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the rheumatology area, in Colombia. The characteristics of a tele-rheumatology service are

Keywords: described, as well as a more detailed observation of a cohort of patients with rheumatoid

Telemedicine arthritis (RA), in order to identify strengths and improvements.

Rheumatology Methods: A descriptive observational cross-sectional study was conducted on the total pop-

Rheumatoid arthritis ulation of patients who were treated by the tele-rheumatology service in the synchronous

modality for a period of 30 months. As regards the follow-up of patients with RA, all patients
who were treated exclusively by means of synchronous telemedicine for a minimum period
of 6 months with atleast three follow-ups, in which it was possible to calculate the clinimetry
by DAS28 with the use of C reactive protein (CRP) were included. Measures of frequency, cen-
tral tendency and dispersion according to the type of variable will be used for the descriptive
analysis.

Results: Data was collected from 1905 patients during the period between August 2017 and
March 2020. A total of 4864 consultations were made. Non-attendance of 368 (7.85%) consul-
tations was registered. There were 1784 (83%) patients with a definitive diagnosis established
by the rheumatologist. A total of 284 patients (14.9%) were discharged by the rheumatology
service, and 85 (4.46%) were referred for an exclusively face-to-face evaluation. Auxiliary
medical care at the place of origin was provided by a general practitioner in 1749 (91%)
cases. There was no security during the care process as regards the physical examination
in 46 (2.4%) cases. Of the total number of patients, 184 (9.6%) cases came from rural areas
or municipalities far from the place of care. Biological therapies were prescribed in 139
patients, 56 new prescriptions during the 30 months. Of 479 RA patients, 200 met the cri-
teria for follow-up. Of these, according to the activity measured by DAS28 with the use of
ultrasensitive CRP, 54 patients (27%) were found on admission to the program in remission,
23 (11.5%) patients had low activity, 81 (40.5%) patients had moderate activity, and high
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activity was found in 42 (21%) patients. Regarding the start of follow-up, there was a 47%
increase in the number of patients in remission, and in low activity to 19.5%, in contrast
to a reduction of 25% in patients with moderate activity and of 9% in high activity in their
last measurement, possible during monitoring. In the group of 200 patients from long-term
follow-up, biological therapies were used 61 times. Of the 166 patients during follow-up
without biological therapies on admission, these were required in 16%.
Discussion: A detailed follow-up of the patients was carried out in the telemedicine service
in a synchronous way for a period of two and a half years. The low percentage of absences
shows a good adherence to the program. Physical examination, the main reason for medical
care at the remission site, was not without difficulties, in this minority it was necessary to
carry out diagnostic images. It would be important to assess this group of patients where
there are doubts regarding the physical examination, those who have a certain number of
appointments without a definitive diagnosis, or in whom biological or high-cost therapies
would be used should necessarily be referred to face-to-face consultation. In the group of
patients with RA, the percentage of use of biologics is considered high in relation to the
expected standards. This may be for several reasons, such as the high number of patients
with prior use of biological agents, the majority of patients with long-term disease, and diffi-
culties in accessing follow-up by rheumatology, as well as the small number of sero-negative
patients in the study population, and practices related to non-presential medical practice
may overestimate the activity of the disease. In conclusion, telemedicine has great advan-
tages in the care of rheumatology patients, although it requires modifications to improve
these services in favor of patients.
© 2020 Asociacién Colombiana de Reumatologia. Published by Elsevier Espaiia, S.L.U. All
rights reserved.
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Descripcion de un servicio de telerreumatologia en una institucion
colombiana

RESUMEN

Introduccién: Los modelos de atencién en salud fueron por largo tiempo estdticos. Sin
embargo, recientemente se dio un cambio al reconocer que la tecnologia en el drea de infor-
macién y comunicacién podria generar un cambio en favor de los servicios de salud. La
telemedicina ha venido en aumento y su uso se ha extendido a todo el proceso de la aten-
cién en salud. En Colombia esta iniciando su implementacién en el area de la reumatologia.
En el presente escrito se describen las caracteristicas de un servicio de telerreumatologia,
asi como una observacién mas detallada de una cohorte de pacientes con artritis reuma-
toide (AR) atendidos mediante modalidad sincrénica, con el fin de identificar fortalezas y
mejoras.

