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ORIGINAL ARTICLE

Getting a Grip on Arthritis Online:
Responses of rural/remote primary
care providers to a web-based
continuing medical education
programme

Abstract

Introduction: Physicians are often challenged with accessing relevant up-to-date
arthritis information to enable the delivery of optimal care. An online continuing
education programme to disseminate arthritis clinical practice
guidelines (CPGs) was developed to address this issue.

Methods: Online learning modules were developed for osteoarthritis (OA)

medical

and rheumatoid arthritis (RA) using published CPGs adapted for primary care
(best practices), input from subject matter experts and a needs assessment. The
programme was piloted in two rural/remote areas of Canada. Knowledge of best
practice guidelines was measured before, immediately after completion of the
modules and at 3-month follow-up by assigning one point for each appropriate best
practice applied to a hypothetical case scenario. Points were then summed into a
total best practice score.

Results: Participants represented various professions in primary care, including
family physicians, physiotherapists, occupational therapists and nurses (12 = 89) and
demonstrated significant improvements in total best practice scores immediately
following completion of the modules (OA pre = 2.8/10, post = 3.8/10, P < 0.01; RA
pre = 3.9/12, post = 4.6/12, P < 0.01). The response rate at 3 months was too small
for analysis.

Conclusions: With knowledge gained from the online modules, participants were
able to apply a greater number of best practices to OA and RA hypothetical case
scenarios. The online programme has demonstrated that it can provide some of
the information rural/remote primary care providers need to deliver optimal care;
however, further research is needed to determine whether these results translate
into changes in practice.

Keywords: Clinical practice guideline, needs assessment, online system,

osteoarthritis, professional education, rheumatoid arthritis

Introduction: Il est souvent difficile pour les médecins d’accéder a de 'information
pertinente et & jour sur l'arthrite dans le but de dispenser des soins optimaux. Un
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programme en ligne de formation médicale continue visant & disséminer les lignes directrices de pratique
clinique sur l'arthrite a été créé pour résoudre ce probléme.

Méthodes: Des modules d’apprentissage en ligne sur I'arthrose et la polyarthrite rhumatoide (PR) ont été
élaborés a l'aide des lignes directrices de pratique clinique publiées ayant été adaptées pour les soins de
premiére ligne (pratiques exemplaires), des commentaires des spécialistes en la matiére et d'une évaluation des
besoins. Le programme a été mis a I'essai dans deux régions rurales et éloignées du Canada. La connaissance
des lignes directrices de pratique exemplaire a été mesurée avant, immédiatement aprés avoir terminé les
modules et au suivi de trois mois en accordant un point & chaque pratique exemplaire appropriée appliquée a
un scénario de cas hypothétique. La somme des points indiquait le score de pratique exemplaire.

Résultats: Les participants représentaient diverses professions de premiére ligne, dont médecins de famille,
physiothérapeutes, ergothérapeutes et infirmiéres (2 = 89) et ont affiché une amélioration significative des
scores totaux de pratique exemplaire immédiatement aprés avoir terminé les modules (arthrose avant = 2,8/10,
apres = 3,8/10, 2 < 0,01; PR avant = 3,9/12, aprés = 4,6/12, P < 0,01). Le taux de réponse a trois mois était trop
faible pour I'analyse.

Conclusions: Grice aux connaissances acquises dans les modules en ligne, les participants ont pu appliquer
un plus grand nombre de pratiques exemplaires aux scénarios de cas hypothétiques d’arthrose et de PR. Le
programme en ligne a montré pouvoir fournir une part de I'information que les fournisseurs de soins en région
rurale et éloignée ont besoin pour dispenser des soins optimaux, cependant des recherches plus poussées sont
nécessaires pour déterminer si ces résultats se traduisent par des changements de la pratique.

