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Letters to the Editor
Comment on “Quality indicators 
for psoriatic arthritis”

Sirs,
Kavanaugh et al. (1) have outlined poten-
tial quality indicators (QIs) for psoriatic 
arthritis (PsA) based on a systematic litera-
ture review. Defi ning health care quality for 
this condition is important, and the authors 
should be commended for their efforts. 
However, we wish to point out that many 
of the QIs that they have listed in their 
manuscript more closely resemble clinical 
guidelines. 
Although clinical guidelines and quality in-
dicators are related in that they both aim to 
improve the quality of medical care received 
by patients, the distinction between the two 
concepts is a critical one (see Table). The 
defi nition of a clinical guideline developed 
by the Institute of Medicine (IOM) states 
that guidelines are systematically developed 
statements to assist practitioner and patient 
decisions about appropriate health care for 
specifi c clinical circumstances (2). In this 
way, guidelines can defi ne optimal care for optimal care for optimal
a condition, assist clinical decision-making, 
and thereby improve quality of care. They 
intentionally leave room for clinician judg-
ment and are applied prospectively.
In contrast, a quality indicator defi nes a min-
imal acceptable standard of care, and may imal acceptable standard of care, and may imal
be used for accountability. As such, QIs set 
a “low bar” for the care expected from cli-
nicians and health systems (3). In this way, 
QIs are distinct from guidelines as care not 
meeting the minimal standards set by QIs 
clearly represents poor quality. Based on 
these defi nitions, several of the QIs devel-
oped by Kavanaugh et al. may better serve 
as guidelines. For example, as written, in 
order to “pass” the third QI in the article, a 
physician would need to document not only 
joint counts, pain assessments, acute phase 
reactants and radiographs in the evalua-
tion of patient with suspected PsA, but also 
physical function with an instrument such 
as the HAQ, health-related quality of life 
with an instrument such as the SF-36, and 
a measure of fatigue. This specifi cation, if 
applied as a measure of quality, implies that 
failure to perform any one of these assess-
ments would result in a designation of poor 
quality. This may represent a high rather 
than a low bar, especially since even for 
widely studied conditions such as rheuma-
toid arthritis, incorporation of instruments 

such as the SF-36 has not widely been ac-
cepted in routine clinical practice.  While 
we agree that such assessments would cer-
tainly represent optimal are for patients with 
PsA, this QI may not represent a minimally 
acceptable standard of care.
Another important characteristic of QIs that 
distinguishes them from guidelines is that 
they are extremely precise. QIs defi ne spe-
cifi c structures, processes or outcomes of 
care that are necessary for specifi c patient 
populations under specifi c circumstances. 
While some guidelines may likewise pro-
vide specifi c recommendations, most are 
less specifi c and provide a range of possi-
ble processes that might be implemented 
over a variety of circumstances. Several of 
the QIs proposed by Kavanaugh and col-
leagues provide such broad recommenda-
tions and hence are more aptly character-
ized as guidelines rather than QIs. One such 
example is the statement  “IF a person with 
PsA has active skin psoriasis, THEN treat-
ment options include: 1) fi rst line (photo-
therapy, methotrexate…)”. This statement, 
and others like it in the article, leaves room 
for clinical judgment in that multiple op-
tions are listed, and the precise action to be 
taken by the provider is lacking.  In practi-
cal terms, it would be impossible to deter-
mine whether this standard had been met 
because the numerator (i.e., the patients 
who received the recommended care) is not 
precisely defi ned. The statement describes 
which therapies might be used but does not might be used but does not might
defi ne which therapies must be used to at-must be used to at-must
tain a minimal standard of care. 
Finally, because quality indicators are often 
the basis for assessing health care quality 
retrospectively, they must be feasible to 
measure. This means that the information 
necessary to determine adherence is likely 
to be found with available data sources, 
such as medical records or administrative 
data sets, and that the estimates of adher-
ence to the QIs are likely to be reliable 

and unbiased. In the article, as written, QI 
2  (“IF a person has PsA, THEN the health 
care provider should consider all of the fol-
lowing individual aspects of disease…”), 
would not be feasible to measure. Deter-
mining whether a physician considered 
various things would only be feasible if the 
QI specifi ed that certain items should al-
ways be clearly documented in the medical 
record, and a time interval for such docu-
mentation defi ned.
We agree with Kavanaugh et al. that devel-
oping QIs for chronic conditions such as 
PsA is an important step in measuring and 
eventually improving quality of care. At-
tention to the technical aspects of QI devel-
opment is a critical aspect in achieving this 
important goal.
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Table. A comparison of key characteristics of clinical guidelines and quality indicators4.

Clinical guidelines Quality indicators

Comprehensive: Cover virtually all aspects of care for  Targeted: Apply to specifi c clinical circumstances
a condition. where there is evidence of a process-outcome link. 

Prescriptive: Intended to infl uence provider behavior Observational: Measure performance at an aggregate
prospectively at the individual patient level.  level; generally applied retrospectively.

Flexible: Intentionally leave room for clinical judgment  Precise: Precise language that can be applied
and interpretation. systematically to ensure comparability.


