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Abstract
To develop Best Practice Guidelines (BPG) for the use of Telehealth in Rheumatology in the Arab region, to identify the 
main barriers and facilitators of telehealth, and to provide rheumatologists with a practical toolkit for the implementation of 
telehealth. Guidelines were drafted by a core steering committee from the Arab League of Associations for Rheumatology 
(ArLAR) after performing a literature search. A multidisciplinary task force (TF), including 18 rheumatologists, 2 patients, 
and 2 regulators from 15 Arab countries, assessed the BPG using 3 rounds of anonymous online voting by modified Delphi 
process. The statements were included in the final BPG without further voting if ≥ 80% of TF members indicated high agree-
ment. The voting on barriers and facilitators was performed through one voting round. The toolkit was developed based on 
available literature and discussions during the Delphi rounds. Four General Principles and twelve Statements were formu-
lated. A teleconsultation was specifically defined for the purpose of these guidelines. The concept of choice in telehealth was 
highlighted, emphasizing patient confidentiality, medical information security, rheumatologist's clinical judgment, and local 
jurisdictional regulations. The top barrier for telehealth was the concern about the quality of care. The toolkit emphasized 
technical aspects of teleconsultation and proposed a triage system. The ArLAR BPG provide rheumatologists with a series 
of strategies about the most reliable, productive, and rational approaches to apply telehealth.
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Introduction

Telehealth services were projected to light with the emer-
gence of the Coronavirus Disease 19 (COVID-19) pandemic 
in 2020, as the demand for telehealth largely exceeded the 
supply [1–3]. Even though this high demand may decline 
once the pandemic has ended, the need for telehealth ser-
vices will most likely persist in the future.

The clinical applications of telehealth are diverse. It is 
currently available in various settings, including emergency 
departments, inpatient hospital wards, intensive care units, 
and pharmacies [4]. In addition, significant advancements in 
technology have established telehealth as a feasible option 
for managing patients with rheumatic diseases. Studies indi-
cate how the use of telerheumatology in certain settings has 
successfully increased patient access to specialty care, with 
good patient and provider satisfaction [5, 6].
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Surveys were conducted by the Arab League of Associa-
tions for Rheumatology (ArLAR) to study the impact of the 
COVID-19 pandemic on patients with chronic rheumatic 
diseases and on rheumatologists in 16 Arab countries. These 
surveys identified telehealth as a significant unmet need in 
patient management [3, 7]. The successful implementation 
of telehealth can assist rheumatologists in providing continu-
ity of care for patients who face obstacles that restrict their 
access to in-person treatment. However, the lack of a struc-
tural framework for telerheumatology has been identified as 
a barrier to the effective implementation of telehealth in the 
rheumatology clinic [8]. Best Practice Guidelines (BPG) for 
telerheumatology can provide the necessary framework to 
facilitate teleconsultation as they add credibility, standardize 
approaches, decrease liability and facilitate reimbursement 
of this novel health service [9]. Nevertheless, BPG for per-
forming telehealth services in rheumatology (and practical 
advice for their implementation) are lacking.

The primary objective of this study was to develop BPG 
for the use of Telehealth In RheumatOLogy (TIROL study) 
in the Arab region. The secondary objectives were to iden-
tify the main barriers to telehealth and the key facilitators of 
telehealth in the ArLAR countries, and to provide rheuma-
tologists with a practical toolkit for the implementation of 
telehealth services in the rheumatology clinic.

Methods

The BPG were developed under the umbrella of the ArLAR, 
in line with the Appraisal of Guidelines for REsearch & 
Evaluation (AGREE II) instrument [10]. A core steering 
committee (SC), comprising of seven authors, performed 
a computerized literature search of four sources that were 

available in the central study site (PubMED, American 
College of Rheumatology (ACR), American Telemedicine 
Association, and World Health Organization websites) to 
identify available guidelines and studies using keywords 
“telerheumatology”, “telemedicine” and “guidelines”. The 
literature search was conducted in November 2020, covered 
articles published in the English language, between 2001 
and 2020, and identified 1494 potentially eligible studies 
(Fig. 1). Of these, 50 relevant articles were included. Infor-
mation from these articles provided guidance in formulating 
the guideline statements. Based on the available published 
rheumatology guidelines (as well as those in other special-
ties), general principles (GP) and best practice statements 
(BPS) were drafted by two authors (NZ and MD).