Métodos: Se realizé un estudio observacional descriptivo de corte transversal de la poblacién
total de pacientes que fueron atendidos en el servicio de telerreumatologia en la modalidad
sincrénica, por un periodo de 30 meses. Para la descripcién del seguimiento de pacientes
con AR se incluy6 a todo paciente atendido exclusivamente mediante telemedicina por un
periodo minimo de 6 meses, con al menos 3 seguimientos en los que fue posible el calculo
de la clinimetria mediante DAS28 con uso de proteina C reactiva (PCR). Para el andlisis
descriptivo se usaron medidas de frecuencia, tendencia central y dispersién segun el tipo
de variable.

Resultados: Durante el periodo comprendido entre agosto del 2017 y marzo del 2020 fueron
recolectados los datos de 1905 pacientes. Se realiz6 un total de 4864 consultas. Se registrd
una inasistencia de 368 consultas (7,85%). Los pacientes con un diagnéstico definitivo por
parte del reumatélogo fueron 1784 (83%). Se dio alta por el servicio de reumatologia a 284
pacientes (14,9%) y se remitieron para valoracién exclusivamente presencial a 85 (4,46%).
La atencién médica auxiliar en el lugar de origen fue facilitada por médico general en 1749
casos (91%). Durante el proceso de atencién sucedié que no habia seguridad respecto al
examen fisico en 46 casos (2,4%). Del total de pacientes, 184 (9,6%) provenian de dreas rurales
o municipios lejanos al lugar de atencién. Las terapias bioldgicas se formularon en 139
pacientes, 56 nuevas formulaciones durante los 30 meses. De 479 pacientes con AR, 200
cumplian los criterios para el seguimiento. De estos, segin la actividad medida por das28
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con uso de PCR ultrasensible, se encontraron al ingreso al programa en remisién 54 pacientes
(27%); baja actividad, 23 pacientes (11,5%); moderada actividad, 81 pacientes (40,5%) y alta
actividad, 42 pacientes (21%). Respecto al inicio del seguimiento se encontré un aumento
en el niimero de pacientes en remisién a 47% y baja actividad a 19,5%, en contraste con una
reduccién de pacientes con moderada actividad a 25% y de alta actividad a 9% en su Ultima
medicién posible durante el seguimiento. En el grupo de 200 pacientes del seguimiento a
largo plazo las terapias bioldgicas se usaron en 61 ocasiones. De los 166 pacientes durante
el seguimiento sin terapias biolégicas al ingreso, estas fueron requeridas en el 16%.

Discusién: Durante un periodo de dos anos y medio se llev6 un detallado seguimiento de
los pacientes en el servicio de telemedicina en modo sincrénico. Llama la atencién el bajo
porcentaje de inasistencias, lo que puede representar una buena adherencia al programa.
El examen fisico, razén principal para la atencién médica en el sitio de remisién, no estuvo
exento de dificultades. Esta minoria obligd a la realizacién de imégenes diagndsticas. Seria
importante valorar si este grupo de pacientes, sobre los cuales hay dudas respecto al exa-
men fisico, quienes llevan un nimero de citas sin diagnéstico definitivo o en quienes se
usarian terapias biolégicas o de alto costo, deberia necesariamente ser referido a consulta
presencial. En el grupo de pacientes con AR, el porcentaje de uso de bioldgicos se consid-
era elevado en relacién con los estdndares esperados, aunque el nimero de formulaciones,
sin incluir los pacientes previamente formulados con biolégicos, es bajo. Esto puede tener
varias explicaciones, como el alto nimero de pacientes con uso previo de biolégicos, la
mayoria de los pacientes con enfermedad de larga evolucién y dificultades para el acceso al
seguimiento por reumatologia, el escaso nimero de pacientes seronegativos y las practicas
propias del ejercicio médico no presencial que pueden sobreestimar la actividad de la enfer-
medad. En conclusién, la telemedicina tiene grandes ventajas en la atencién de pacientes
reumatoldgicos, aunque requiere modificaciones para la mejoria de estos servicios en favor

de los pacientes.

