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Philip J. Mease, MD, MACR, is Director of the Rheumatology Research Division at Swedish Medical Center/ 
Providence St. Joseph Health and Clinical Professor of Medicine at the University of Washington in Seattle.  
He received his medical degree from Stanford University in California before completing a residency in Internal 
Medicine and a fellowship in Rheumatology at the University of Washington. Dr. Mease’s major research interests 
include psoriatic arthritis (PsA) and spondyloarthritis (SpA). His work includes research on disease state, development 
of outcome measures, and determining the efficacy and safety of emerging therapies for these conditions. Dr. Mease 
has authored more than 500 journal articles, numerous abstracts and book chapters. He is Past President, Founding 
Organizer, and current Treasurer of the Group for Research and Assessment of Psoriasis and Psoriatic Arthritis, and 
he is member of its Collaborative Research Network Steering Committee. Dr. Mease is a member of the Assessment 
of Spondyloarthritis International Society and the Spondyloarthritis Research and Treatment Network. He is active in 
the Outcome Measures in Rheumatology Clinical Trials organization the PsA and Chronic Pain Working Groups and 
is a steering committee member. Dr. Mease is the Scientific Director of the PsA and SpA arms of the Consortium of 
Rheumatology Researchers of North America registry. In 2019, he was the first rheumatologist to receive a Lifetime 
Achievement Award from the National Psoriasis Foundation for his work in PsA. 

Philip J. Mease, MD, MACR
Director, Rheumatology Research 
Swedish Medical Center/Providence St. Joseph Health 
Clinical Professor,
University of Washington School of Medicine 
Seattle, Washington



4

FACULTY

Alvin F. Wells, MD, PhD, FACR, is Director of the Aurora Rheumatology & Immunotherapy Center in Franklin, 
Wisconsin. He also serves as Adjunct Assistant Professor in the Department of Internal Medicine in the Division  
of Rheumatology, Allergy, and Clinical Immunology at Duke University Medical Center in Durham, North Carolina; 
Clinical Assistant Professor at Marquette University in Milwaukee, Wisconsin; and Assistant Clinical Professor of 
Rheumatology in the Department of Medicine at the Medical College of Wisconsin in Milwaukee. Dr. Wells received 
his PhD in Microbiology and Immunology from the University of South Carolina School of Medicine in Columbia  
and his medical degree from the University of South Florida College of Medicine before completing an internship 
and residency in Internal Medicine and a fellowship in Rheumatology at Duke University Medical Center. He is 
board-certified in Internal Medicine and Rheumatology. 
 
Dr. Wells is a Fellow of the American College of Rheumatology. He is Vice President of the Wisconsin Rheumatology 
Association and serves on the editorial board of The Open Rheumatology Journal. Dr. Wells has more than 25 years 
of research experience, focusing on such chronic inflammatory diseases as rheumatoid arthritis and psoriatic arthritis 
with an emphasis on connective tissue components, inflammatory mediators, and cytokines. His work has been 
published in such journals as Rheumatology and Therapy, Arthritis & Rheumatology, and Rheumatology. Dr. Wells  
is an internationally renowned speaker and researcher. 
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Visiting Foreign Professor, Karolinska Institute 
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POSTTEST WITH EXPLANATIONS
QUESTION 1 
Which of the following drugs is an IL-17A inhibitor that decreases an inflammatory response activated 
through Th17 pathway?

A. Adalimumab
B. Apremilast 
C. Ixekizumab 
D. Tofacitinib
E. Ustekinumab

Correct Answer: C. Ixekizumab
Explanation: The correct answer is C. Ixekizumab is a specific IL-17A inhibitor that prevents two types of  
IL-17 molecules—IL-17AA and IL-17AF—from binding to the receptor, decreasing an inflammatory response 
activated through Th17 pathway. Adalimumab is a monoclonal antibody to TNF-α. Apremilast is an inhibitor 
of phosphodiesterase 4 (PDE4) that regulates inflammatory mediators. Tofacitinib is a small molecule that 
is relatively selective for JAK3 and JAK1 but may also inhibit JAK2 and TYK2. Ustekinumab binds to the p40 
subunit common to IL-12 and IL-23, thereby decreasing the activities of both the Th1 and Th17 pathways.

