
Background/Purpose: Documentation of quality measures (QMs) in rheumatoid arthritis (RA) 
has been proposed as a way to demonstrate quality of care, but data linking appropriate 
documentation to improved clinical outcomes are lacking.  We examined the variation in 
physician documentation of RA QMs on disease activity and functional status and the 
association with radiographic outcomes. 
Methods: We studied a subset of 286 patients participating in a longitudinal RA cohort followed 
from 2003-2008 at an academic medical center with complete data on total sharp score (TSS) (2 
hand x-rays approximately 2 years apart).  All clinical notes from 18 different rheumatologists 
during a 24-month period preceding the date of the second hand x-ray were examined for the 
presence or absence of the RA QMs on disease activity and functional status. Disease activity 
QM documentation was defined as mention of disease activity assessment in the medical 
record, with details categorizing disease activity into low, medium or high. Functional status QM 
documentation was defined as mention of how RA impacted activities of daily living. Change in 
TSS was defined as an annualized progression rate and dichotomized as progression (≥ 1U per 
year) or no progression (<1U per year). We examined: patient visits per MD per year; RA QM 
documentation as either disease activity, functional status or both; and mean % of visits with RA 
QM documentation. We compared the mean change in TSS across patients grouped by 
percentage of visits meeting a QM, i.e., none or some documentation of disease activity and 
functional status. 
Results: The mean age of our patients was 57.0 (±14.0) years, 82.0% were female, mean disease 
duration was 10.4 (±10.9) years, baseline DAS28 score was 3.7 (±1.5) and 65.9% were either RF 
or CCP positive. 76.6% of patients were on a non-biologic and 31.5% were on a biologic DMARD. 
Radiographic progression of RA was reported in 27.0% of patients. There was at least one chart 
note with documentation of disease activity for 26.0% of patients and functional status for 
75.0%, during the 24-month period. For the seven rheumatologists with at least 10 patients in 
the study, there was variation in the number of visits per patient per year and documentation of 
disease activity and functional status in chart notes (Table).  In unadjusted analyses, there was 
no relationship between performance on either disease activity (p=0.6) or functional status 
(p=0.5) and change in TSS. 
Conclusion: Among this cohort of RA patients with established disease, overall documentation 
of RA QMs on disease activity and functional status was inconsistent across rheumatologists. We 
did not find an association between the % of visits with an RA QM documented and radiographic 
outcome over a 24-month follow-up period.   
Table. Differences in RA visits and QM documentation by rheumatologist  
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A 50 (20.7) 8.6 (3-14) 4 (8) 27 (54) 1 (2) 1.6 22.0 
B 20 (8.3) 9 (6-12) 0  12 (60) 0 0.0 11.0 
C 28 (11.6) 8.9 (4-15) 9 (32.1) 18 (64.3) 3 (10.7) 8.8 19.2 
D 10 (4.1) 6.9 (4-12) 3 (30) 4 (40) 1 (10) 11.3 11.2 
E 10 (4.1) 9.4 (5-16) 3 (30) 7 (70) 1 (10) 5.0 18.3 



F 21 (8.7) 8 (4-19) 3 (14.3) 21 (100) 1 (4.8) 2.5 46.8 
G 103 (42.6) 7.8 (3-18) 42 (40.8) 90 (87.4) 22 (21.4) 8.5 53.7 

* The 7 rheumatologists represented in this table contributed at least 10 patients to the study 
sample 
 
 
 