Four GPs and 12 BPS were formulated; levels of evidence 
were indicated according to the Oxford Centre for Evidence-
Based Medicine [11]. The draft was validated by the core 
SC and reviewed and edited by the ArLAR scientific com-
mittee, a law firm advisor, and an ACR telemedicine expert. 
Thereafter, a multidisciplinary task force (TF) (representing 
16 Arab countries) comprising of 18 rheumatologists (16 
from the Arab Adult Arthritis Awareness (AAAA) group, 
a special interest group from ArLAR and two ArLAR advi-
sors), two patients with rheumatic diseases), two regulators/
payers (one from the public sector and the other from the pri-
vate sector) convened online to assess the BPG using three 
rounds of voting by a modified Delphi process (www. calib 
rum. com) (Fig. 1).

The levels of evidence and the decision rules were 
explained to the TF during a briefing meeting 2 weeks prior 
to the first round of voting. Taskforce members reported 
their level of agreement during each round of voting using 
a numerical rating scale:one (complete disagreement) to 
nine (complete agreement). Participants were able to give 

Fig. 1  Study flowchart

http://www.calibrum.com
http://www.calibrum.com
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qualitative comments. Revisions to the GP and BPS were 
made by the SC through an iterative process until consen-
sus was reached. The criteria for moving from one Delphi 
round to another, and for selecting the final statement, were 
guided by the OMERACT recommendations [12]. GP and 
BPS were included in the final BPG without further voting 
if ≥ 80% of TF members indicated high agreement (7–9). 
All GP and BPS that scored ≥ 50% high agreement (7–9) 
and ≤ 15% low agreement (1–3) and all items that required 
rephrasing were included in the next round of voting. The 
criteria to select a GP and BPS in the final round were ≥ 70% 
high agreement (7–9) and ≤ 15% low agreement (1–3). All 
of the 22 TF members participated in each of the 3 rounds 
of voting. All votes were anonymous and weighted equally.

Information from the literature review supported the SC 
in identifying the main physician and patient-related barri-
ers to telehealth and the key facilitators. These items were 
adapted to the Arab region and formulated into short state-
ments. Before evaluating the BPG, TF members were asked 
to rank the barriers and facilitators of telerheumatology in 
the Arab region from one (most important barrier or facilita-
tor) to five (least important barrier or facilitator). One round 
of anonymous voting on barriers and facilitators was con-
ducted through the Surveylet platform.

Based on the literature review and discussions with the 
TF during the voting rounds, the SC proposed a practical 
toolkit for the possible implementation of telehealth services 
in the rheumatology clinic.

Results

The final BPG are presented in Table 1, with the accom-
panying level of evidence (LoE), consensus, and agree-
ment (LoA) for each round of voting. All GP and BPS 
reached ≥ 80% consensus by the end of the third round (Sup-
plementary Table 1).

General principles

General principle A: definition of a teleconsultation (LoE 5; 
LoA 8.14; Consensus 100%)

Adapted from the American Telemedicine Association’s 
definition of “telemedicine” [4, 12, 13] the definition of a 
teleconsultation was established specifically for these guide-
lines as: “A rheumatology teleconsultation is a synchronous 
exchange of medical information between a patient and a 
rheumatologist via audio or audiovisual electronic com-
munication, to improve the patient's health status”, where 
“medical information” includes medical history, physical 
exam, review of test results and the final prescription and 

“synchronous” refers to a real-time exchange between the 
patient and the physician via video, audio or text [14].

The TF is aware that the definition of teleconsultation 
may vary in each country. Notably, teleconsultation is dif-
ferentiated from e-consultation, which is an exchange of 
medical information between two healthcare providers via 
electronic audiovisual communication to improve a patient's 
health status. Therefore, e-consultations are not within the 
scope of the current BPG.