© 2020 Asociacién Colombiana de Reumatologia. Publicado por Elsevier Espaiia, S.L.U.

Todos los derechos reservados.

Introduction

The health care needs of the populations have changed over
time. The development of new technologies and new scien-
tific knowledge of each pathology triggered an increase in the
prevalence of chronic diseases and then, a greater demand
for better opportunities for specialized care, greater consump-
tion of human and consequently, economic resources. All this
in the global context of economic and health care inequality,
more marked in rural areas, a problem that exists in devel-
oped countries such as Australia’ and is more noticeable in
countries such as Colombia and in general in Latin America.’

The health care models were static for a long time. How-
ever, a change recently occurred when it was recognized that
technology in the area of information and communication
could generate a change in favor of health services that allows
the creation of telemedicine services in different fields of med-
ical care, including the entire health-disease process. These
services make possible not only the improvement at the qual-
itative level, but also at the quantitative, with greater efficiency
and opportunity.

Specifically in the clinical area, telemedicine has been use-
fulin the diagnosis, treatment, follow-up and rehabilitation of
patients. In other words, in almost the entire care process.>

Telemedicine is defined internationally as the use of com-
munication technologies for the provision of health services.*
The advantages of this type of service are, among others, that

it limits the use of hospital visits, allows care in remote or
rural areas, facilitates access to specialized care, enables more
timely care, reduces time and stress of traveling, lowers travel
expenses and reduces costs for insurers and for the system.>”

The disadvantages include costs, technology development
and maintenance; the absence of physical examination in
some cases; the depersonalization of the medical act, espe-
cially when there is no doctor in the place of origin; the
management and privacy of the patients and their data; the
acceptability of patients and health professionals, who also
require a cultural change and new training in these technolo-
gies.

In Colombia, telemedicine has been used for more than
one decade® in different areas such as, for example, radi-
ology, in which it has shown both benefits in care and
economic advantages. Among the different telemedicine pro-
grams implemented in the country stand out those carried
out by the University of Cauca and the National University of
Colombia, which include educational and assistential activi-
ties aimed at remote areas of the national territory such as
Leticia, San Andrés Islands, Arauca and Chocé.

Despite decades of development of
telemedicine in Colombia, we face great limitations, such
as the still low acceptance for the expansion of the services
due to the generation of initial costs and the difficult access
to technology in very remote areas. All this contrasts with
the increase in life expectancy and chronic diseases, the

almost two
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population growth, the greater health coverage,’ the concen-
tration of human talent in large cities, as well as the poor
implementation in cities where there are human resources
and only economic performance is sought.

According to the needs of the country in this matter, efforts
have been made aimed at its regulation, by Law 1448 of 2006
in the case of habilitation and Law 1419 of 2010 for its devel-
opment. The latter defines telemedicine as the «provision of
health services from a distance in the components of pro-
motion, prevention, diagnosis, treatment and rehabilitation,
by health care professionals who use information and com-
munication technologies, which allow them to exchange data
with the purpose of facilitating the access and opportunity in
the provision of services to the populations with limited sup-
ply, access to the services or both in their geographic area»,
governed by basic principles of health care such as efficiency,
universality, solidarity, integrality, unity and participation, in
the terms defined by Article 2 of Law 100 of 1993.

