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« Objective: The aim of the present study was to evaluate g The study was approved by the University of Saskatchewan Biomedical h :Li‘::)l'o sésre;::eag:rv;?t:‘”;ruzq' ?:SZS'CRP and RADAI) and quality of life (EQ5D) measures and Patient satisfaction (VSQ9 .  (f the 85 patients who consented to participate in this study,
whether rheumatoid arthritis (RA) patients followed Research Ethics Board and registered with ClinicalTrials.gov PRS, RA‘[’)EI P 05D 54 were randomized to the video-conferencing follow-up arm
|Ongitudina| |y USiﬂg VideO—COﬂfereﬂCiﬂg aﬂd inter—prOfeSSiOﬂa| (identiﬂcation number NCT02371 91 5). Changes from baseline, by treatment group Changes from baseline, by treatr_nint group and 31 tO the ContrOI arm.
fh Hle d Ly « Atotal of 318 people with RA were invited to participate, of whom 85 ~ o m e o o T 1
care SUDPOF alvle COFT] parable disease contro O | 0Se agreed and completed the informed consent process. _ B - Ao ____ | | * Over the course of the study, 23 participants (43%) left from
followed in trgdltlonal s rheumatology IC“n'CS- - Arandomized block design will be utilized to randomly allocate N T o | gz T— — the videoconferencing arm and eight (26%) from the control
 Methods: This was a randomized controlled trial for 86 RA participating patients to two arms, either to be followed by telehealth/VC I e b | T —+ : group.
patients allocated to either traditional in-person rheumatology in or near their home community(Intervention group) or to continue § I B R -
fo”ow_up or Video-conferenced fo”ow_up W|th urban_based travelling to Saskatoon rheumatology CIiniC(ControI group). t o e ' * Thirty—one (57%) participants from the video—conferencing
rheumatologists and rural in-person physical therapist » All patients were followed up 3-monthly for a total of 9 months with S arn o o Base M om om group and 23 participants (74%) from the control group
min =oll B e o © (sl disease outcome measures such as their disease activity score in 28 however, completed the study.
exa l erSl O OW UP WaS ever'y O 'S' Or '() S'l jOintS With CRP [DASQB_CRP]’ RA disease aCtiVity index [RADAl]’ Changes from bals\glli-rt?(b:y treatment group Changes fron?tgsse%r?e_gylfrf:atment group .
OUt.C.Om.e measures |pcluded disease activity metrics (disease modified health assessment questionnaire (MHAQ) taken at each clinic ) ’ - ’ * The mean age of the population overall was 56.4 (standard
activity in 28 joints with CRP measure score [DAS28-CRP], visit (either through telehealth or traditional out-patient clinics). S 7 T ~ - T deviation [SD] = 11.5) years; the control group had a mean age
and RA disease activity index [RADAI]), modified health « Patient quality of life assessments using EuroQOL five dimensions ° " T - - T T of 53.1(SD =12.2) years, while the intervention group had a
assessment questionnaire (MHAQ), quality of life (EuroQOL five questionnaire [EQSD] and patient satisfaction with type of visit using a s T 7 C T i JPrge mean age of 58.4 (5D = 10.7) years.
dlmeﬂSIOﬂS ueStlonnalre EQ5D and atlent Sa‘“sfactlon nine-item ViSit_SpeCiIﬂ(? SaltiISfaCtiOn queStiOnnaire [VSQQ] were also < i | N . L T -~-_L-" - . . _ .
o 9 . [. .]) Pal . . evaluated at each clinic visit through-out the 9-month time frame. y 3 - The mean duration of RA was13.9 (SD = 11.8) years, with the
(nine-item visit-specific satisfaction questionnaire [VSQ9]). | — | | ? 1 | — | control group having a mean RA duration of 15.5 (SD = 14.4)
* Results: Of 85 participants, 54 were randomized to the Base 3m 6m om Base 3m 6m om years, and the intervention group 13.2 (SD = 10.5) years.
video-conferencing team model and 31 to the traditional clinic 1 - vsao
(control group). Dropout rates were high, with only 31 (57% ) Resu Its T et on * The mean BMIwas Over?” 32:2 (S.D =7.1kg/m 2). The mean
. . - L S BMI for the control and intervention groups were 32.2 (SD =
from the video-conferencing and 23 (74% ) from the control pe < . 7.1) kg/m 2 and 32.1 (SD = 7.1) kg/m 2 , respectively
group completing the study. The mean age for study Table 1: Patient Demographic Characteristics - ﬁ‘ ________________ " J t | | | ' |
participants was 56 years; 20% were male. Mean RA disease Variable Levels N Control (%) Intervention (%) : ] J * Satisfaction for participants in both groups was evaluated using the VSQ9 survey tool. There were no statistically
duration was 13.9 years. There were no significant All 85 31 54 e significant differences in reported satisfaction between the two groups at any time point.
