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Abstract

Canadian healthcare systems face mounting pressures from
rising chronic disease prevalence, persistent specialist short-
ages and escalating healthcare expenditures. Rheumatology
exemplifies these challenges, with growing patient demand and
a persistently limited rheumatologist workforce caring for
patients requiring intensive ongoing specialist care.
Population-level data on rheumatology patients demonstrate
increasing rheumatic disease prevalence, emergency depart-
ment utilization, disability and medication expenditures, under-
scoring the unsustainability of physician-centric care models.
Across Canada, there is a broad policy consensus that team-
based care is essential to improving access, reducing system
pressures and enhancing outcomes for patients with chronic
disease. However, team-based models have not been system-
atically extended to specialty care across jurisdictions.
Team-based models of rheumatology care that integrate allied
health practitioners in rheumatology practices are essential to
improving access, enhancing care quality and optimizing
workforce capacity. Leveraging existing interprofessional team
funding mechanisms to rheumatology settings represents a
pragmatic, evidence-informed policy pathway to modernize
specialist care delivery and improve the sustainability of the
healthcare system.

Aligning Rheumatology Care With Canada'’s Health

System Priorities

Canadian healthcare systems face immense pressure to reduce
emergency department (ED) overcrowding, improve wait
times, strengthen health workforce capacity, enhance care
coordination and contain rising expenditures in the face of
growing populations and rising prevalence of chronic disease.
Yet, for many chronic diseases, system performance remains
stubbornly stagnant. Rheumatology is a stark example of this
challenge. Individuals with rheumatoid arthritis (RA) and
other rheumatic and musculoskeletal diseases (RMDs) are
among the most intensive consumers of primary, specialty and
acute care and medication spending (Barber et al. 2023).
Despite this, the rheumatology workforce remains persistently

limited, with only 500 clinically active rheumatologists nation-
ally (300 in Ontario) serving a growing, increasingly complex
patient population.

From Numbers to Action: Using Data to Drive Change
Recent ICES data illustrate the scale of the challenge in
Ontario, with RA presented here as a representative example of
the impacts imposed by RMDs on Ontario’s healthcare
system. The number of individuals living with RA in Ontario
has more than doubled over two decades (>162,000 as of
2023) (Figure 1). At the same time, RA medication expendi-
tures have surged from $12.6 million (2000) to over $260
million (2023) for public drug funding programs (Figure 2).
Furthermore, ED visits among RA patients continue to rise,
exceeding 113,000 ED visits in 2023 (Figure 3), reflecting gaps
in outpatient care. In addition, nearly one in 11 working-age
RA individuals (under 65) are recipients of disability benefits
(Widdifield et al. [in press]). These indicators collectively
underscore a sobering reality: the current model of rheuma-
tology service delivery (largely based on solo independent
rheumatologist practices) is no longer sustainable and does not
lead to optimal patient and system-wide outcomes. ICES data
have also enhanced our understanding of the rising demand
for rheumatology care in the population (Widdifield et al.
2020, 2021). Only 300 practicing rheumatologists (at 140
practice locations) serve approximately 350,000 total patients
(>800,000 visits) annually across Ontario (Widdifield et al.
2020, 2025). Without new care models that expand service
capacity and more effectively support complex chronic disease
management, Canada will remain unable to meet policy
targets for reducing avoidable acute care use, improving patient
outcomes and containing healthcare costs.

Why Rheumatology Needs a Team-Based Model

RMDs are among the leading causes of pain, disability and
reduced employment and quality of life (Hassen et al. 2025;
Kirkeskov and Bray 2023). They impose significant economic
burdens on individuals and society, driven by high medication
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costs, productivity losses and increased hospital and ED utili-
zation (Barber et al. 2023). Timely access to rheumatologists is
critical: early diagnosis and treatment dramatically improve
long-term outcomes, prevent irreversible joint and organ
damage and reduce downstream costs (Davtyan et al. 2023;
Monti et al. 2015; Widdifield et al. 2016). Yet, timely access to
rheumatology care is increasingly unattainable (Widdifield
et al. 2017).

Rheumatologists face mounting pressures: escalating
caseloads, growing clinical complexity, expanding administra-
tive workload and rising expectations for high-quality care
amid increasing multi-morbidity and social determinants of
health that require attention. Expanding visit durations is
rarely feasible given prolonged waitlists, forcing rheumatolo-
gists to make difficult trade-offs balancing comprehensive
consultations and preserving access. Burnout among rheuma-
tologists is rising (Kulhawy-Wibe et al. 2022), workforce
growth has not kept pace with population growth and
rheumatologists cannot increase clinical capacity without
sacrificing quality.

Meanwhile, prolonged wait times delay initiation of
disease-modifying therapies during the early stages of inflam-
matory disease, when treatment is most effective in preventing
irreversible damage. In the absence of timely specialist care,
patients seek interim management in primary care or the ED,
where management tends toward short-term symptom control
rather than disease modification. Delayed treatment acceler-
ates progression and impairs treatment response, driving
further system expenditures. Indeed, diagnostic and treatment
delay is the most important modifiable factor negatively
impacting outcomes across most RMDs (Nagy et al. 2025).
These realities reflect a persistent mismatch between patient
needs and system capacity, underscoring the urgency of more
effective specialist care models.