From the technical point of view, there are several modali-
ties of telemedicine: synchronous, asynchronous and remote
monitoring. The synchronous modality uses real time com-
munication between the two locations, including systems
of audio, video or both, and the physician and the patient
see each other simultaneously. The asynchronous modality,
which is the most recognized, the eConsult, is based on the
strategy of real-time messaging between the parties. Finally,
remote medical monitoring is based on the submission of data
by the patient to a database for subsequent review, as for
example applications for monitoring symptoms or telephone
answering systems.>1011

Specifically in the area of rheumatology, in Colombia, as
in the rest of the world, telemedicine is on the rise. In addi-
tion, the current COVID-19 pandemic, in which it is sought to
maintain social distancing, has made it become an imperious
need. Adult or pediatric tele-rheumatology are special due to
certain characteristics of the patients and their pathologies
that generate impact on mobility and independence related
or not to pain, and therefore limit the displacement to larger
cities where the human talent is concentrated.'?

If the models established in the provision of medical ser-
vices are taken into account, one of the concerns is the
acceptance by patients of the change to telemedicine, despite
being more accessible in many cases. In this regard, a Colom-
bian study measured the degree of satisfaction of some
patients who used the telemedicine service in an area near
Bogotd, through the synchronous modality and patient moni-
toring, and the researchers found that 75% of the respondents
considered that the service was equal to or better than the con-
ventional, 80% were satisfied or very satisfied, and 63% would
use the service again. As additional data, 90% of patients
considered that the doctor showed more interest in them,
compared with the usual medical appointments, and 93% sus-
tained that communication was not difficult.® In the specific
area of rheumatology, the satisfaction was measured in a rural
population of Australia, and it was found that 90% of the
patients considered that telemedicine is a satisfactory method
for health care. Of these patients, almost 70% totally disagreed
with switching from telemedicine to a conventional method
in which they had to travel.’®> These results were similar to
those of other countries.'®”

Not only the acceptance by patients is important, but
these alternatives must show to be effective in resolving the
health problem. Two systematic reviews tried to summarize
the data in the literature until 2017 in the area of rheuma-
tology, and found that the populations studied were highly
variable with respect to telemedicine modalities; the purpose
was mostly for follow-up and the majority had a significant
level of bias.’®1? Even so, are more the studies that show to
be effective in the diagnosis and follow-up of inflammatory
pathologies, specifically in rheumatoid arthritis, which makes
telemedicine an acceptable model of health care in rheuma-
tologic pathology.

This descriptive study seeks to show the characteristics
of one of the largest telerheumatology services in the coun-
try regarding its operation and population, as well as a more
detailed observation of a cohort of patients with rheumatoid
arthritis (RA), followed-up exclusively by telemedicine, also in
order to identify strengths and improvements.

Methods

A descriptive observational cross-sectional study was con-
ducted on the total population of patients who were treated
by the tele-rheumatology service in the synchronous modality
in the different cities, during a period of 30 months, starting
in August 2017 and ending in March 2020, in an institution
of fourth level of care in the city of Bogota as the place of
reception. In addition, a descriptive follow-up of a cohort of
rheumatoid arthritis patients that met the inclusion criteria
was carried out.

The main objective was to determine the characteristics of
the population and the operation of the service of rheumato-
logic telemedicine in the Clinica Universitaria Colombia. The
specific objectives were to describe the use of biological ther-
apies in the population, as well as the behavior of a cohort of
patients with a diagnosis of RA with respect to the change in
disease activity, in addition to describing the characteristics
of this population.

All patients over 18 years of age who attended the
telemedicine consultation of rheumatology during the study
period were included for the description of the total popu-
lation. All patients treated exclusively through the modality
of synchronous telemedicine, for a minimum period of six
months and with at least three follow-ups in which it was
possible to calculate clinimetry by means of DAS28 using the C
reactive protein (CRP) were taken into account for the descrip-
tion of the follow-up of patients with RA. This protein was
chosen over the follow-up with the erythrocyte sedimentation
rate, since it was found with less frequency in the history.