Mots-clés: Polyarthrite rhumatoide, arthrose, lignes directrices de pratique clinique, systéme en ligne,

évaluation des besoins

INTRODUCTION

Arthritis and related conditions affect more than
6 million Canadians aged 15 years and older." Life
with Arthritis in Canada estimates that the direct
and indirect costs to the individual, the health care
system and to society are $6.4 billion per year.”
Most treatment for people with arthritis occurs
at the primary care level. In 2005-2006, arthritis
accounted for close to 9 million physician visits.? In
many jurisdictions, primary care physicians often
report difficulty in diagnosing the many forms
of arthritis, have limited access to specialists and
may not be aware of the benefits and availability
of nonpharmacological interventions.** They have
been shown to lack confidence in their ability
to assess and manage musculoskeletal (MSK)
conditions and to be only moderately satisfied
with their ability to deliver arthritis care®.

Getting a Grip on Arthritis (GRIP) was
designed to address this gap. GRIP is a national,
accredited, face-to-face (F2F), interprofessional,
educational programme based on the clinical
practice guidelines (CPGs) for osteoarthritis (OA)
and rheumatoid arthritis (RA) and has been shown
to increase health care providers’ ability to manage
arthritis®” and improve patient outcomes (exercise
behaviour, appropriate medication use).* GRIP was

delivered through a workshop, 9 hours in length,
which covered the differentiation of OA from RA
and the pharmacological and nonpharmacological
management of the two conditions. The
GRIP F2F workshop trained 30
providers (physicians, nurses and rehabilitation
therapists) and cost approximately $20,000.00. The
high cost, regardless of the demonstrated benefits,

average

made it necessary to explore options that allowed
the programme to be delivered more broadly and
in a sustainable format.

Online learning has been shown to effectively
deliver continuing medical education (CME) to
improve provider knowledge, skills, satisfaction
and clinical practice behaviours.® An online
version of the GRIP programme would allow
many more health care providers to be reached at
a lower cost, particularly those working in rural
or remote locations. Thirty per cent of Canadians
live in rural, remote, northern and aboriginal
communities’, where the prevalence of arthritis
is high compared to urban areas.” Health care
providers are scarce in these communities and
their access to CME opportunities may be limited”’.
Online learning is a preferred format for CME
because it supports a self-directed approach, is
cost-effective and is easily accessed, especially
where professional constraints may prevent time
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away from work."”!? Online learning has been
shown to satisfy learners’ needs'® and effectively
deliver CME to improve provider confidence and

81415 especially when compared to no

practice,
intervention.

In keeping with this, the goals of this project
were to (1) identify the needs of primary care
providers who treat arthritis in rural and remote
regions of Canada, (2) develop an accredited online
version of the GRIP programme (GRIP Online)
focusing on the evidence-based management of
RA and OA in rural settings and (3) pilot test
the programme in two remote regions of Canada.
Specifically, we were interested in whether the
GRIP Online programme would improve primary
care providers’ recommendations/adherence to
arthritis best practices and increase confidence
and satisfaction with their ability to manage
arthritis.

METHODS
Needs assessment

A needs assessment was conducted to identify
priority content for two online educational
modules on RA and OA. A design team consisting
of researchers, multidisciplinary primary care
providers, educators and adults with arthritis
developed online surveys (French and English),
one for primary care providers and one for the
public. Questions were based on the GRIP best
practice guidelines for OA and RA® which were
developed in 2000 from CPGs and then updated
by the Cochrane MSK Disease Group in 2012.
Members of six national groups (Society of Rural
Physicians of Canada, Canadian Kinesiology
Alliance, Canadian Association of Community
Health Centres, Arthritis Health Professions
Association, First Nations and Inuit Home and
Community Care Programme, Arthritis Society)
were invited by their organisations to complete
the online surveys. The survey URL was sent
by e-mail and/or posted on their websites
and distributed through their
and through eblasts. Several evidence-based

newsletters

strategies were used to increase survey response
rates: providing prenotification, two reminder
e-mails, a deadline for survey completion and an
incentive (opportunity to win a $50 Chapter’s gift
card).'®

Can J Rural Med 2019;24(2)

The provider survey asked participants to rate
arthritis best practices in terms of their priority
for online learning. Ratings of educational
priorities (1 = lowest priority and 10 = highest
priority) were compared by urban/rural status.
Providers were also asked to rate their confidence
with various aspects of arthritis care and
satisfaction with their ability to manage arthritis
on a numerical rating scale (1 = not satisfied/
confident/and 10 = extremely satisfied/confident).