Interdisciplinary Team-Based Models of Rheumatology
Care: A High-Value, High-Impact Solution
Interdisciplinary team-based models of rheumatology
care offer a pragmatic, evidence-informed solution (Bodmer
et al. 2026). By integrating interdisciplinary healthcare profes-
sionals (IHPs) — extended scope practitioners, physiotherapists,
occupational therapists, nurses, pharmacists and other allied
health practitioners — into rheumatology clinics, these models
extend the reach and efficiency of rheumatology services while
enhancing the comprehensiveness of care (King et al. 2026;
Sraka et al. 2026).

Such models directly advance Canada’s health policy priori-
ties by:

* increasing capacity and shortening wait times, enabling
earlier diagnosis and treatment;

* enhancing medication stewardship through therapy
optimization, adherence support and monitoring;
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¢ reducing avoidable acute care use through proactive outpa-
tient management;

* improving patient experience and functional outcomes
through education, rehabilitation and self-manage-
ment Support;

* advancing health equity for underserved populations;

¢ enhancing specialist well-being by redistributing care
responsibilities; and

e strengthening primary care—specialist integration and care
continuity.

These benefits align with provincial commitments to reduce
ED pressures, improve chronic disease management and
optimize health human resources.

In a 2025 survey, most Ontario rheumatologists agreed that
team-based care would be superior to their current practice
model, and 91% were motivated to integrate IHPs into their
practice — if funding supported the costs of the IHPs
(Widdifield et al. 2025).

Key Implementation Barriers: Lack of Sustainable Funding
and Capacity Development for Team-Based Care

Despite clear benefits, the primary implementation barrier is
the absence of dedicated and sustainable funding for team-
based specialty care (Kwok et al. 2025; Widdifield et al. 2025).
Rheumatologists lack mechanisms to financially support the
integration of IHPs into routine practice. In part, this is
because the fee-for-service physician-centric funding model
only permits reimbursement for services that physicians
perform. Moreover, the infrastructure required to operation-
alize team-based care, including training and organizational
supports needed to support effective team functioning,
remains underdeveloped.

The current policy environment presents challenges, as
governments across Canada are exercising fiscal restraint and
carefully scrutinizing proposals for new investment. Yet, recent
commitments to expanding interprofessional primary care
teams demonstrate a growing recognition of the value of
collaborative care models. This presents a timely and strategic
opportunity: positioning rheumatology as a natural extension
of primary care modernization.

Leveraging Existing Team Funding Models for Specialty
Care

Rheumatology practices share many core features of outpatient
primary care, including longitudinal patient relationships,
recurring follow-up visits and the need for coordinated
management across multiple healthcare professionals. These
similarities position rheumatology well for the adaptation of
team-based primary care funding approaches that support the
integration of IHPs alongside physicians. Rather than repli-
cating comprehensive primary care team funding models in
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full, a streamlined, specialty-appropriate approach that
involves scaled-down elements of Ontario’s Family Health
Team funding model or, alternatively, alternative payment
plans that mirror multidisciplinary clinics of the Ontario
Renal Network, for example, could be implemented. Both
options offer a feasible and scalable pathway for funding IHPs
in outpatient specialty care, without requiring changes to
physician reimbursement. By strengthening specialty team
capacity, this approach also reduces strains on primary care
and strengthens the effectiveness of existing primary care
investments.
Team-based rheumatology clinics could:

* shorten time from primary care referral to rheuma-
tology assessment;

* provide rapid access for urgent inflammatory disease assess-
ments;

¢ offer longitudinal support for patients with chronic,
complex diseases;

* reduce primary care and ED visits for uncontrolled pain,
disease flares or other complications;

* improve medication optimization and disease
monitoring; and

* provide more equitable care tailored to patient needs and
address social, functional and psychological needs that
drive poor outcomes.

Under the Canadian Institutes of Health Research’s
Transforming Health with Integrated Care initiative, efforts to
guide implementation, spread and scale of interdisciplinary
models of rheumatology care across Ontario are underway.
This includes developing implementation supports to help
rheumatologists transition their practice to a team-based
model and ensuring that new funding is used effectively.
Without dedicated and stable funding to support the

FIGURE 1.
Annual number of individuals living with RA in Ontario
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integration of IHPs into rheumatology practices, these models
cannot achieve long-term viability.

Conclusion: A Pragmatic Policy Path for High-Impact
Reform

ICES data have been instrumental in generating the evidence
needed to drive policy change by demonstrating that rheuma-
tology patients account for disproportionately high healthcare
utilization and costs — costs that will continue to rise without
structural change. Interdisciplinary team-based rheumatology
care offers a scalable, high-value workforce solution aligned
with current policy priorities. The required investment
is modest: rheumatology services represent only a small
fraction of overall expenditures incurred by these patients,
while therapies alone exceed $10,000 per patient annually.
Comprehensive team-based care can optimize therapy use,
reduce downstream costs and improve patient and provider
well-being.

Expansion of interprofessional teams across Canada
presents a timely opportunity. Positioning rheumatology care
teams as a natural extension of primary care transformation
aligns with a modernization agenda that decision-makers
already support. Decision-makers already recognize the value
of collaborative, team-based models in improving access,
reducing system pressures and improving patient outcomes.
Extending this approach to rheumatology represents a politi-
cally feasible and economically sound pathway to strengthen
specialist care capacity and improve chronic disease manage-
ment. Without reform, wait times and access pressures will
worsen as the burden of RMD grows. Team-based rheuma-
tology care is not simply common-sense reform; it is essential

to modernizing care, improving outcomes and ensuring long-
term system sustainability.
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FIGURE 2.

Annual Ontario Drug Benefit claims expenditures for RA medications among individuals with RA in Ontario
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