The entire interrogatory and the analysis of the results of
paraclinical tests were carried out by the medical specialist
at the reception site, taking into account the model of syn-
chronous medical care. Authorized and duly secure channels
are available for care, according to the legal provision for a
telemedicine office enabled for sending diagnostic images or
clinical photographs, with the authorization of the patient in
the consultation. The primary role of the physician at the
referral site is the physical examination. Due to its special
importance in rheumatology, and even more in the realiza-
tion of clinimetry, the professional has received training and
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Fig. 1 - Functioning scheme of synchronous telemedicine Clinica Universitaria Colombia.

has minimal knowledge for carrying out the exam. In this
regard, most of the supporting physicians are general prac-
titioners in charge of the program of rheumatoid arthritis in
their respective city, accompanied by rheumatologists.

Data were obtained from medical records, retrospectively
or prospectively, depending on the case. This was done
with prior authorization from the ethics committee and the
research unit of the Sanitas University Foundation, where data
protection is specifically contemplated. All patients, by legal
provision, signed consent for the provision of medical care
through the modality of synchronous telemedicine.

It will be taken the universe of the patients who attend the
rheumatology service by telemedicine during the period of 30
months. Sampling will be non-probabilistic for convenience.

Measures of frequency, central tendency and dispersion
will be used for the descriptive analysis, according to the type
of variable. The statistical analysis of the data will be per-
formed using the Statistical Package for the Social Sciences
(SPSS-15).

Results

During the period between August 2017 and March 2020, data
of 1905 patients seen under the modality of synchronous
medicine were collected. Of the patients, 1645 were women
(86.3%) and 260 men (13.7%). The average age was 51 years.
The model of care is explained in Fig. 1. In this process, the
medical specialist is on charge of the entire care, except for
the physical examination, as mentioned previously.

In these 30 months, a total of 4864 consultations were made
and a non-attendance of 368 consultations was registered
(7.85%).

The patients with a definitive diagnosis established by the
rheumatologist were 1784 (83%) and the remaining 121 con-
tinue under study (17%). Of the latter, 74 patients (61%) were
seen only on one occasion, 25 patients (21%) on two occasions,
12 patients (10%) on three occasions, and the remaining 10
were seen on more occasions.

284 patients (14.9%) were discharged from the rheumatol-
ogy service and 85 (4.46%) were referred for an exclusively face

600 558

500

400

377
316
300 281
200
100
0

Ibagué Manizales Villavicencio Armenia

Number of patients

226
I 147

Popayan Cartagena

Fig. 2 - Distribution of patients by cities.

to face evaluation, the vast majority due to the complexity of
the pathologies or because of hearing difficulties. In addition,
it should be mentioned that the patients with initial evalu-
ation by telemedicine in the city of Villavicencio, and with
a diagnosis of rheumatoid arthritis (RA), were discharged by
telemedicine for administrative reasons, which required med-
ical consultations in Bogotd, and were not counted as egresses
or referrals.

The auxiliary medical care in the place of origin was pro-
vided by a general practitioner in 1749 cases (91%), a family
physician in 138 cases (7%) and an internist in the remaining
19 cases (2%).

During the care process, there was no certainty regarding
the physical examination in 46 cases (2.4%). Consequently, the
following aids were requested to solve the problem: 23 patients
with magnetic resonance imaging of the hands, 14 patients
with joint ultrasound (the majority of the knee), referral to
dermatology in 5 patients (determination of the presence of
scleroderma, 2 of them required biopsy) and referral to face-
to-face rheumatology in 4 cases.

The place of the consultation is discriminated in Fig. 2. Of
the total number of patients, 184 (9.6%) came from rural areas
or municipalities far from the place of care; the majority of
consultations were made in intermediate cities.
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The most frequent main diagnoses were: RA in 479 patients
(25%), osteoarthritis in 264 patients (13.8%), joint pain in 201
patients (10.5%), myalgia in 196 patients (10.2%; including
diagnosis of fibromyalgia M797) and systemic lupus erythe-
matosus in 172 patients (9%). The summary of the diagnoses
is presented in Fig. 3. In Fig. 4, these diagnoses are shown
according to the number of consultations, over a total of 4864.

