37); nurse-led
telephone lines (38); patient self-management courses/education/resources (36); methotrexate or
biologic injection classes; rapid access rheumatology “hotlines” for practitioners to get timely specialist
advice. Ongoing evaluation and reporting on these care strategies is suggested.

7. In complex co-management of disease, virtual care may be used to enhance
communication between providers.

Rationale: Patients with rheumatic disease may have multiple comorbidities that require consultation
with different specialists. Across the country there are several examples of combined clinics where a
patient may be seen by two or more specialists in a single clinical encounter to enhance
communication, clinical decision-making and reduce the need for multiple visits. These clinics may be
amenable to virtual encounters if appropriate. Scenarios where this may occur include co-management
of rheumatology care with primary care providers or internists; virtual transition clinics where adult and
pediatric rheumatologists assist young adults with transition to adult care; or inter-disciplinary visits
(e.g., with a social worker, physiotherapist, or nurse present for part of a visit or the entire visit). Further
research is needed in these advanced models of rheumatology virtual care.

In Summary:

The COVID-19 pandemic has removed many logistical barriers to virtual care that previously existed
and consequently it is anticipated that virtual care use will continue following the pandemic. The present
work contributes a starter set of best practice statements that can be expanded upon as we learn more
about the optimal delivery of virtual care in rheumatologic diseases. The set is not meant to replace
good clinical judgement in the provision of care or to supplant regional regulatory requirements.

This work represents a starting point for future research and practice advances in rheumatology in
virtual care. We anticipate increased research in this area over time and will look to updating these
statements in accordance with advances in the field.
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