Chen M, Dai SM. A novel treatment for psoriatic arthritis: Janus kinase inhibitors. Chin Med J (Engl). 2020;133(8):959-967.
 Gottlieb A, Narang K. Ustekinumab in the treatment of psoriatic arthritis: latest findings and clinical potential. Ther Adv 
Musculoskelet Dis. 2013;5(5):277-285.
Mease PJ. Adalimumab in the treatment of arthritis. Ther Clin Risk Manag. 2007;3(1):133–148
 Mease PJ. Inhibition of interleukin-17, interleukin-23 and the TH17 cell pathway in the treatment of psoriatic arthritis and 
psoriasis. Curr Opin Rheumatol. 2015;27(2):127-133.
 Reed M, Crosbie D. Apremilast in the treatment of psoriatic arthritis: a perspective review. Ther Adv Musculoskelet Dis. 
2017;9(2):45-53.

QUESTION 2 
In patients treated for psoriatic arthritis, which of the following medications may be safely continued 
for patients considering the COVID-19 vaccine based on the recent American College of Rheumatology 
(ACR) guidelines?

    A. Apremilast
    B. Adalimumab
    C. Etanercept
    D. Ixekizumab
    E. All of the above

Correct Answer: E. All of the above
Explanation: The correct answer is E. The recent guidelines recommends that if a patient is stable and needs/
wants to get the COVID-19 vaccine, all of the listed medications should be continued.

ACR COVID-19 Vaccine Clinical Guidance Task Force. COVID-19 Vaccine Clinical Guidance Summary for Patients with Rheumatic 
and Musculoskeletal Diseases. February 8, 20201. https://www.rheumatology.org/Portals/0/Files/COVID-19-Vaccine-Clinical-
Guidance-Rheumatic-Diseases-Summary.pdf. Accessed February 11, 2021.
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QUESTION 3 
You have a newly diagnosed patient with psoriatic arthritis (PsA). According to the recent document from the 
ACR on the management of adult patients with rheumatic disease during COVID-19 pandemic, which of the 
following is recommended?

A. Start with glucocorticoids at a dose >10 mg
B. Start with a conventional synthetic DMARD
C. Start with a JAK inhibitor
D. Start with rituximab

Correct answer: B. Start with a conventional synthetic DMARD
Explanation: The correct answer is B. It is recommended to start with a csDMARD. If glucocorticoids are used, they 
should be at a dose <10 mg. There was uncertainty on the use of JAK inhibitors. Rituximab is not indicated for PsA.

Mikuls TR, Johnson SR, Fraenkel L, et al. American College of Rheumatology Guidance for the management of rheumatic disease in adult 
patients during the COVID-19 pandemic: Version 3. Arthritis Rheumatol. 2020 Dec. DOI 10.1002/art.41596.

QUESTION 4 
A 40-year-old male patient with psoriasis and PsA receiving secukinumab for 2 months calls you to report 
that his skin lesions are almost cleared and most of his affected joints are improved. He also states that a day 
before, his spouse tested positive for COVID-19. What do you recommend?

A. Continue the medication since he is asymptomatic for COVID-19
B. Stop secukinumab and order a COVID-19 test due to his possible exposure
C. Stop secukinumab and use adalimumab instead
D. Refer him to an infectious disease specialist
E. Stop secukinumab and give prednisone 15 mg to control his PsA

Correct answer: B.
Explanation: The correct answer is B. According to the ACR recommendations, a non–IL-6 biologic DMARD,  
such as secukinumab, should be stopped temporarily, pending a negative test result for COVID-19 or 2 weeks of 
symptom-free observation.

Mikuls TR, Johnson SR, Fraenkel L, et al. American College of Rheumatology Guidance for the management of rheumatic disease in adult 
patients during the COVID-19 pandemic: Version 3. Arthritis Rheumatol. 2020 Dec. DOI 10.1002/art.41596.

QUESTION 5 
Which of the following is NOT a form of interaction for a telemedicine visit?

A. Clinician to clinician interaction
B. Clinician to patient interaction
C. Patient to insurance carrier interaction
D. Patient to remote device interaction

Correct Answer: C. Patient to insurance carrier interaction.

POSTTEST WITH EXPLANATIONS (CONT.)
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Explanation: The correct answer is C. The interaction between a patient and their insurance carrier is not considered 
to be part of a telemedicine visit. These types of interactions, whether live, via phone, or via video, are not 
reimbursable and do not require documentation into a patient’s medical record. For example, a patient calling the 
insurance carrier to determine if a biologic drug is covered does not qualify as a telemedicine visit.