As shown in the graphic representations, the largest num-
ber of patients, and therefore of consultations, corresponds
to patients with RA. This group is discriminated in Fig. 5, in
which the number of consultations is related to the number
of patients.

A separate analysis regarding the use of special thera-
pies was conducted. In the city of Cartagena, gamma globulin
was used for refractory dermatomyositis in one patient, with
a good response. Cyclophosphamide in monthly or semi-
monthly pulses was required in 15 patients, mostly for the
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Fig. 6 — Use of biological therapy according to pathology. In
boxes, the number of patients. Ust (ustekinumab), IL-17i
(IL-17 inhibitors), TNFi (tumor necrosis factor inhibitors),
Tof (tofacitiniv), Aba (abatacept), Tc (tocilizumab), RTX
(rituximab), RA (theumatoid arthritis), PsA (psoriatic
arthritis), SpA (spondyloarthropathies).

management of lupus nephritis. Biological therapies were pre-
scribed in 139 patients, 83 (60%) were reformulations prior
to entering the telemedicine program and 56 corresponded
to new formulations during the 30 months. In this period, 7
biological therapies were withdrawn.

Of the 478 patients seen with RA, 87 used biological therapy
(18%; including patients with synthetics of specific target). Of
these patients, 59 (68%) were reformulations and 28 (32%) were
new prescriptions. Therefore, of the 419 patients who were
admitted without biological agents, 6.6% were prescribed.

In other diagnoses, such as psoriatic arthritis, biological
therapies were used in 27% of patients (77% reformulations
in 10 patients) and in spondyloarthropathies (SpA, includ-
ing ankylosing spondylitis and non-radiographic spondy-
loarthropathy) in 38% (42% reformulations in nine patients).
The distribution of the use of biological therapy by drug is
presented in Fig. 6.

Regarding the analysis of the cohort of patients with RA
during these 30 months of study, a total of 479 patients were
obtained, and of them, 200 met the criteria for follow-up. The
data of these groups of patients are presented in Table 1.

According to the activity measured by DAS28 with the use
of ultrasensitive CRP, on admission, of these 200 patients, 54
(27%) were found in remission (DAS28 CRP < 2.6), 23 (11.5%)
with low activity (DAS28 PCR 2.6-<3.2), 81 (40.5%) with moder-
ate activity (DAS28 CRP 3.2-5.1), and 42 (21%) with high activity
(DAS28 CRP > 5.1). The evolution of these patients in their sub-
sequent follow-ups is shown in Figs. 7-11. It is only taken into
account until the evaluation number 7, since the subsequent
number of patients is low: 7 patients with 8 evaluations, 5
patients with 9 evaluations and 2 with 10 evaluations by DAS28
CRP.

The data related between the number of controls and the
possibility of performing clinimetry are found in Table 2, in
which it can be evidenced that there are a large number of
visits in which control by DAS28 CRP was not possible. A total
of 1587 consultations were made in the 479 patients, for a total
of 1220 estimations. Therefore, only 77% were made and 367
medical assessments were not accomplished.
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Table 1 - Characteristics of the RA populations, total of
patients and follow-up group.