General principle B: access and continuity of care (LoE 3; 
LoA 8.41; Consensus 100%)

Telehealth may improve the  access and  continuity of  care 
for patients with rheumatic diseases who are home‑bound, 
live in remote areas or under‑served communities, or who 
need to adhere to social distancing restrictions This prin-
ciple is supported by the ACR Position statement on tele-
medicine [15] and is especially true in the era of COVID-19. 
Studies have shown that measures related to the contain-
ment of the COVID-19 pandemic, like national lockdowns 
and social distancing restrictions, led to a perceived delay 
between symptom onset and a first rheumatological visit 
[2]. Several international surveys also found that, during the 
COVID-19 pandemic, 10% to 25% of patients with rheu-
matic diseases stopped their chronic medication, thus com-
promising the treat-to-target strategies. This emphasizes the 
need for an alternative to in-clinic visits [1–3, 16].

This principle is also supported by the results from a sur-
vey conducted with 75 rheumatologists in the Netherlands 
during the COVID-19 pandemic, which found that conti-
nuity of care was guaranteed through telephone and video 
consultations by 99% and 9% of the respondents, respec-
tively [17]. Another survey conducted with 426 established 
patients and 74 physicians found that virtual video visits 
(VVVs) were vastly preferred to office visits by patients for 
convenience and travel time, while the majority (52.5%) of 
clinicians reported higher efficiency of a VVV appointment 
[18].

General principle C: Improving disease outcomes (LoE 2; 
LoA 7.86; Consensus 86.36%)

Telehealth can help some patients adhere to  the  manage‑
ment plan, and  this is  likely to  improve disease outcomes 
in some selected disease states Using a proper triage sys-
tem for telehealth in rheumatology, early detection and early 
referral may improve disease outcomes, especially in dis-
eases like rheumatoid arthritis (RA) where there is a limited 
window of opportunity for early management. By facilitat-
ing the application of the treat-to-target strategy in RA and 
other chronic diseases (e.g., gout), telehealth is likely to 
support adherence to therapy and maintaining treatment tar-
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Table 1  General principles and best practice guidelines statements for telehealth in rheumatology

* LoE: Level of Evidence according to the Oxford Centre for Evidence-Based Medicine
** Consensus: % of votes with a score from 7 to 9
*** LoA: Level of agreement from 1 to 9, with 9 being the highest agreement
‡ Exchange of medical information includes medical history, physical exam, review of test results and final prescription

LoE* Consensus**
(%)

LoA***
Mean (SD)

General principles
 A Definition of a teleconsultation A rheumatology teleconsultation is a synchronous exchange of medical 

information‡ between a patient and a rheumatologist via audio or audio-
visual electronic communication, to improve the patient's health status

5 100 8.14 (0.77)

 B Access and Continuity of Care Telehealth may improve the access and continuity of care for patients 
with rheumatic diseases who are home-bound, live in remote areas or 
under-served communities, or who need to adhere to social distancing 
restrictions

3 100 8.41 (0.80)

 C Improving disease outcomes Telehealth can help some patients adhere to the management plan, and this 
is likely to improve disease outcomes in some selected disease states

2 86.36 7.86 (1.21)

 D Quality of medical care Rheumatologists need to use professional experience and judgment to 
assess whether telehealth is suitable in each situation

5 95.45 8.14 (O.89)

Best Practice Statements
 1 Informed consent Before the teleconsultation visit, an informed consent should be obtained 

from the patient, in writing or verbally; it should include an explanation, 
in a simple language, of the benefits and risks of telehealth encounters, as 
well as the conditions under which telehealth services may be terminated 
and a referral made to in-person care

5 90.91 7.86 (1.28)

 2 Confidentiality The use of telehealth services must ensure the patient's information security 
and confidentiality

5 100 8.82 (0.50)

 3 Documentation The provision of telehealth services should be well documented in the 
patient's file, similarly to any in-person medical visit. The decision 
to assess the patient remotely should be justified and recorded in the 
patient's file

5 100 8.77 (0.43)

 4 Shared decision and choice The choice of using telehealth services should be based on a shared deci-
sion between the patient and the physician. Patients should have a choice 
of their provider of medical teleconsultation