Potential

were captured through a modified version

unperceived  provider needs
of the survey distributed to patients through
the communications channels of three patient
organisations: Patient Partners® in Arthritis,
the Consumer Advisory Council of the Canadian

Arthritis Network, and the Arthritis Society.

Online programme development and
evaluation

The GRIP Online programme was developed
based on the results of the needs assessment,
published guidelines for OAY? and RA*%
and input from multidisciplinary subject matter
experts on OA and RA from across Canada,
including two members of the Society of
Rural Physicians of Canada. The programme
was piloted over a 6-week period in two
rural/remote areas of Canada with documented
high arthritis prevalence and shortages of health
professionals  (Northwestern = Ontario
Local Health Integration Network and the
Newfoundland and Labrador Central Regional
Health Authority). Recruitment was targeted

care

and done through the six national partner groups
identified above.

Several methods were used to evaluate the
programme. All participants completed a survey
on their satisfaction with the programme design
and content immediately after completing the
programme and 3 months later. Participants
also completed a modified version of the
Arthritis Community Research and Evaluation
Unit Primary Care Survey® which measures
confidence and satisfaction with the ability to
manage arthritis (rated on a numerical rating
scale of 1-10; 1 = not at all confident/satisfied
and 10 =
participant’s application of best practices to
two hypothetical

extremely confident/satisfied) and

case scenarios: moderate



knee OA and an early presentation of RA.
Best practices included recommendations on:
exercise/physical activity; patient education;

therapy

(OT)/joint protection/energy conservation; use

weight management; occupational
of assistive devices; psychosocial support; pain
medication; anti-inflammatory medication and
joint injections for both OA and RA. Surgical
consult was added for OA and rheumatology
referral, corticosteroids, and disease-modifying
anti-rheumatic drugs (DMARDs) were added for
RA. Best practices were evaluated by (1) assigning
one point for each correct best practice applied
to the case scenario and summing the points into
a total best practice score for each participant
(total possible scores for OA and RA were 10
and 12, respectively) and (2) the percentage of
participants who applied each best practice to the
case scenarios.

Analyses

Survey responses were exported to SPSS (IBM
Canada Ltd. SPSS Statistics, V. 24 Markham
Ontario, Canada) and analysed using descriptive
statistics (means, median and proportions). Results
were analysed before (pre) and immediately
following completion of the programme (post)
using nonparametric statistics where appropriate.
Those participants indicating that the best
practice was ‘not in scope’ were removed from
the analysis. Unfortunately, the sample size for
the 3-month follow-up survey was low (OA: 11
and RA: 14) precluding meaningful comparisons
with baseline. P < 0.05 was considered the level of
statistical significance. Changes were determined
to be clinically significant if the immediate
post-programme scores were 215% compared
to baseline. A 15% improvement is greater
than the 10% median improvement reported by
Grimshaw e/ al. in a large-scale review of guideline
implementation strategies” and is less than the
percentage expected for the improvement in
clinical trials evaluating arthritis medications.*
This project received ethics approval from
the Health Research Ethics Authority (HREA
#13.067), Newfoundland and Labrador and
McMaster

informed consents were received to publish the

University. Participants’ written

results of both the needs assessment and the
evaluation of the online programme.

RESULTS

Needs assessment

Responses to the needs assessment survey were
received from 333 providers (rural/remote =
38.9%) and reflected the multidisciplinary arthritis
care team: physicians (50.2%), physiotherapists
(13.2%), nurses/nurse practitioners (10.5%),
occupational therapists (7.5%) and ‘others’
(18.6%). Providers were mostly female (73.3%),
worked full time (71.6%) and were moderately
confident with their ability to manage most
aspects of arthritis care; however, confidence in
using/recommending DMARDs for RA was low
(median: 4/10; n = 192). Confidence was generally
similar for providers working in urban and rural
settings; however, rural providers were more
confident in using/recommending corticosteroids
and joint injections (Mann—Whitney U-test,
P <0.01).