between-group differences in DAS28-CRP, RADAI, mHAQ or - o o - | | |
FQ5D scores at baseline or over the study period. Satisfaction Gender Male 17 6 (19%) 11 (20% * Both groups had high satisfaction scores overall; hqweyer, the intervention group rated their care as “excellent
rates were hiah in both aroups o : KEY: DAS28-CRP, disease activity in 28 joints with CRP measure score; EQSD, EuroQol five dimensions more often (76%) than the control group (59%). This difference was offset by ratings of “very good” (17% for
uestionnaire; mHAQ, modified health assessment questionnaire; RADAI, rheumatoid arthritis disease
C lusi J We f dg X d £ o diff . Female 68 25 (81%) 43 (80%) cettty inde, V509, ine-ttom vist-speots satfaction questonnale intervention group versus 32% for control group), but explains the difference in average scores seen in the
e oncilusions: Vve Tound No evidence Ot a ditrerence In =5l :
| . | | | plot(see figure).
effeCtlve,n,eSS between |nter—prqf988|onal wdeo—oonfgrgncmg Marital Status Married 58 13 (68%) 39 (76%) « Weincurred a huge drop-out rate during the study. A total of 31 participants dropped out over the course of the study. Several reasons provided for leaving the study
and trlad|t|onal rheumatology C“':“C for t?Oth the provision (I)f Not Married 21 9 (32%) 12 (24%) related primarily to a preference to travel to the city for their rheumatology appointment, for various reasons, and, to a lesser extent, a disinclination to continue with the
effective follow-up care and patient satisfaction for established study and complete the study questionnaires.
RA pat|enlts. Hllgh drO.pOUtl rates reintorce the need.for Education High School or less 30 10 (36%) 20 (39%) « Using the DAS28-CRP as the primary outcome measure, we did not find any statistically significant difference between the two follow-up clinic models. Similarly, there
consultghon with patients neec?ls and preferences in Trade School 17 6 (21%) 11 (22%) were no significant differences in RADAI, mHAQ or EQ5D scores over the course of the study period. These results provide no evidence to suggest a difference between
developing models of care. While use of Some University 12 5 (18%) 7 (14%) effectiveness of video-conferencing compared with traditional clinics in the provision of longitudinal follow-up care for patients with established RA.
video-conferencing/telehealth technologies may be a distinct —
University Degree 20 7(25% 13 (25%
advantage for some patients, there may be loss of i (25%) (25%) * There were also no statistically significant differences in satisfaction scores between groups. It should be clearly noted that patient satisfaction scores were not lower for
g travel-related auxiliary benefits for others. ) I 30000 3 STiow TIPS those who participated in the video-conferencing clinics. These findings are in keeping with the results reported in other RA patients in a similar population and rural
ncome < 0 0 i
' . setting Y,
530,000 - $59,999 19 8 (31%) 11 (22%)
« ™ 560,000 - 99,999 21 6(23%) 15 (31%) 4 A
u |
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"o BReumeiel st (RA) affects 1% of Canadian which permits regular A Work Paid Work 80 15 (54%) 25 (49%) . Based on the results from the current study, there was no evidence z’gleOV‘é(’A‘;'%‘rk]?ut%mgrmtshgrgzgf‘déﬁgg‘:';“;’ﬁ;%rogﬁaioe@fi g‘eigﬁgi?tt;'jo%’ CAre
follow-up, with more frequency dependent on their disease activity and Unemployed 17 5 (18%) 12 (24%) of a difference in effectiveness between video-conferencing improving the care of Canadians living with all rheumatic diseases.
severity. Retired 2 8 (29%) 14 (27%) follow-up and traditional in-clinic follow-up in terms of disease « We also appreciate Dr. Trask who also supported through funding from the Canada
. Unfqrtunately, all the rheumatologists sgrving glmost two-thirds of the activity measures (DAS28-CRP, RADAI, mHAQ), quality of life gesearCh Qh?irs plrogram- - D Recan Arardes. Dr. Latha Nak. Mr. Riohar
province of Saskatchewan are located in the city of Saskatoon. (EQ5D) or patient satisfaction (VSQQ) over the study period of 9-10 Bur apprecl\l/fli IOArj also I\/?O'GSGO hr- eelz/lan Drerj Se(,3 - r-ka l?/l a}l< , r-H IC arM .
