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In this issue of the Annals of the Rheumatic
Diseases, Van Hulst and colleagues1 have
published a paper on the development of
quality indicators for monitoring of the
disease course in rheumatoid arthritis
(RA). By focusing on the monitoring of
the disease course, Van Hulst et al1 have
made an important and relevant contri-
bution to the improvement of the quality
of care for RA patients. Over the past
decades, it has been consistently demon-
strated that intensive monitoring of the
disease course and the subsequent adapta-
tion of drug treatment have significant
positive effects on disease activity, radi-
ological damage, activities and participa-
tion and overall quality of life.2–11 Despite
ample evidence from the literature and
the availability of various guidelines,
recommendations and quality indicators
addressing the monitoring of the disease
course,12–17 several audits of rheumatolo-
gists’ clinical practice have demonstrated
a substantial lack of compliance with
recommendations on disease monitor-
ing.18 19 The set of quality indicators
presented by van Hulst et al1 gives
rheumatologists practical guidance on
how to implement the available evidence
on disease monitoring into their practices.

The quality indicator ‘‘industry’’ is
currently booming, in rheumatology as
in health care in general, as this is seen as
an important strategy to improve the
quality of care. Quality indicators mea-
sure, as defined by the US Institute of
Medicine, ‘‘the degree to which health
services for individuals and populations
increase the likelihood of desired health
outcomes and are consistent with current
professional knowledge’’.20 21 Quality indi-
cators are commonly derived from already
available sets of guidelines or recommen-
dations, and/or literature searches and
expert opinion, according to a systematic

approach.22 23 It should be noted that, in
contrast to most guidelines or recommen-
dations, quality indicators pertain to
measurable aspects of health care. This is
exactly how the set of quality indicators
for monitoring the course of RA as
developed by Van Hulst et al1 distin-
guishes from the currently available
guidelines, recommendations and indica-
tors on the management of RA:12–17 it
describes exactly who should do what to
whom and when with respect to disease
monitoring.

Quality indicators can be related to the
structures, the processes or the outcomes
of care.24 25 The structures are the innate
characteristics of providers and the sys-
tem, whereas the processes pertain to
what healthcare providers do in delivering
care, and the outcomes to what happens
to patients, particularly with respect to
their health.24 25 The proposed set of
quality indicators on the monitoring of
the disease course in RA comprises indi-
cators within all these three dimensions.

There are various mechanisms by
means of which quality indicators may
improve the quality of arthritis care. First,
their usage may raise awareness among
individual rheumatologists and practices
regarding gaps in their services. Second,
governments and healthcare funding
bodies are increasingly beginning to build
rewards and penalties into payment for
medical services based on measurable
aspects of healthcare processes and out-
comes. Third, the public release of data
regarding individual rheumatologists’ or
practices’ performance with respect to
quality indicators may influence patients’
and referring physicians’ choices for spe-
cific rheumatologists or practices.

The proposed set of quality indicators
on the monitoring of the disease course in
RA is likely to raise questions on the place
of quality indicators in rheumatology in
general. By taking the paper by van Hulst
et al1 as an example, this editorial dis-
cusses a number of issues related to the
establishment and use of quality indica-
tors in rheumatology practice.

With respect to the establishment of
quality indicators, it is first important to
take differences in healthcare delivery

within and among countries into
account.26 The study by van Hulst et al1

involved 13 rheumatologists, some of
whom did not participate in all steps of
the development process. Therefore, it
remains unclear to what extent they are
representative of all rheumatologists in
The Netherlands. As only Dutch rheuma-
tologists were included, the generalisabil-
ity to other countries is questionable. The
Dutch healthcare system is characterised
by a relatively high number of rheumatol-
ogists and almost complete coverage of
costs associated with medical specialist care
for the majority of the population (.99%
has health insurance without any financial
barriers for medical specialist care). Practice
organisation (including the availability of
clinical nurse specialists) and reimburse-
ment systems may, however, vary largely
among countries. It is therefore conceivable
that rheumatologists’ views on this set of
indicators may be different in countries
where, for example, clinical nurse specia-
lists are not available or patients have to
pay for every outpatient consultation.