The best practices that were rated the highest
OT/joint

protection/energy conservation, self-management

priority for online learning were
education and pain/anti-inflammatory medications
as well as DMARDs and referral to rheumatology
for RA (median rating 27/10). Ratings were similar
across urban/rural status; however, guidelines for
referral to rheumatology for RA were a lower

educational priority for rural respondents (Mann—
Whitney U-test, P < 0.05). Physicians rated
surgical referral and joint injections as topics with
higher priorities than other disciplines (2 < 0.05).

Table 1: Learning objectives for Getting a Grip on Arthritis
Online programme

RA and OA
Identify the signs/symptoms of early arthritis
Distinguish between RA and OA
Describe when to initiate and/or how to monitor analgesic
and anti-inflammatory medications
Identify when to perform or refer for an intra-articular
injection
Recognise the need for nonpharmacological interventions
Describe when and how to initiate referrals to allied health
professionals and community resources
Identify appropriate patient/provider resources

RA only
Describe when and how to initiate a rheumatology
consultation for suspected RA
Describe when to initiate and/or how to monitor DMARDs

OA: Osteoarthritis, RA: Rheumatoid arthritis, DMARDs: Disease-modifying
anti-rheumatic drugs

Can J Rural Med 2019;24(2)
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The resulted in 93
responses (rural/remote=31.1%). Mostrespondents
were female (89.3%) in the 18-64-year-old age
group (83.1%) and most had either RA (45.4%) or
OA (26.3%). Respondents rated all best practices
as important (median 27.9/10), and there were

patient  survey

no significant differences in the median rating
based on urban/rural status, diagnosis (RA versus
OA) or age (<64 vs. 65 + years) (Mann—Whitney
U-test, P> 0.05).

Programme development and pilot study

The online programme was then developed and
hosted by Memorial University through MDcme.
ca and was offered at no cost by the Arthritis
Society. The two modules used ‘real-life’ cases and
incorporated branching scenarios that presented
questions, allowed participants to choose actions
and then see a patient response. They incorporated
self-assessment techniques and a combination of
text, audio, videos, graphics and links to public
and provider online learning tools and resources.
References and links to the current CPGs for RA
and OA were embedded in the modules. An ‘Ask
the Expert’ feature and a discussion board were

put in place and facilitated by physician subject
matter experts. The learning objectives for the
programme are outlined in Table 1.

During the pilot, 89 rural primary care
providers, representing a mix of disciplines,
(44%),
(31%), family physicians (12%), occupational
therapists (7%) and others (6%), registered for
the online programme over the 6-week period
(Northwestern Ontario: #n = 61; Central Region
of Newfoundland and Labrador: » = 28). Of
the total, 35 participants completed both pre-

including  physiotherapists nurses

and post-assessments of the OA module and
31 completed the assessments of the early RA
module. A majority of respondents agreed that
the modules were consistent with stated objectives
(OA =97.5% and RA = 97.1%), addressed their
learning needs (OA = 87.2%; RA = 94.3%),
were relevant to practice (OA = 80.0% and RA
= 91.4%) and were credible and nonbiased (OA
= 100%; RA = 97.1%). Participant feedback also
highlighted the need for additional information
relevant to professions other than physicians to
better capture the importance of multidisciplinary
care. This feedback was incorporated into the final
accredited version of the programme.

Table 2: Pre- and post-results for the Getting a Grip on Arthritis Online pilot programme: Osteoarthritis and early rheumatoid

arthritis satisfaction and confidence?