QUESTION 6 
Telemedicine visits are appropriate for which of the following type(s) of patient visit?

A. Established/follow-up visits
B. New patient visits
C. Acute patient visit
D. A and B
E. A and C

Correct Answer: D. A and B
Explanation: The correct answer is D. Telemedicine may be used for both established and new patient visits  
as long as the proper documentation is performed and proper coding is utilized.

POSTTEST WITH EXPLANATIONS (CONT.)

SELECTED SLIDES

Current and Novel Treatment Options for PsA Treatment

PsA=psoriatic arthritis. IL=interleukin. Th17=T helper 17. PDE4=phosphodiesterase type 4.
*These drugs are investigational for treatment of PsA.
Adapted from Nestle FO, et al. N Engl J Med. 2009;361:496-509. Garber K. Nat Biotechnol. 2011;29:563-566. Kopf M, et al. Nat Rev Drug Discov. 2010;9:703-718. 

TNF INHIBITORS
Adalimumab
Certolizumab
Golimumab
Etanercept
Infliximab

T-CELL 
COSTIMULATION 

MODULATOR
Abatacept

Th17 CELLS
γδ T-cells

Innate lymphoid cells

TARGET 
CELL 

ACTIVATED 
DENDRITIC CELL

IL-17A
IL-17F

IL-12/IL-23 and IL-23 
INHIBITORS
Ustekinumab
Guselkumab

Risankizumab*
Tildrakizumab*

IL-17RA 
INHIBITORS
Brodalumab*

IL-17A and IL-17F 
INHIBITORS
Ixekizumab

Secukinumab
Bimekizumab*

KINASE INHIBITORS
Tofacitinib
Baricitinib*
Filgotinib*

Upadacitinib*

PDE4 INHIBITORS
Apremilast
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SELECTED SLIDES (CONT.)

COVID-19 Vaccine Clinical Guidance Summary for Patients 
With Rheumatic and Musculoskeletal Diseases 

*Age ≥16 as of January 2021.
RMD=rheumatic and musculoskeletal disease. AIIRD=autoimmune and inflammatory rheumatic disease. EUA=emergency use authorization. FDA=Food and Drug Administration. 
mRNA=messenger RNA. CDC=Centers for Disease Control and Prevention. ICU=intensive care unit.
ACR COVID-19 Vaccine Clinical Guidance Task Force. February 8, 2021. https://www.rheumatology.org/Portals/0/Files/COVID-19-Vaccine-Clinical-Guidance-Rheumatic-Diseases-Summary.pdf. 
Accessed February 11, 2021.

Guidance Statement Level of Task Force Consensus

RMD and AAIRD patients should receive COVID-19 vaccination, consistent with the age restriction of the EUA and/or FDA approval* Moderate

Patients with RMD without an AIIRD who are on immunomodulatory therapy should be vaccinated in a similar fashion as described in this guidance 
for AIIRD patients receiving those same treatments Moderate

Based on the data for the mRNA COVID-19 vaccines available in the US, there is no preference for one COVID-19 vaccine over another. 
Therefore, AIIRD patients should receive either vaccine available to them. Moderate

For a multidose vaccine, AIIRD patients should receive the second dose of the same vaccine, even if there are nonserious adverse events associated 
with receipt of the first dose, consistent with timing described in CDC guidelines Strong

Healthcare providers should not routinely order any lab testing (eg, antibody tests for IgM and/or IgG to spike or nucleocapsid proteins) to assess 
immunity to COVID-19 post vaccination nor to assess the need for vaccination in a yet-unvaccinated person Strong

Following COVID-19 vaccination, RMD patients should continue to follow all public health guidelines regarding physical distancing and other 
preventive measures Strong

Household members and other frequent, close contacts of AIIRD patients should undergo COVID-19 vaccination when available to them to facilitate 
a ‘cocooning effect’ that may help protect the AIIRD patient. No priority for early vaccination is recommended for household members Moderate

While vaccination would ideally occur in the setting of well-controlled AIIRD, except for those patients with life-threatening illness (eg, in the ICU 
for any reason), COVID-19 vaccination should occur as soon as possible for those for whom it is being recommended, irrespective of disease activity 
or severity

Strong-Moderate

Recommendations for Use of the COVID-19 Vaccine in Patients With RMD

COVID-19 Vaccine Clinical Guidance Summary for Patients 
With Rheumatic and Musculoskeletal Diseases (cont.)