5 100 8.36 (0.73)

 5 Patient's physical examination Some parts of the physical exam might be performed remotely, e.g., 
inspection and evaluation of the range of motion. The patient should 
be instructed on how to be prepared for a remote physical exam, using 
appropriate educational material

2 90.91 7.77 (1.02)

 6 Patient-reported outcomes In some chronic rheumatic diseases, the use of patient-reported outcomes 
by means of self-completed questionnaires adapted for telehealth can help 
the physician make informed clinical decisions and improve the quality 
of care

3 100 7.73 (0.77)

 7 Safe Prescription The prescription should be transmitted in a safe and confidential manner to 
the patient with a particular attention to avoiding abuse (of opioids and 
narcotics' prescriptions in particular)

5 95.45 8.05 (0.90)

 8 Fees and reimbursement The teleconsultation is subject to medical fees and reimbursement similar 
to an in-person visit. Fees should be set before the teleconsultation

5 100 8.45 (0.60)

 9 Ethical considerations Telehealth practice should conform to the same professional ethics that 
govern in-person care and comply with local jurisdictional laws and 
regulations of the physician's location

5 100 8.59 (0.60)

 10 Rheumatologist training The rheumatologists are encouraged to receive proper training through 
seminars, workshops, and conferences to familiarize with the advantages 
and disadvantages of telehealth and to acquire strategies about the most 
productive approach to remote medical care

5 95.45 8.18 (1.05)

 11 Technical infrastructure and equity The technical infrastructure should be improved for patients and physicians, 
to enable efficient and equitable access to telehealth services across the 
countries and in vulnerable populations

5 100 8.41 (0.73)

 12 Research Local and regional research projects to assess the implementation of tel-
ehealth and the resulting disease outcomes in the Arab region are strongly 
encouraged

5 95.45 8.32 (1.04)
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gets [6, 19]. However, higher-quality randomized controlled 
trials are needed to demonstrate the effectiveness of differ-
ent telerheumatology interventions in improving disease 
outcomes [20].

General principle D: Quality of medical care (LoE 5; LoA 
8.14; Consensus 95.45%)

Rheumatologists need to  use professional experience 
and  judgement to  assess whether  telehealth is  suitable 
in each situation Rheumatologists should use their judge-
ment to decide whether a teleconsultation is appropriate 
in each case. They should ensure that the quality of care 
provided remotely via telehealth services is consistent with 
related in-person services while ensuring that the provided 
services are in alignment with the local laws and regula-
tions where the rheumatologist is based. A guide for a triage 
system is proposed in the Toolkit section of this document 
(Fig. 2) [6, 19].

Best practice statements

BPS 1: Informed consent (LoE 5; LoA 7.90; Consensus 
90.91%)

Before the  teleconsultation visit, an  informed consent 
should be obtained from the patient, in writing or verbally; 
it should include an  explanation, in  a  simple language, 
of  the  benefits and  risks of  telehealth encounters, as  well 
as  the  conditions under  which telehealth services may be 
terminated and a referral made to in‑person care Some tel-

ehealth providers may argue that when a patient electively 
chooses to visit a physician (whether it is a face-to-face visit 
or a teleconsultation) there is inherent informed consent and 
that official informed consent would only be required where 
the patient needs to undergo a procedure, or where patients 
are included in research trials. However, it should be empha-
sized that teleconsultation is a novel way of engaging with 
patients, and patients should be appropriately informed 
about the limitations and drawbacks of telehealth (e.g., mis-
diagnosis). The information provided to the patient should 
include the nature of the telehealth encounter, including any 
technical limitations or potential for disruption and contin-
gency plans, the protection of patient identifiable informa-
tion, and billing information(if appropriate). The patient 
should also be informed that there may be a possibility of 
the physician requesting the patient to attend an in-person 
visit where the physician considers such a visit to be more 
appropriate. The patient should be informed that they may 
withdraw consent from telehealth services at any point 
(before, during, or after the teleconsultation) [13, 21]. While 
the standards and requirements of informed patient consent 
may vary depending on the jurisdiction, it is recommended 
to keep electronic records of informed consent.