OA module

Satisfaction
Confidence in recommending/prescribing or performing
MSK examination

IA knee injection

NSAIDs

Oral corticosteroids
Serological tests
Managing MSK conditions

RA module

Satisfaction
Confidence in recommending/prescribing or performing
MSK examination
IA knee injection
DMARDs
NSAIDs
Oral corticosteroids
Serological tests
Managing MSK conditions

Pre-median (IQR) Post-median (IQR) Percentage change nb
from baseline
7.00 (6.00:8.00) 8.00 (7.00:9.00)** 14.3 35
8.50(5.75:10.00) 9.00 (6.75:10:00)** 5.9 34
1.00 (1.00:5.00) 4.00 (1.00:7.00) 300.0 11
6.00 (1.50:8.00) 7.00 (3.50:8.50) 16.7 13
2.00 (1.00:5.00) 4.00 (2.00:6.50)** 100.0 13
5.00 (1.00:7.00) 5.00 (3.00:8.00)* 0.0 13
9.00 (7.00:9.75) 9.00 (7.00:10.00)** 0.0 32
Pre-median (IQR) Post-median (IQR) Percentage change nb
from baseline
6.00 (3.00:7.00) 7.00 (6.00:8.00)* 16.7 31
9.00 (6.00:9.00) 9.00 (7.00:9.00) 0.0 31
1:00 (1.00:5.00) 2.00 (1.00:5.00)** 100.0 11
1.00 (1.00:2.00) 3.00(1.25:0.3.75)** 200.0 12
5.50 (1.75:8.00) 6.50 (2.75:8.00) 18.1 14
3.00 (1.00:7.00) 4.00 (2.00:7.25)** 333 14
5.00 (2.00:8.00) 7.00 (2.00:8.00) 40.0 15
8.50 (4.75:9.00) 9.00 (6.00:10.00) 5.9 30

*P<0.01, **P<0.05, Wilcoxon signed-rank test. “1=Not at all confident/satisfied; 10=Extremely confident/satisfied, "Those participants indicating that the
best practice was ‘not in scope’ were removed from the analysis. IQR: Interquartile range, MSK: Musculoskeletal, IA: Intra-articular, NSAIDs: Nonsteroidal
anti-inflammatory drugs, DMARD: Disease-modifying anti-rheumatic drug, OA: Osteoarthritis, RA: Rheumatoid arthritis

Can J Rural Med 2019;24(2)



Tables 2-4 present the results of the
evaluations of the participants of the GRIP online
pilot project. Participant satisfaction with the
ability to manage arthritis improved significantly
immediately following both the OA and early
RA  modules (Wilcoxon signed-rank test;
P < 0.05) [Table 2]. The improvement for RA was
also clinically important (16.7%). Participants
also reported significant and clinically important
improvements in confidence for recommending
or prescribing corticosteroids (OA: 100.0% and
RA: 33.3%). Immediately following the OA

module, participants also reported significant

improvements in confidence for completing the
MSK examination, ordering serologic tests and
managing common MSK conditions (2 < 0.05).
Improvements in recommending a knee injection
and nonsteroidal anti-inflammatory  drugs
(NSAIDS) were clinically important (300.0%
and 16.7%, respectively). Following the early
RA module, improvements in confidence in
recommending/prescribing knee intra-articular
injections and DMARDs were both statistically
significant and clinically important (100.0% and
200.0%, respectively) although final confidence
levels were still relatively low.

Table 3: Pre- and post-results for the Getting a Grip on Arthritis Online pilot programme: Osteoarthritis best practices®

OA module

Total best practices score®
Participants who applied each recommended best practice: n (%)
Education
Exercise/PT
OT/joint protection/energy conservation
Assistive devices
Weight management
SW/social support
Analgesics
NSAIDs
IA injections
Surgery referral/consult

Mean (SD) Percentage change
from baseline

2.8(1.4) 3.8 (1.9)* 35.7
14 (41.2) 19 (55.9) 14.7
31(91.2) 34 (100.0) 8.8
11 (32.4) 20 (58.8)** 81.5
5(14.7) 10 (29.4) 100.0
5(14.7) 9 (26.5) 80.3
0(0.0) 2 (5.9 0.0