IVGI=intravenous immunoglobulin. TNFi=tumor necrosis factor inhibitor. CYC=cyclophosphamide. IV=intravenous. SQ=subcutaneous. IL-6R=sarilumab, tocilizumab. IL-1R=anakinra, canakinumab. 
IL-17=ixekizumab, secukinumab. IL-12/23=ustekinumab. IL-23=guselkumab. JAKi=baricitinib, tofacitinib, upadacitinib.
*Guidance to ‘hold’ a therapy was made based on the assumption that the patient had well-enough controlled disease to allow for a temporary interruption; if not, decision making should be 
determined on a case-by-case basis considering the circumstances involved.
†Consensus was not reached for vaccination timing in patients receiving prednisone-equivalent doses ≥20 mg/day; see full guidance document when published for additional details. 
ACR COVID-19 Vaccine Clinical Guidance Task Force. February 8, 2021. https://www.rheumatology.org/Portals/0/Files/COVID-19-Vaccine-Clinical-Guidance-Rheumatic-Diseases-Summary.pdf. 
Accessed February 11, 2021.

Medication Timing Considerations for Immunomodulatory Therapy and Vaccination*
Level of Task Force 

Consensus
Hydroxychloroquine; IVIG; glucocorticoids, prednisone-
equivalent dose <20 mg/day No modifications to either immunomodulatory therapy or vaccination timing Strong-Moderate

Sulfasalazine; leflunomide; mycophenolate; Azathioprine; 
cyclophosphamide (oral); TNFi; IL-6R; IL-1; IL-17; IL-12/23; 
IL-23; belimumab; oral calcineurin inhibitors; 
glucocorticoids, prednisone-equivalent dose ≥20 mg/day†

No modifications to either immunomodulatory therapy or vaccination timing Moderate

Methotrexate Hold methotrexate 1 week after each vaccine dose for those with well-controlled disease; no modifications to 
vaccination timing Moderate

JAKi Hold JAKi for 1 week after each vaccine dose; no modification to vaccination timing Moderate

Abatacept SQ Hold SQ abatacept both one week prior to and one week after the first COVID-19 vaccine dose (only); 
no interruption around the second vaccine dose Moderate

Abatacept IV
Time vaccine administration so that the first vaccination will occur 4 weeks after abatacept infusion (ie, the entire 
dosing interval) and postpone the subsequent abatacept infusion by one week (ie, a 5-week gap in total); no 
medication adjustment for the second vaccine dose

Moderate

Cyclophosphamide IV Time CYC administration so that it will occur approximately 1 week after each vaccine dose, when feasible Moderate

Rituximab
Assuming that patient’s COVID-19 risk is low or is able to be mitigated by preventive health measures (eg, self-
isolation), schedule vaccination so that the vaccine series is initiated approximately 4 weeks prior to next scheduled 
rituximab cycle; after vaccination, delay RTX 2-4 weeks after second vaccine dose, if disease activity allows

Moderate

Guidance Related to the Use and Timing of Vaccination and Immunomodulatory Therapies in Relation to COVID-19 Vaccination 
Administration in Patients With RMD*
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SELECTED SLIDES (CONT.)

ACR Guidance for the Management of Adult Patients With 
Rheumatic Disease During the COVID-19 Pandemic

SARS-CoV-2=severe acute respiratory syndrome coronavirus 2. ACE=angiotensin converting enzyme. ARB=angiotensin receptor blocker. AZA=azathioprine. MMF=mycophenolate mofetil.
SLE=systemic lupus erythematosus; HCQ=hydroxychloroquine; CQ=chloroquine; SSZ= sulfasalazine; MTX=methotrexate; LEF=leflunomide; CSA=cyclosporin arteritis. 
Mikuls TR, et al. Arthritis Rheumatol. 2021. pp e1–e12.

Guidance Statement
Level of Task 

Force Consensus

The risk of poor outcomes from COVID-19 appears to be related 
primarily to general risk factors such as age and comorbidity High

Patients should be counseled on general preventive measures, 
(eg, social distancing, wearing a mask when social distancing is 
not possible, and hand hygiene)

High

As a part of a shared decision making process between patients and 
rheumatology providers, select measures to reduce healthcare 
encounters and potential exposure to SARS-CoV-2 (beyond general 
preventive measures) may be reasonable (eg, reduced frequency of 
laboratory monitoring, optimal use of telehealth, increased dosing 
intervals between intravenous medications)

