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Background

Objectives To estimate the cost of health care in primary fibro-
myalgia (FM) patients.
Methods All persons diagnosed as FM in our rheumatology out-
patient clinic during the last 3 years and members of the Dutch
FM patient association were invited to participate in a study on
the social impact of FM. Only persons fulfilling ACR criteria for
FM, aged 18–65, and without significant co-morbidity, were
included. They completed a questionnaire on the impact of FM
in the preceding six months, with questions regarding the type,
amount and cost of health care they had received during this
period. Mean cost was estimated using standardised prizes in
Dutch guilders and transformed to Euros (?).
Results The questionnaire was completed by 135 persons (mean
age 47 years, standard deviation SD 8.6, 128 females). They
reported a mean number of 4 visits (SD 3) to their general prac-
titioner for the six month period, (two of these (SD 2) because
of FM) and a mean of 2 visits (SD 2) to medical specialists and
13 visits (SD 15) to health professionals, mainly physiotherapists.
One person visited a rehabilitation centre for 1 day per week, 8
patients were admitted to hospital for not-FM related reasons.
The mean cost of analgesics, anti-depressants and tranquillisers
per six months was ? 52. Apart from this, a reported average of
? 17 was paid for homeopathic and other alternative drugs.
Forty-two persons visited complementary or alternative thera-
pists, at a mean cost of ? 61 per person. Participants reported an
average of 10.8 (SD 31.5) hours of reimbursed domestic help. A
mean sum of ? 159 was paid for devices and adaptations. The
table shows estimated costs. Overall health care costs per person
per year were ? 2333.
Discussion Since this is not a population-based study, we should
consider the possibility of selection bias. On the other hand, in
our retrospective study design recall bias may have caused an
underestimation of true costs. Although exact data are lacking,
we expect that cost of health professionals, complementary and
alternative medicine and domestic help are mainly FM-related.

The estimated cost of health care for Dutch women aged 45–
49 year is ? 1470 per person per year.

Abstract SAT0250 Table 1

Total cost FM-related cost

General practitioner 107 45

Medical specialist 174 ?

Health professionals (mainly physiotherapy) 482 ?

Hospital admission 457 80

Medication 254 104

Complementary and alternative medicine 157 ?

Reimbursed domestic help 204 ?

Devices and adaptations 318 318

Total and FM-related cost in Euros per person per year.

Conclusion The cost of health care in Dutch FM patients is
approximately 60% higher than in the age-related general

population. Therefore FM is not only a problem in terms of
quality of life, but also in terms of health care economics.
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Background The availability of rheumatology consultations is
taken for granted in many parts of the world, but are less readily
available in others, the principal barriers being either geographi-
cal or absence of suitably trained specialists. One way by which
these two barriers can be overcome is by taking the consultation
to the patient but in many circumstances this is not very practi-
cal. The development of telehealth technology using high quality
land-line or satellite linkages can result in bring specialty consul-
tation to patients where such barriers make them inaccessible.
Objectives This project was undertaken to evaluate the feasibil-
ity, practicality and acceptability of telehealth consults to a
remote area where availability of traditional consults has not
previously been available.
Methods A University urban-based rheumatologist has been
linked to a family physician in a remote area 750 km from the
consultant’s location and which is normally only accessible by
land assuming good weather conditions. The specialist and refer-
ring physician are linked by satellite transmission for a period of
two hours on a monthly basis. During each time period a mini-
mum of 6 patients are reviewed. The physician presents the rea-
son for the consultation, which is supplemented by the patient.
Appropriate examination is undertaken by the referring physi-
cian under observation and direction from the consultant. Issues
relating to diagnosis and management of the problem are dealt
through 3-way communication between the referring physician,
the consultant and the patient. Each of the 3 parties fills in an
evaluation form as to the perceived effectiveness and acceptabil-
ity of the process.
Results Over 100 patient consultations are available for evalua-
tion. The distribution of diagnoses in the telehealth clinics does
not differ significantly from those seen in the urban university
referral centre. On no occasion was it felt necessary for the
patient to be transferred to the referral centre and allmedical
issues were appropriately dealt with through the telehealth con-
sultation. All 3 parties felt that the process was an effective and
acceptable alternative to the traditional consultation. A time and
cost benefit analysis showed that there was savings in time, both
for the specialist and/or the patient. A cost analysis demonstrated
that a total number of 250 consultations per year resulted in
cost savings using the telehealth consult rather than the tradi-
tional consultation. Additional benefits were seen to be the
enhanced 3-way communication between the referring physician,
the specialist and the patient, and a significant continuing profes-
sional development activity for the referring physician. The dis-
advantage of the consultation not being able to have direct
physical contact with the patient was largely overcome assuming
appropriate clinical skill of the referring physician.
Conclusion Telehealth technology has been used by a wide vari-
ety of subspecialties for delivering consultations to remote areas,
but has not been evaluated in rheumatology. We conclude that
this technology is both feasible, practical and acceptable as a
means of delivery of Rheumatology specialists consultations and
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