BPS 2: Confidentiality (LoE 5; LoA 8.82; Consensus 100%)

The use of  telehealth services must ensure the  patient's 
information security and  confidentiality This should 
include proper and mandatory measures to ensure online 
information security (e.g., anti-hacking measures, pass-
word-protected access) and visual and auditory privacy, in 

Fig. 2  Triage system for a teleconsultation in rheumatology. *Provided that the patient accepts teleconsultation
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both the patient's and the provider's environment. Unless 
both parties explicitly agree upon it, the teleconsultation 
should not be recorded, neither by the patient nor by the 
physician.

BPS 3: Documentation (LoE 5; LoA 8.77; Consensus 100%)

The provision of  telehealth services should be well docu‑
mented in the patient's file, similarly to any in‑person medi‑
cal visit. The decision to assess the patient remotely should 
be justified and  recorded in  the  patient's file It is recom-
mended that providers of telehealth services have access to 
the patient's medical records, especially when the patient 
is unknown to them. Furthermore, the reasoning behind 
whether or not to assess the patient via teleconsultation 
should be clearly documented, and the patient's records 
should be updated accordingly [13, 22].

BPS 4: Shared decision and choice (LoE 5; LoA 8.36; 
Consensus 100%)

The choice of  using telehealth services should be based 
on a shared decision between the patient and the physician. 
Patients should have a  choice of  their provider of  medical 
teleconsultation The patients should be allowed to choose 
whether or not they want to engage with their rheumatolo-
gist via teleconsultation, and to choose their telehealth 
provider without payers mandating the use of specified 
telehealth platforms or preferred providers with restrictive 
policies [13].

BPS 5: Patient’s physical examination (LoE 2; LoA 7.77; 
Consensus 90.91%)

Some parts of  the  physical exam might be performed 
remotely, e.g., inspection and  evaluation of  the  range 
of  motion. The patient should be instructed on  how  to  be 
prepared for a remote physical exam using appropriate edu‑
cational material Physical examination is one of the pillars 
of medical reasoning in rheumatology; the inability to exam-
ine a patient might be viewed as a major obstacle. While 
physical attendance of the patient is preferable in some cases 
(e.g., a patient's first consultation where an accurate exami-
nation and diagnosis is essential) some parts of the physical 
exam might be performed via teleconsultation and can be 
facilitated by the appropriate instructions to the patient with 
regards to what clothing to wear, the position of the camera, 
and the proper use of furniture. In some instances, assis-
tance from a proxy person (e.g., a family member) can be 
requested for the physical exam. Physicians can also send a 
brochure or video tutorial regarding the maneuvers that will 
be performed for the physical examination to the patient, 
before the teleconsultation [23–27]. It is recommended to 

translate and validate such tutorials in Arabic, with adapta-
tion to local dialects where appropriate [23, 28].

BPS 6: Patient‑reported outcomes (LoE 3; LoA 7.73; 
Consensus 100%)

In some chronic rheumatic diseases, the  use 
of patient‑reported outcomes (PROs) by means of self‑com‑
pleted questionnaires adapted for  telehealth can help 
the physician make informed clinical decisions and improve 
the quality of care In patients with an established disease, 
such as RA and spondyloarthritis, disease activity and 
functional status measures can be assessed before the tel-
econsultation using self-completed questionnaires of PROs 
[29, 30]. Studies have shown that among RA patients with 
low disease activity (LDA) or remission, a PROs‐based 
telehealth follow-up for tight control of disease activity in 
RA can achieve similar disease control as a conventional 
outpatient follow-up [31]. RA Impact of Disease (RAID) 
score, in particular, has been shown to function well as a 
PRO in routine care, where patients with RAID < 2 have a 
high likelihood of being in remission/ LDA (as per the dis-
ease activity score) and, if pre-screened, could avoid a clinic 
visit [32]. However, the validity of PROs measures needs to 
be evaluated in dedicated studies. In addition, several PROs 
measures should be translated and validated in Arabic and 
adapted to the cultural level of the patient where possible.