Moderate to High

If indicated, glucocorticoids should be used at the lowest dose 
possible to control rheumatic disease, regardless of exposure or 
infection status

Moderate to High

Glucocorticoids should not be abruptly stopped, regardless of 
exposure or infection status High

If indicated, ACE inhibitors or ARBs should be continued in full doses 
or initiated Moderate to High

Guidance Statement
Level of Task 

Force Consensus

Ongoing treatment in patients with stable rheumatic disease
HCQ/CQ, SSZ, MTX, LEF, immunosuppressants (eg, tacrolimus, CSA, MMF, 
AZA), biologics, JAK inhibitors, and NSAIDs may be continued (this 
includes patients with GCA with an indication in whom IL-6 receptor 
inhibitors should be continued, if available)

Moderate to High

Denosumab may still be given, extending dosing intervals to no longer 
than every 8 months, if necessary to minimize healthcare encounters Moderate

For patients with a history of vital organ-threatening rheumatic disease, 
immunosuppressants should not be dose-reduced Moderate

Treatment of SLE
For patients with newly diagnosed disease, HCQ/CQ should be started at 
full dose, when available

High

For pregnant women with SLE, HCQ/QC should be continued at the same 
dose, when available High

If indicated, belimumab may be initiated Moderate

Guidance for ongoing treatment of patients with stable rheumatic 
disease in the absence of infection or known SARS-CoV-2 exposure 
and in patients with SLE

General guidance for patients with rheumatic disease

ACR Guidance for the Management of Adult Patients With 
Rheumatic Disease During the COVID-19 Pandemic (cont.)

Guidance Statement Level of Task Force Consensus

Inflammatory arthritis
For patients whose disease is well-controlled with HCQ/QC, this DMARD should be continued when available; when unable to access 
(including in patients with active or newly diagnosed disease), switching to a different conventional synthetic CMARD (either as monotherapy 
or as part of combination therapy) should be considered

Moderate to High

For patients whose disease is well-controlled with an IL-6 receptor inhibitor, this CMARD should be continued when available; when unable 
to access the agent , switching to a different biologic should be considered* Moderate

For patients with moderate-to-high disease activity despite optimal conventional synthetic DMARDs, biologics maybe started* High

For patients with active or newly diagnosed inflammatory arthritis, conventional synthetic DMARDs may be started or switched Moderate

If indicated, low-dose glucocorticoids (≤10 mg prednisone equivalent/day) or NSAIDs may be started Moderate to High

Other rheumatic diseases
For patients with systemic inflammatory or vital organ-threatening disease (eg, lupus nephritis or vasculitis), high-dose glucocorticoids or 
immunosuppressants (eg, tacrolimus, CSA, MMF, AZA) may be initiated

Moderate

In the context of a drug shortage due to COVID-19, new HCQ/CQ prescriptions for non–FDA-approved indications should be avoided High

Guidance for the treatment of newly diagnosed or active rheumatic disease in the absence of infection of known SARS-CoV-2 exposure

DMARD=disease-modifying antirheumatic drug.
*The panel noted uncertainty with regard to JAK inhibition in this situation. 
Mikuls TR, et al. Arthritis Rheumatol. 2021. pp e1–e12.
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SELECTED SLIDES (CONT.)

ACR Guidance for the Management of Adult Patients With 
Rheumatic Disease During the COVID-19 Pandemic (cont.)

PCR=polymerase chain reaction. 
*The panel noted uncertainty with regard to temporarily stopping MTX or LEF in this situation. †The panel demonstrated low consensus with regard to stopping NSAIDs in the absence 
of severe symptoms. 
Mikuls TR, et al. Arthritis Rheumatol. 2021. pp e1–e12.

Guidance Statement Level of Task Force Consensus

Following SARS-Co-V-2 exposure
SSZ and NSAIDs may be continued Moderate to High

HCQ/CQ, immunosuppressants (eg, tacrolimus, CSA, MMF, AZA), non–IL-6 biologics, and JAK inhibitors should be stopped temporarily, pending 2 
weeks of symptom-free observation* Moderate to High

In select circumstances, as part of a shared decision making process, IL-6 receptor inhibitors may be continued Moderate

Documented or presumptive COVID-19
Regardless of COVID-19 severity, HCQ/CQ, SSZ, MTX, LEF, immunosuppressants, non–IL-6 biologics, and JAK inhibitors should be 
withheld

Moderate to High

For patients with severe respiratory symptoms, NSAIDs should be stopped† Moderate