Second, the outcomes of the develop-
ment processes based on the Rand/
University of California at Los Angeles
methodology23 are very sensitive to the
composition of the expert panel that is
used, especially when scientific evidence is
scarce. With respect to disease monitor-
ing, evidence for the optimal frequency is
lacking, so that the indicator largely
reflects the view of the panel. This panel,
however, only included rheumatologists.
Given the general tendency to enhance
the role of the patient in the management
of RA and disease monitoring in particu-
lar, it is likely that the involvement of
patients could have added to the validity
of indicators concerning the frequency of
monitoring. Examples of the successful
involvement of patients related to this
issue include the usage of home-based
disease monitoring tools27 28 or patient-
initiated care, in which the patient decides
when to see a rheumatologist instead of
the rheumatologist determining the fre-
quency.29 The usage of clinical nurse
specialists in the monitoring of the disease
course is another example of lacking
evidence. As the extent to which clinical
nurse specialists in The Netherlands are
currently trained to assess the course of
the disease varies largely, the involvement
of clinical nurse specialists or other health
professionals such as physician assistants,
with various education and skills levels,
could probably have influenced the con-
tents of this set of quality indicators.
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Concerning the usage of sets of quality
indicators in daily practice, there are a few
points to consider. First, the size of
quality indicator sets. The current set on
disease monitoring in RA concerned 18
quality indicators, yet reflects only one
aspect of RA management. If all other
elements, such as the diagnostic process,
the monitoring of drug side effects or non-
pharmacological treatments, would be
worked out with the same level of detail,
the total set of quality indicators for RA
management would comprise dozens of
indicators. The feasibility of such exten-
sive sets must also be seen in the light of
the current development of sets of quality
indicators for rheumatic diseases other
than RA, such as systemic lupus erythe-
matosus.30 It is clear that quality indica-
tors, although probably addressing the
same management issue, cannot be sim-
ply exchanged among different rheumatic
conditions. It is, however, conceivable
that some quality indicators, in particular
those related to the structure of care, are
applicable to rheumatological practice as a
whole. In this respect, more collaboration
and standardisation in the development of
quality indicator sets for various rheu-
matic conditions seem warranted.

In addition, increasing numbers of
quality indicator sets are being imposed
by hospital boards, healthcare funding
bodies and patient organisations. Given
the large and growing number of quality
indicators, it is important to define their
status clearly and whether they reflect
fixed, minimum or ‘‘threshold’’ standards,
or rather aspirational targets, aimed at
maximising quality within the constraints
of the available resources, and being
amenable to change.31 32 If the status of a
quality indicator set remains unclear, data
on rheumatologists’ performance with
regard to all aspects of its contents can
easily be misinterpreted or misused. With
relatively extensive sets of quality indica-
tors, such as the current set for disease
monitoring, the selection of a smaller,
‘‘minimum’’ set of indicators from this
larger set could be considered. An example
of such a selection is the American College
of Rheumatology endorsed set of seven
indicators on RA management.33 This set,
partly based on the Arthritis Foundation’s
Quality Indicator Set for Rheumatoid
Arthritis, which includes 27 quality indica-
tors,17 comprises one quality indicator on
the periodic assessment of disease activity.

A second point related to the usage of
quality indicators is their registration.
Indeed, as the authors point out, an
electronic registration system may
enhance the implementation of sets of

quality indicators. Various electronic
applications are currently available, which
commonly comprise a tool for regularly
measuring and following disease activity
in individual patients as well as a database
for data processing and storage.34

Examples of such tools are METEOR (an
acronym for measurement of efficacy of
treatment in the ‘‘era of outcome’’ in
rheumatology)35 and a tool called
GoTreatIT.36 These tools by far do not
include all the measures included in the
proposed set of quality indicators, but
could probably be modified in such a way
that they would comprise a more concise
set. By integration with an electronic
medical record, the registration of quality
indicators may not become a goal in itself.

Apart from all these considerations
pertaining specifically to quality indica-
tors, it should be noted that these are just
one of several other strategies to improve
the quality of care. Examples of other
methods include continuing medical edu-
cation, making effective use of informa-
tion technologies including, eg, computer-
based decision aids, and the development
of evidence-based guidelines and practice
recommendations. Given the efforts put
into the development of sets of quality
indicators, evaluations of their added value
with respect to improvement of the quality
of arthritis care should be weighted against
the costs of their development and imple-
mentation. For that purpose, systematic
evaluations of their usage, effectiveness and
the costs are very much needed.

In conclusion, developing and incorpor-
ating quality indicators is one of various
methods to improve the quality of arthri-
tis care. All of these require a redesign of
care processes in the rheumatological
practice, which we will undoubtedly
witness over the coming decade.37 38

Competing interests: None.

Provenance and peer review: Commissioned; exter-
nally peer reviewed.

Accepted 20 September 2009

Ann Rheum Dis 2009;68:1797–1799.
doi:10.1136/ard.2009.116582

REFERENCES
1. Van Hulst LT, Fransen J, den Broeder AA, et al.

Development of quality indicators for monitoring of
the disease course in rheumatoid arthritis. Ann Rheum
Dis 2009;68:1805–10.