BPS 7: Safe Prescription (LoE 5; LoA 8.05; Consensus 
95.45%)

The prescription should be transmitted in  a  safe and  con‑
fidential manner to  the  patient with  a  particular atten‑
tion to  avoiding abuse (of opioids and  narcotics prescrip‑
tions in particular) The risk of prescription abuse may be 
increased in a telehealth setting [33, 34]. Therefore, an effi-
cient tracking system of prescriptions should be applied in 
an electronic health record system, in accordance with the 
legal framework of the country in which the rheumatologist 
is based. One such option is to have an electronic medical 
record allowing the physician to write the prescription elec-
tronically. However, some countries do not allow electronic 
signatures for prescriptions, especially for opioids and nar-
cotics..

BPS 8: Fees and reimbursement (LoE 5; LoA 8.45; Consensus 
100%)

The teleconsultation is  subject to  medical fees and  reim‑
bursement similar to an in‑person visit. Fees should be set 
before the teleconsultation The lack of a consensual reim-
bursement policy may be a significant deterrent to the adop-
tion of telehealth. Therefore the physician and the legislator 
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in the physician's country of practice should agree on a fair 
and transparent fee for a teleconsultation; these fees should 
be communicated to the patient before the visit [13].

Physicians should be aware of the fact that some patients 
might be unwilling to pay for an audio-only consultation, 
while some payers might be inclined to pay only a percent-
age of the conventional fee for teleconsultations that do not 
utilize video, e.g., 33% in UAE, 50% in Jordan, 80% in Bah-
rain (data were provided by the TF during the Delphi rounds 
and were limited to the country where it was available at the 
time of the study). Aside from the patient/payer perspec-
tive, some physicians might argue that teleconsultation can 
be more time-consuming than an in-person visit and that 
reimbursement should reflect the time spent with the patient. 
From an economic perspective, telehealth may decrease the 
indirect cost for the patient (e.g., saving on travel costs, time 
taken off from work) [19] and for the physician (by reduc-
ing the number of no-shows and appointment cancellations) 
[35, 36]. By helping to maintain patients in remission or 
LDA through telemonitoring, the cost of managing chronic 
diseases would be substantially reduced [37].

BPS 9: Ethical considerations (LoE 5; LoA 8.59; Consensus 
100%)

Telehealth practice should conform to the same professional 
ethics that  govern in‑person care and  comply with  local 
jurisdictional laws and  regulations of  the  physician’s loca‑
tion Advancements in technology have facilitated the use 
of telehealth and Information Technology in the treatment 
or rehabilitation of diseases. However, increased use of 
technology is accompanied by threats to patients’ personal 
information. Therefore, special consideration to the ethical 
issues involved in telehealth practice, including confidenti-
ality and security, doctor-patient relationship, and informed 
consent, are crucial to guarantee safe use while maintaining 
the quality of healthcare services [38].

BPS 10: Training of rheumatologists (LoE 5; LoA 8.18; 
Consensus 95.45%)

The rheumatologists are encouraged to  receive proper 
training through  seminars, workshops, and  conferences 
to familiarize with the advantages and disadvantages of tel‑
ehealth and to acquire strategies about the most productive 
approach to remote medical care A lack of adequate train-
ing and familiarity with telehealth can be a barrier to the suc-
cessful adoption thereof [39]. Therefore, it is recommended 
that rheumatologists and their staff educate themselves on 
all aspects of telehealth through continued professional 
development [39]. Although professional development and 
training can be of value to the physician, its effectiveness on 

the outcomes of teleconsultations needs to be further evalu-
ated.

BPS 11: Improve infrastructure and promote equity (LoE 5; 
LoA 8.41; Consensus 100%)

The technical infrastructure should be improved for patients 
and  physicians, to  enable efficient and  equitable access 
to  telehealth services across  the  countries and  in  vulner‑
able populations. Studies in the Middle East have shown 
that poor infrastructure was associated with low adoption 
of telehealth in the region [40]. This is especially true for 
patients living below the poverty line, as research indicates 
that access to telehealth is challenging for these vulnerable 
populations [1]. On the other hand, telehealth can decrease 
inequities by offering easier access to care for patients living 
in rural or remote areas, and supporting continuity of care. 
Rheumatologists should therefore identify limitations of the 
technical infrastructure in their region and take appropriate 
steps to attempt to overcome such limitations, where feasi-
ble.