In select circumstances, as part of a shared decision-making process, IL-6 receptor inhibitors may be continued. Moderate

Reinitiating treatment following COVID-19
For patients with uncomplicated COVID-19 infections (characterized by mild or no pneumonia and treated in the ambulatory setting or via self-
quarantine), consideration may be given to restarting rheumatic disease treatments (eg, DMARDs, immunosuppressants, biologics, and JAK inhibitors) 
within 7-14 days of symptom resolution; for patients who have a positive PCR test result for SARS-CoV-2 but are (and remain) asymptomatic, 
consideration may be given to restarting rheumatic disease treatments (eg, DMARDs, immunosuppressants, biologics, and JAK inhibitors) 10-17 days 
after the PCR result is reported as positive

High

Decisions regarding the timing of reinitiating rheumatic disease therapies in patients recovering from more severe COVID-19–related illness should be 
made on a case-by-case basis High

Guidance for the treatment of rheumatic disease following known SARS-CoV-2 exposure and in the context of active of 
presumptive COVID-19

What Is Telemedicine?

• A technology-enabled healthcare management delivery system2

• Standards are consistent with current practices of traditional medicine2

• Telemedicine extends capacity of providers and access to care for patients2

The American Telemedicine Association defines telemedicine as
“the use of medical information exchanged from one site to another via 
electronic communications to improve a patient’s clinical health status.”1

The terms telemedicine and telehealth are often used interchangeably; however, telehealth 
is a broader term that encompasses electronic health-related services and communications1*

*Telehealth includes health-related services using electronic information and communications technologies, such as health information sharing, health professional and patient education, and 
remote or mobile patient monitoring. 
1. American Academy of Pediatrics. https://www.aap.org/en-us/professional-resources/practice-transformation/telehealth/Pages/What-is-Telehealth.aspx.  Accessed April 22, 2020. 2. Telehealth 
Basics. https://www.americantelemed.org/resource/why-telemedicine. Accessed April 22, 2020. 
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SELECTED SLIDES (CONT.)

5 Reasons to Use Telehealth During 
the COVID-19 Outbreak and Beyond

Decrease 
time to care 

Protect mildly 
ill from 
complications

Increase 
access 
to care

Protect patients 
and healthcare staff

Protect the 
uninfected

Appropriateness Metric
Psychiatry 
(n=145)

Hematology
(n=150)

Dermatology 
(n=150)

Infectious Disease 
(n=149)

Rheumatology 
(n=147)

Total
(n=741)

Total appropriate e-consults† 113 (77.9 [70.3-84.4]) 110 (73.3 [77.9-90.0]) 106 (70.7 [62.7-77.8]) 102 (68.5 [60.3-75.8]) 89 (60.5 [52.2-68.5]) 520 (70.2 [66.7-73.5])

Subcategories
Passed point-of-care resource test 132 (91.2 [85.2-95.1]) 127 (84.7 [77.9-90.01]) 142 (94.7[89.9-97.7]) 124 (83.2 [76.2-88.8]) 120 (81.6 [74.4-87.5]) -

Appropriate complexity 140 (96.6 [92.1-98.9)] 133 (88.7 [82.5-95.3]) 120 (80.0 [72.7-86.1]) 122 (81.9 [74.5-87.7]) 112 (76.2 [68.5-82.8]) -

Did not ask solely logistic question 129 (89.0 [82.7-93.6]) 149 (99.3 [96.3-99.9]) 148 (98.7 [95.3-99.8]) 148 (99.3 [96.3-99.9]) 144 (98.0 [94.2-99.6]) -

Appropriate urgency 144 (99.3 [96.2-99.9]) 150 (100 [97.6-100.0]) 137 (91.3 [85.6-95.3]) 147 (98.7 [95.2-99.8]) 144 (98.0) [94.2-99.6]) -

Utility, Appropriateness, and Content of Electronic Consultations 
Across Medical Subspecialties: A Cohort Study (cont.)

Conclusion: Novel metrics to assess the appropriateness and utility of e-consults provide meaningful insight into practice, provide a 
rubric for comparison in future studies in additional settings, and suggest areas to improve resource use and patient care.

e-consult=electronic consultation.
*Values are numbers (percentages [95%]).
†The Clopper-Pearson test for CI of proportions was used.
Ahmed S, et al.  Ann Intern Med. 2020;172(10):641-647.

Appropriateness of e-Consults Across Specialties*
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