«  Over half of Northern Saskatchewan's population resides in small Smoker Smoker 18 9(33%) 9 (18%) - - - OUITEESE, WIS, ATIEA YRS EENE, (s, Denies Linsias, wis. N migil), s, 208
» . . . . months; however, given the relatively high dropout rate, these Arnold and Ms. Katie Crockett for their contributions to this project.
t | f which lated and D Former Smoker 39 10 (37%) 29 (57%) P
gommgm 195 OF TUral areas Somes Of WHICH are 1SOlated and INatcessibIe ° ° results should however be interpreted with caution. _»_We thank all the patients who participated in this study.
y roaaq. Non-smoker 21 8 (30%) 13 (25%) . : _ RPN : _ : : - Y
¢ Telehealth dIStanCG teChﬂO|OgIeS have been COﬂSIdered as an Opthﬂ tO \rggz(; C;.(;r;feegfgFt:cl)ntg)elnaa_.rgal'r;-itte);’eprgoeftehsoscljofr;arlfgcl)lgavl\??’lrstcl)\;es_faag% Il:{.efe\r/'\/eigg;iseld J, Paterson J.I\(I, Bernatsky S, Tu K, Tomlinson G, Kuriya B, Thorne JC, Bombardier C. The epidemiology of rheumatoid arthritis in
mltlga’[e healthcare Cha”eﬂges or ObStB.CleS fOr peOp|e ||V|ng |n rural or . . . . . . . . i 2. gg\t?snlg’HCc?vr\]/z(rjj.Rfk:gétll\s/vfyrlge#elreit:amiy'cozr?sljléi)igi\fi?\(‘::\:zaiagt?;logy: cost-effectiveness and user satisfaction. Journal of telemedicine and
remOte |OC&tIOﬂS The use Of thIS teChnOlOgy In addreSSIr'g rural and Table.z: Changes In dlsease aCtIVIty and Quallty Of Llfe measures from |Ong._term RA patlents Who ||Ve N rural/remOte parts Of the 3. fglnegc?\;fKzrgl(z:\|J:/rl1,1(igfrl:§:r|;tll\?(;lstudy on the utility of telehealth in the provision of rheumatology services to rural and northern communities.
remOte dISparItIeS to healthcare aACCEeSS haS Weloomed pOSItIVG reVIGWS base"ne to 9 months prOVIHCGl 4 I(;tj?lzr;aetriz;waég:&;w:#o\l‘/gti;c?Eg:éirnH§:I52- Izacl)oszlgDSeca}w;r?iimﬁiii;jzalr-iesinto remote communities: an exploration of experiences with telehealth
and acceptance by patlents and health care prOfeSSIOnals allke 2,3,4,5 Measure Control Intervention Difference 95% CI P-Value ¢ Strategies fOI’ the development Of mOdels Of care need to iﬂVOlve  ahe dhaEee self-rr’1anager’nent progra’msgin T I\Fl)orthergn Ontario, Canada. TELEMEDICINE and'e-HEAIF.)TH.2013 Dec 2;19(12):904-9.
. . ' . RADAI 1.4 0.4 0.9 2.4 05 0.1926 . . . 5. Leggett P, Graham L, Steele K, Gilliland A, Stevenson M, O'Reilly D, Wootton R, Taggart A. Telerheumatology--diagnostic accuracy and
e The ObjeCtIVG of the present StUdy was to evaluate whether RA patlents ' : : [-2.4, 0.5] : consultation with the people they are belng d@VG'Oped to serve. acceptability to patient, specialist, and general practitioner. Br J Gen Pract. 2001 Sep 1;51(470):746-8.
followed longitudinally over a 9-month period using video-conferencing EQ-5D 0-1 0-0 0.1 0.1, 0.4] 0.2942 While distance technology may be a distinct improvement and h g
. . . . . MHAQ -0.2 0.1 0.2 [-0.5, 0.1] 0.1358 . L ' Gontact
and inter-professional care support with physical therapists would have S CRD - — o0 1] e advantage for some patients, there may be loss of auxiliary Regina Taylor-Glevre MD, MSc , FRCP(C)
i i i Ty i ’ ’ ' e ' ' ' " Prof r of Medicine Head Division of Rheumatology,
Com parable d|SeaSG Contr0| Wlth those fO”OWGd N tradltlonal |n'perSOn KEY: Cl, Confidence interval; DAS28-CRP, disease activity in 28 joints with CRP measure score; EQ5D, EUf'OQO/fiVG dimensions beneflts for Others WhICh the travel faC”ItateS/SupportS- D:p:ftelﬁe:t of?\/lec;ic?nee:oyal U?'l;:\)/el?Sity I—?osp?’lcacl),ogziversity of Saskatchewan Saskatoon, SK, Canada
questionnaire; mHAQ, modified health assessment questionnaire; RADAI, rheumatoid arthritis disease activity index Tele: 3068441145
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