Consideration should be given to implementing a secure 
platform that would allow the patient to make an appoint-
ment with their physician of choice, engage in teleconsul-
tation, obtain the required prescription and diagnostic tests 
and pay the fees to the physician.

BPS 12: Support research projects in telehealth in the Arab 
Region (LoE 5; LoA 8.32; Consensus 95.45%)

Local and  regional research projects to  assess the  imple‑
mentation of telehealth and the resulting disease outcomes 
in the Arab region are strongly encouraged Recommenda-
tions from the Middle East also highlight the need for health 
initiatives to focus on health education and promotion, to 
raise awareness of the benefits of telehealth services in the 
region [39].

Top barriers and facilitators to telehealth

Voting on the top physician and patient-related barriers 
and facilitators to Telehealth in Rheumatology in the 
Arab region [1, 5, 18, 19, 23, 31, 35, 39–46] revealed that 
concern about the quality of care and proper communica-
tion, and internal and external technical difficulties, were 
regarded as the top patient and physician-related barriers. 
Lack of alternatives when social distancing is required, 
and increased access to care, were voted as the top physi-
cian and patient-related facilitators to telehealth, respec-
tively (Table 2).



386 Rheumatology International (2022) 42:379–390

1 3

Practical toolkit for the implementation 
of telehealth

A Triage System for a Teleconsultation in Rheumatology 
(Fig. 2) was developed to assist rheumatologists in assessing 
whether telehealth is suitable in each situation, based on the 
complexity of the diagnosis, the patient's clinical status, and 
disease prognosis. Rheumatologists need to use their profes-
sional experience and judgement to assess whether telehealth 
is suitable in each situation while ensuring that the services 
provided comply with the laws and regulations of their respec-
tive countries. In addition, a practical toolkit for the possi-
ble implementation of teleconsultation in rheumatology was 
developed to provide guidance on how to translate theory into 
practice, highlighting the activities to perform before, during, 
and after the teleconsultation (Fig. 3).

Discussion

The ArLAR BPG for telehealth were developed to inform 
rheumatologists about the advantages and limitations of tel-
ehealth and to provide them with a series of strategies to 
practice telehealth in the rheumatology clinic.

The need for practical ways to provide remote health 
care has been highlighted during the COVID-19 pandemic, 
where social distancing and potential risks to patient safety 
have prohibited regular in-person consultations. In that set-
ting, telehealth can be a valuable tool for managing patients 
with rheumatic disease, especially more vulnerable patients 
with co-morbidities and other risk factors [47]. In addi-
tion, recent studies suggest that telehealth services could 
positively impact on disease activity, medication adherence, 
physical activity, and self-efficacy levels in patients with RA, 

Table 2  Top Physician- and Patient-related Barriers- and Facilitators to Telehealth in Rheumatology in the Arab region

Choice Rank Top Physician-related Barriers to Telehealth in Rheumatology in the Arab region

 1 Concern about the quality of care (impossible to do a complete clinical exam, lack of non-verbal communication, 
patient distraction during the visit)

 2 External technical difficulties such as poor internet connection or suitable equipment
 3 Internal technical difficulties such as lack of familiarity with e-Health, and lack of trained staff
 4 Lack of motivation (lack of reimbursement)
 5 Absence of legal framework: inter-country licensure laws, need for credentialing at multiple sites, and liability concerns

Choice rank Top physician-related facilitators to telehealth in rheumatology in the Arab region

 1 Lack of alternatives when social distancing measures are needed
 2 Better time management, reducing crowded waiting rooms and waiting lists
 3 Less appointment cancellation and no-shows
 4 Better quality of care for close monitoring of chronic diseases
 5 Efficient triage of patients

Choice rank Top patient-related barriers to telehealth in rheumatology in the Arab region