Total RA Patients
patients followed-up
(n=479) (n =200)
Women (%) 420 (87.6%) 180 (90%)
Age in years (SD) 53.2 (14.4) 53.1(13.8)
Immunological profile (%)
Seronegative 40 (8.3%) 16 (8%)
RA test + citrulline- 212 (44.2%) 9 (4.5%)
RA test- citrulline+ 11 (2.3%) 5 (2.5%)
RA test + citrulline+ 20 (4.1%) 108 (54%)
RA test + citrulline unknown 141 (29.4%) 59 (29.5%)
RA test unknown citrulline + 1(0.2%) 0

RA test and citrulline unknown 54 (11.2%) 3 (1.5%)
Time of disease

0-5 years 149 (31.1%) 54 (27%)

5-10 years 95 (19.8%) 53 (26.5%)

10—15 years 53 (11%) 30 (15%)

15-20 years 31 (6.4%) 16 (8%)

More than 20 years 151 (31%) 47 (23.5%)

Functionality measured by HAQ

0-0.49 103 (51.5%)
0.5-0.99 29 (14.5%)
1-1.49 24 (12%)
1.5-1.99 15 (7.5%)

2 or more 16 (8%)

Not registered 13 (6.5%)
Referral to face to face rheumatology 38 (7.9%) 12 (6%)
Rural or remote area 52 (10.8%) 20 (10%)

Number of consultations
1 consultation
2 consultations
3 consultations
More than 3

143 (29.8%)
95 (19.8%)
64 (13.3%)
177 (36.9%)

35 (17.5%)
165 (82.5%)

7.00

6.00

5.00
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Fig. 7 - Evolution of groups by activity at admission. Data
table with mean DAS28 values (standard deviation).

Regarding the start of the follow-up, it was found an
increase in the number of patients in remission to 47% and
with low activity to 19.5%, in contrast with a reduction of
patients with moderate activity to 25% and with high activity
to 9% in the last measurement possible during the follow-up
(Fig. 11).

The follow-up time of the patients is variable due to the
difference in the number of evaluations. The patients with
3 evaluations were followed-up on average 43.5 weeks; those
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Fig. 8 - Number of patients according to activity in different
measurements.
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Fig. 10 - Behavior of the patients at admission, high activity
(n = 42).

with 4 evaluations, 58.7 weeks; with 5 evaluations, 81 weeks;
with 6 evaluations, 94 weeks; with 7 evaluations, 101 weeks;
and with more than 7 evaluations, 110 weeks.

In the group of 200 patients in long-term follow-up, biolog-
ical therapies were used on 61 occasions (30%). Of them, 34
patients (56%) were receiving biologic agents when they were
admitted to the telemedicine program and 27 (44%) were new
prescriptions. Of the 166 patients without biological therapies
on admission, these therapies were required in 16% during
follow-up.



Table 2 - Number of clinimetries by DAS28 CRP, according to the number of evaluations.

Evaluations 1 2 3 4 5 6 7 8 9 >10 Total
Patients 143 95 64 59 32 20 26 20 8 12 479
Clinimetry 88 137 153 193 160 98 140 120 43 88 1220
Clini/Patient 0.62 1.44 2.39 3.27 5.00 4.90 5.38 6.00 5.38 7.33 2.55
% without DAS28 38.5 27.9 20.3 18.2 0.0 18.3 23.1 25.0 40.3 26.7 23.0

Clini/patient: clinimetries per patient.
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Discussion

During a period of two and a half years, a detailed follow-up
of the patients in the telemedicine service was carried out
in synchronous mode. A large number of patients were cap-
tured, showing the great variety of pathologies, inflammatory
and non-inflammatory, which are representative of the entire
diagnostic spectrum of the rheumatology specialty.

The origin of the patients was mostly from the city of
Ibagué, since the program was initially implemented there.
The low percentage of non-attendance draws attention, which
could represent a good adherence to the program by the
population studied. Unfortunately, we do not have data
of non-attendance from face-to-face programs to make a
comparison.

The usefulness of this model of care includes a group of
184 patients, which, although it is a minority, resides in rural
municipalities or far from the center of care, thus avoiding
long displacements to the big cities of the country.