2. Mottonen T, Hannonen P, Leirisalo-Repo M, et al.
Comparison of combination therapy with single-drug
therapy in early rheumatoid arthritis: a randomised
trial. FIN-RACo trial group. Lancet 1999;353:1568–73.

3. Ferraccioli GF, Gremese E, Tomietto P, et al.
Analysis of improvements, full responses, remission
and toxicity in rheumatoid patients treated with step-
up combination therapy (methotrexate, cyclosporin A,
sulphasalazine) or monotherapy for three years.
Rheumatology (Oxford) 2002;41:892–8.

4. Grigor C, Capell H, Stirling A, et al. Effect of a
treatment strategy of tight control for rheumatoid
arthritis (the TICORA study): a single-blind randomised
controlled trial. Lancet 2004;364:263–9.

5. Fransen J, Moens HB, Speyer I, et al. Effectiveness
of systematic monitoring of rheumatoid arthritis
disease activity in daily practice: a multicentre, cluster
randomised controlled trial. Ann Rheum Dis
2005;64:1294–8.

6. Symmons D, Tricker K, Roberts C, et al. The British
Rheumatoid Outcome Study Group (BROSG)
randomised controlled trial to compare the
effectiveness and cost-effectiveness of aggressive
versus symptomatic therapy in established
rheumatoid arthritis. Health Technology Assessment
2005;9:iii–iv; ix–x; 1–78.

7. Korpela M, Laasonen L, Hannonen P, et al.
Retardation of joint damage in patients with early
rheumatoid arthritis by initial aggressive treatment
with disease-modifying antirheumatic drugs: five-year
experience from the FIN-RACo study. Arthritis Rheum
2004;50:2072–81.

8. Goekoop-Ruiterman YP, de Vries-Bouwstra JK,
Allaart CF, et al. Comparison of treatment strategies
in early rheumatoid arthritis: a randomized trial. Ann
Intern Med 2007;146:406–15.

9. Van Der Kooij SMG, Goekoop-Ruiterman YPM, de
Vries-Bouwstra JK, et al. Probability of continued low
disease activity in patients with recent onset
rheumatoid arthritis treated according to the disease
activity score. Ann Rheum Dis 2008;67:266–9.

10. Saunders SA, Capell HA, Stirling A, et al. Triple
therapy in early active rheumatoid arthritis: a
randomized, single-blind, controlled trial comparing
step-up and parallel treatment strategies. Arthritis
Rheum 2008;58:1310–17.

11. Verschueren P, Esselens G, Westhovens R. Daily
practice effectiveness of a step-down treatment in
comparison with a tight step-up for early rheumatoid
arthritis. Rheumatology 2008;47:59–64.

12. American College of Rheumatology
Subcommittee on Rheumatoid Arthritis
Guidelines. Guidelines for the management of
rheumatoid arthritis: 2002 update. Arthritis Rheum
2002;46:328–34.

13. Combe B, Landewe R, Lukas C, et al. EULAR
recommendations for the management of early
arthritis: report of a task force of the European
Standing Committee for International Clinical Studies
Including Therapeutics (ESCISIT). Ann Rheum Dis
2007;66:34–45.

14. Kennedy T, McCabe C, Struthers G, et al. BSR
guidelines on standards of care for persons with
rheumatoid arthritis. Rheumatology 2005;44:553–6.

15. Gossec L, Fautrel B, Pham T, et al. Structural
evaluation in the management of patients with
rheumatoid arthritis: development of
recommendations for clinical practice based on
published evidence and expert opinion. Joint Bone
Spine 2005;72:229–34.

16. Pham T, Gossec L, Fautrel B, et al. Physical
examination and laboratory tests in the management
of patients with rheumatoid arthritis: development of
recommendations for clinical practice based on
published evidence and expert opinion. Joint Bone
Spine 2005;72:222–8.

17. Khanna D, Arnold EL, Pencharz JN, et al. Measuring
process of arthritis care: the Arthritis Foundation’s
Quality Indicator Set for Rheumatoid Arthritis. Semin
Arthritis Rheum 2006;35:211–37.

18. Kitamura CR, Rohekar G, Bykerk VP, et al. Are the
2002 American College of Rheumatology guidelines
for the management of rheumatoid arthritis being
followed in Canada’s largest academic rheumatology
center? J Rheumatol 2007;34:2183–92.

19. Chan G, Goh F, Hodgson T, et al. Outpatient follow-up
for patients with rheumatoid arthritis in relation to
New Zealand Rheumatology Association guidelines at
Dunedin Hospital. NZ Med J 2008;121:34–41.

20. Institute of Medicine of the National
Academies. Crossing the quality care chasm: the
IOM health care quality initiative. 20 July 2006. http://
www.iom.edu/?id=19174 (accessed 9 Sep 2009).