 1 Concern about the quality of care or proper communication
 2 Internal technical difficulties such as lack of familiarity with technology
 3 External technical difficulties such as poor internet connection or unsuitable equipment
 4 Resistance to change
 5 Lack of motivation or unclear benefit (patient lives near the healthcare facility, elderly patient with more spare time)

Choice rank Top patient-related facilitators to telehealth in rheumatology in the Arab region

 1 Increased access to care and/or possibility to obtain specialist medical opinion from remotely based expert physicians
 2 Lack of alternatives when social distancing measures are needed
 3 Less travel costs
 4 Quick communication and reassurance from the physician
 5 Better time management
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provided these interventions are well-designed, versatile, 
and adaptive [48].

While some studies have found telehealth to be generally 
effective for the diagnosis and self-management of rheu-
matic disease (with mostly positive patient and provider 
satisfaction) [14, 48], others have found that it was associ-
ated with diagnostic delay, reduced likelihood of changing 
existing immunosuppressive therapy, earlier requirement for 
review and a lower likelihood of discharge, even though it 
led to improved appointment attendance [49].

This highlights the notion that the appropriateness of tel-
erheumatology in patients’ care may vary widely, differing 
by age, phase of illness, severity of symptoms, and rheu-
matic disease type. Furthermore, the effects of telerheuma-
tology on patient access and the outcome of rheumatic dis-
ease across race, ethnicity, or socioeconomic status have not 
been explicitly studied in literature and may be difficult to 
predict [50]. In a study evaluating the patient's feelings about 
changing from a face-to-face consultation to a virtual one, 
only 76% of patients had the means to access a teleconsulta-
tion. The proportion of internet access and the agreement for 
a teleconsultation decreased in patients over 70 years old. 
The factors associated with an acceptance for teleconsulta-
tion were the significant distance from the consultation site 
and a higher level of education.

The TIROL Steering Committee acknowledges the sig-
nificant disparity between countries in terms of available 
laws and legislation that manage telehealth and that any 

guidelines will always be subject to compliance with the 
applicable laws and regulations of each ArLAR country. 
Rheumatologists are encouraged to actively participate in 
the effort to sensitize legislators to the interest and benefit 
of telerheumatology. Focusing on the patient- and physician-
related barriers in the Arab region can assist authorities in 
establishing appropriate strategies for promoting telehealth. 
Moreover, the committee acknowledges the disparity in 
internet accessibility, electricity stability, and technology 
skills across the Arab countries, which are critical to con-
sider when deciding whether telehealth is an appropriate 
method of providing health care. In the absence of clear 
evidence, rheumatologists should use their professional 
experience and judgment to assess whether telehealth is 
suitable in each situation while always prioritizing security 
and confidentiality considerations.

In summary, the ArLAR BPG provide a conceptual 
framework for the application of telehealth in rheumatol-
ogy practice. Most of the statements were based on a low 
level of evidence and expert opinion, highlighting the need 
for further dedicated research to recognize the advantages 
and limitations of telehealth in rheumatology and for a 
subsequent update of these BPG in the future. The ArLAR 
BPG for telehealth are not intended to compel the use of tel-
ehealth in the same manner for every patient in every case; 
but are rather designed to provide the rheumatologists with 
a series of strategies about the most reliable, productive, and 
rational approaches to apply telehealth in the rheumatology 

Fig. 3  Toolkit for the implementation of telehealth in the rheumatol-
ogy clinic. *Technical checklist: Check if your device and browser 
support the telehealth platform. Check if your internet is stable. 
Check sound and webcam on your device. Have a backup plan if the 
connection fails. Take time to familiarize yourself with the telehealth 
platform and its functions. Ensure all your devices are charged and 
have the chargers handy in case your battery drain; Close other apps/

programs before the visit to improve speed/connectivity. **Environ-
ment checklist: Set up your workspace so that you are front-lit, the 
camera view covers approximately your head and shoulders, and the 
camera is at eye height. Make sure the background is not distracting. 
You might consider using a virtual background with your hospital 
logo or design. Dress professionally
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setting, and principally in the context of pressing pandemic 
restrictions.

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s00296- 021- 05078-w.
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