7 (20.6) 14 (41.2) 100.0
8(23.5) 12 (35.3) 50.2
5(14.7) 5(14.7) 0.0

8(23.5) 5(14.7) -37.4

*P<0.01, **P<0.05. “Those participants indicating that the best practice was ‘not in scope’ were removed from the analysis, "Total possible best practice
score=10. IA: Intra-articular, SW: Social worker/social work, PT: Physiotherapy/physiotherapist, OT: Occupational therapy/occupational therapist,

NSAIDs: Nonsteroidal anti-inflammatory drugs, SD: Standard deviation

Table 4: Pre-and post-results for the Getting a Grip on Arthritis Online pilot programme: Rheumatoid arthritis best practices®

Early RA module

Total best practices score”
Participants who applied each recommended best practice: n (%)
Education
Exercise/PT
OT/joint protection/energy conservation
Assistive devices
Weight management/healthy eating
SW/Social Support
Analgesics
NSAIDs
IA injections
DMARDs
Oral corticosteroids
Rheumatologist referral

Mean (SD) Percentage change
from baseline
3.9(2.1) 4.6 (1.7)* 17.9
15 (46.9) 22 (68.8)** 46.7
25(78.1) 29 (90.6) 16.0
22 (68.8) 27 (84.4) 23.0
9 (28.1) 8 (25.0) -11.0
3(9.4) 4(12.5) 33.0
5(15.6) 8 (25.0) 60.3
7 (21.9) 7 (21.9) 0.0
11 (34.4) 8 (25.0) -27.3
13.1) 1(3.1) 0.0
2(6.3) 6(18.8) 198.4
4(12.5) 4(12.5) 0.0
21 (65.6) 24 (75.0) 14.3

#P<0.01, **P<0.05. “Those participants indicating that the best practice was ‘not in scope’ were removed from the analysis, "Total possible best
practices=12. IA: Intra-articular, SW: Social worker/social work, PT: Physiotherapy/physiotherapist, OT: Occupational therapy/occupational therapist,
DMARDs: Disease-modifying anti-rheumatic drugs, RA: Rheumatoid arthritis, SD: Standard deviation
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Table 3 compares the baseline and immediate
post-programme total best practice scores and
best
the participants who completed an evaluation

specific practice recommendations for
of the OA module. The programme resulted
in a 35.7% improvement in total best practice
scores for OA (paired samples ¢-test; P < 0.01)
selected  OT/joint

protection/energy conservation as a best practice

and more participants

following the programme, an improvement of
81.5% (McNemar’s test; P < 0.05). There were

also clinically important improvements for

several other best practices, namely, assistive
devices (100.0%), weight management (80.3%),
analgesics (100.0%) and NSAIDs (50.2%). There
was also a clinically significant reduction in the
number of people who recommended surgical
consults (-37.4%).

Table 4 compares the baseline and immediate
post-programme total best practice scores and
specific best practice recommendations for the
participants who completed the evaluation of the
early RA module. Total best practice scores for
the RA module improved by 17.9% immediately
following completion of the module (paired
samples /-test; P < 0.01) and more providers
selected education as a best practice for the
client in the RA case scenario, an improvement

of 46.7% (McNemar’s test; P < 0.05). Clinical

improvements were seen for several other
best practices, namely, exercise (16.0%),
OT (23.0%), weight management (33.0%),

social support (60.3%) and DMARDs (198.4%).
There was also a clinically significant reduction
in the percentage of respondents recommending

NSAIDs for this scenario (-27.3%).
DISCUSSION

The GRIP Online programme, developed with
the input of rural health care providers and people
with arthritis, was successfully implemented
over the 6-week pilot phase in two remote/rural
locations in Canada. The programme addressed
priorities for online education identified in our
needs assessment and met programme goals by
improving provider satisfaction and confidence
in their ability to assess and manage several
components of arthritis care. A multidisciplinary
mix of rural participants, including physicians,
indicated that the programme addressed their