Editorial

1798 Ann Rheum Dis December 2009 Vol 68 No 12

 on A
pril 24, 2024 by guest. P

rotected by copyright.
http://ard.bm

j.com
/

A
nn R

heum
 D

is: first published as 10.1136/ard.2009.116582 on 12 N
ovem

ber 2009. D
ow

nloaded from
 

http://ard.bmj.com/


21. Solomon DH, Gabriel SE. Quality measures 101:
what every rheumatologist should know. Clin Exp
Rheumatol 2007;25(Suppl 47):S18–21.

22. Campbell SM, Braspenning J, Hutchinson A, et al.
Research methods used in developing and applying
quality indicators in primary care. BMJ
2003;326:816–19.

23. Brook RH, Chassin MR, Fink A, et al. A method for
the detailed assessment of the appropriateness of
medical technologies. Int J Technol Assess Health
Care 1986;2:53–63.

24. Yazdany J, MacLean CH. Quality of care in rheumatic
diseases: current status and future directions. Curr
Opin Rheumatol 2008;20:159–66.

25. Donabedian A. Explorations in quality assessment
and monitoring. Vol 1: The definition of quality and
approaches to its assessment. Ann Arbor, Michigan:
Health Administration Press, 1980.

26. Marshall MN, Shekelle PG, McGlynn EA, et al. Can
health care quality indicators be transferred between
countries? Qual Saf Health Care 2003;12:8–12.

27. Kvien TK, Mowinckel P, Heiberg T, et al.
Performance of health status measures with a pen
based personal digital assistant. Ann Rheum Dis
2005;64:1480–4.

28. Richter JG, Becker A, Koch T, et al. Self-
assessments of patients via Tablet PC in routine
patient care: comparison with standardised paper
questionnaires. Ann Rheum Dis 2008;67:1739–41.

29. Hewlett S, Kirwan J, Pollock J, et al. Patient
initiated outpatient follow up in rheumatoid arthritis:
six year randomised controlled trial. BMJ
2005;330:171.

30. Yazdany J, Panopalis P, Gillis JZ, et al. Systemic
Lupus Erythematosus Quality Indicators Project Expert
Panels. A quality indicator set for systemic lupus
erythematosus. Arthritis Rheum 2009;61:370–7.

31. Custers T, Klazinga NS, Brown AD. Increasing
performance of health care services within economic
constraints: working towards improved incentive
structures. Z Artz Fortbild Qual Gesundh wes (ZaeFQ)
2007;101:381–8.

32. Brand CA, Ibrahim JE, Cameron PE, et al. Standards
for health care: a necessary but unknown quantity.
Med J Aust 2008;189:257–60.

33. American College of Rheumatology. ACR set of
quality indicators. http://www.rheumatology.org/
practice/qmc/RA.asp (accessed 17 Sept 2009).

34. Stamm TA, Aletaha D, Pflugbeil S, et al. The use of
databases for quality assessment in rheumatoid
arthritis. Clin Exp Rheumatol 2007;25(Suppl 47):S82–5.

35. The METEOR Foundation. What is the METEOR
tool? http://www.meteorfoundation.com/site/pdf/
METEOR-booklet.pdf (accessed 9 Sept 2009).

36. DiaGraphIT AS. Clinical monitoring systems.
GoTreatIt. http://www.diagraphit.com (accessed 9
Sept 2009).

37. Vliet Vlieland TPM. Standards of care in rheumatoid
arthritis. Int J Adv Rheumatol 2008;6:82–8.

38. Harrington JT, Newman ED. Redesigning the care of
rheumatic diseases at the practice and system levels.
Part 1: Practice level process improvement (Redesign
101). Clin Exp Rheumatol 2007;25(Suppl 47):S55–63.

BMJ Careers online re-launches

BMJ Careers online has re-launched to give you an even better online experience. You’ll still find our
online services such as jobs, courses and careers advice, but now they’re even easier to navigate and
quicker to find.

New features include:
c Job alerts – you tell us how often you want to hear from us with either daily or weekly alerts
c Refined keyword searching making it easier to find exactly what you want
c Contextual display – when you search for articles or courses we’ll automatically display job adverts

relevant to your search
c Recruiter logos linked directly to their organisation homepage – find out more about the company

before you apply
c RSS feeds now even easier to set up

Visit careers.bmj.com to find out more.

Editorial

Ann Rheum Dis December 2009 Vol 68 No 12 1799

 on A
pril 24, 2024 by guest. P

rotected by copyright.
http://ard.bm

j.com
/

A
nn R

heum
 D

is: first published as 10.1136/ard.2009.116582 on 12 N
ovem

ber 2009. D
ow

nloaded from
 

http://ard.bmj.com/