The physical examination, which is the main reason for
medical attention at the referral site, was not exempt from
difficulties. In this minority it forced to perform diagnostic
images such as magnetic resonances in 23 patients. It would
be important to assess whether this group of patients in which
there are doubts regarding the physical examination (2.4%
of the total), as well as those who have a certain number of
appointments without a definitive diagnosis, 22 patients with
3 or more appointments (1.5% of the total), should necessar-
ily be referred to face-to-face consultation, takinginto account
the difficulties to travel and the lack of human talent in certain
regions of the country.

The use of biological therapies considered of high costis an
important factor to be analyzed: 39 patients required the use
of biologics without previous formulations in the three most
important pathologies (RA, SpA, PsA), which represents 2% of
the total population. It is proposed as part of the improve-
ments to see this group of patients also in person prior to the
start of biologics, provided that their referral does not delay
the start of the treatments and therefore does not lead to the
deterioration of the patient or the appearance of complica-
tions. In the group of patients with RA in whom the follow-up
analysis was done (200 patients), the percentage of use of

biologic agents is considered a little bit high in relation to the
expected standards. This could have many explanations, such
as the high number of patients with biologic agents before
entering the program; the high proportion of patients with
long-standing disease and the difficulties to access the follow-
up by rheumatology before entering telemedicine; the high
number of seropositive patients and therefore with factors of
poor prognosis; and practices characteristic of non-face-to-
face medical practice that can overestimate disease activity
as some symptoms cannot be differentiated from secular or
non-inflammatory medical conditions, a situation that occurs
in face-to-face specialized consultation and is also a major
diagnostic challenge.

Regarding the group of patients with RA (479 individuals),
half of them were evaluated only once or twice, largely because
many of them are referred to face-to-face consultations or
their admission to the program was close to the cut of follow-
up. In a third (33%) of the follow-ups, clinimetry by DAS28 was
not possible due to the lack of recent laboratory tests of atleast
two previous months.

For the follow-up of patients with RA and their behav-
ior in telemedicine, those who had at least 6 months
with 3 clinimetries were selected. This occurred in 200
patients, of whom 60% had no control of their disease
upon admission, because it was in moderate or high
activity.

It was observed that the groups of patients in remission and
low activity at admission remained in this group of activity
throughout the observation, and due to the effect of medical
control, there was a significant reduction in the number of
patients with moderate activity by 39% and with high activity
by 57%, at the end of the observed period.

The foregoing shows that telemedicine services can be
efficient and effective in the care of the rheumatologic pop-
ulation, ensuring that the entire spectrum of the disease is
treated, in addition to improving the access to healthcare
of high level of complexity. To those to whom the service is
offered, this is a reason for review and control, preventing it
for being used for purely economic purposes, since as it is rec-
ognized, telemedicine will not replace face-to-face care, even
if it is carried out with all the legal conditions and habilita-
tions that imply no affectation of the quality of care. Likewise,
there is evidence that allows making recommendations for
the improvement of these services, focusing on the groups in
which an early referral to face-to-face consultation is made in
a timely manner

In a group of patients which is very representative of the
specialty of rheumatology, such as that made up of those who
suffer from rheumatoid arthritis (RA), it is shown that care by
this synchronous method, added to a medical examiner with
basic experience and a minimum of training can improve the
condition of patients, allowing them to continue to control
their disease and reducing the number of cases of moderate
and high activity.

Among the limitations of the study is the possibility of
information and observation bias, taking into account that the
data were taken with the knowledge that an assessment of the
service and its care model by the staff of the place of emission
and reception was being carried out.
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Conclusion

Telemedicine is a tool generated by the need to cover health
services with greater impact in remote places, or where there
is no human resource. It has advantages and disadvantages,
but in general when is well applied it has shown significant
potential to improve these health and even economic and
social indices. It was shown a cohort of patients with results
in favor of this technique in our service. It is recommended
to implement it in appropriate cases, such as when local
specialized human resources for health care are insufficient
or not available; that patients cannot move due to physi-
cal, economic, or even cultural limitations; and that a good
technical-scientific application, data care, patient privacy and
no deterioration of the working conditions of health personnel
can be ensured.
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