Can J Rural Med 2019;24(2)

learning needs and was relevant to practice.
Despite our small sample, improvements were
seen in some aspects of arthritis care, namely,
satisfaction with the ability to manage arthritis
and total best practice scores. This suggests a
potential to irnprove the overall management of
arthritis. For OA, participants’ confidence in
performing a comprehensive MSK examination
and in managing common MSK conditions
improved significantly. This was coupled with a
reduction in the number of referrals for surgical
consults. This is promising since most OA can
be managed conservatively at the primary care
level, potentially resulting in fewer referrals to
specialists and savings for the health care system.
For RA, participants’ confidence in prescribing/
recommending DMARDs improved significantly.
If DMARDs are initiated early, this might
result in improvements in outcomes for people
with RA.'%* However, despite improvements
following the programme, confidence remained
low for prescribing DMARD:s for RA and also for
performing intra-articular injections. These results
might suggest priorities for future F2F CME.
There was an improvement in total best
practice scores for OA and RA following the
programme, suggesting successful dissemination
of arthritis CPGs. For OA, more providers
selected OT/joint protection/energy conservation
and for RA, more providers selected education
as a best practice which could result in improved
patient self-management and outcomes. Despite
these improvements, this pilot study did not assess
practice change and it is unclear whether changes
in knowledge will translate to improved care and
patient outcomes. Grol and Grimshaw suggest
that behaviour change likely requires a more
comprehensive approach which involves changes
to the system and environment in which people
work.? Qualitative studies have also shown
that physicians value opportunities for the
discussion and interactions that occur with F2F
CME.?*%¢ Developers of online programmes need
to consider ways to incorporate opportunities
for facilitated online discussions or synchronous
Interactions among participants.  Previous
work by the authors (VC and LF) has shown
that facilitators have a key role in creating a
positive online learning environment, facilitating
introductions among participants and sharing

related experiences.'>!*%



The study was limited because of the small
sample size. However, these numbers were
considered adequate for a pilot study (>30/group).
There was no control group or randomisation;
therefore, the results are subject to several
biases in terms of subject selection and the risk
of cointervention that might influence outcomes.
Evaluating the effectiveness of the intervention
requires the Canada-wide implementation of the
programme using a randomised controlled trial. A
larger sample would allow subgroup analysis and
generalisation to physicians and other provider
groups working in rural settings across Canada.
Long-term follow-up is needed to determine if
practice change has occurred and resulted in
improved patient outcomes.

CONCLUSIONS

This project resulted in the development of
two accredited online modules on OA and
RA, based on the learning priorities of rural
providers, and was successfully pilot tested in
two underserviced regions of Canada. Results
showed that the programme was relevant to
a mix of disciplines working in primary care
settings and suggest that this online programme
might successfully disseminate arthritis CPGs
and improve the nonpharmacological and
medical management of arthritis in practice.
GRIP Online was accredited (Mainpro-M1) and
launched nationally in February of 2014 (http://
www.mdcme.ca/grip). Since the launch of the
programme, over 1250 primary care providers
have registered for the OA programme and
over 900 have registered for the RA programme,
suggesting that this may be a viable and accessible
option for improving the management of arthritis,
particularly for providers working in rural and
remote communities.
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SAVE THE DATE

The 28" Annual Rural and Remote Medicine Course #SRPC2020
Ottawa, ON. April 23-25, 2020
More details online www.srpc.ca/events
More than 190 sessions, small group sessions, hands-on workshops and
Rural Critical Care modules.
A family-friendly (day care included) collegial atmosphere.

“The main draw is the opportunity to come together once a year to share
current trends in rural healthcare and rural medical education.

When these two topics come together during the discussions collaboratively -
it is truly energizing!! The passion of rural medicine/family
medicine as a generalist within the established physicians now intermingling
with the topics of newly graduated/practicing physicians and
their families is an exciting synergy.” - Anonymous Review 2018
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