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ABSTRACT
Objectives

To determine areas of agreement and disagreement among experts in the interpretation of the published criteria
for RA (ACR) and spondylarthropathies (ESSG).

Methods
Thirty-two experts (16 from France and 16 from 10 other countries) replied anonymously to a mailed 

questionnaire. 

Results
Tenosynovitis and ‘sausage-like’ painless swelling of the toes were considered as criteria for RA by 18 and 14
experts, respectively. The definition of symmetry differed widely among experts (symmetry of only one group of

joints was sufficient for 13). Twenty-five experts considered erosions of other joints than the wrists and fingers as a
criterion for RA, 17 thought that fulfilment of criteria could be achieved cumulatively, and 19 would appreciate
clarifications of the current criteria. Among possible clarifications for RA, it was frequently recommended that
morning stiffness and nodules be eliminated and that new marker antibodies, X-rays of the feet, and exclusion 

criteria be added. Twenty-three of the 29 experts who gave an opinion (79%) agreed with the notion of SP in the
absence of axial signs and sacroiliitis, 26/31 (84%) indicated that a patient can have both RA and SP, and 19/30

(63%) thought that RA and SP could be regarded as syndromes more than diseases. Only 5/32 experts relied more
on the criteria than on their clinical judgement in diagnosing RA.

Conclusions
There would seem to be a need for the optimisation of RA and ESSG criteria, particularly within the context of

early arthritis.
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Introduction
The definition of classification criteria
for rheumatoid arthritis (RA) and spon-
dylarthropathy (SP) may be regarded as
an important development (1, 2). Some
physicians have tended to use these cri-
t e ria for clinical diagnosis (even in
early RA or early SP) rather than rely-
ing on their own discernment, although
it was considered by the cre at o rs of
these criteria that they should not be
used as diagnostic criteria. The first re-
ports concerning the efficiency of the
1987 RA criteria in the context of early
arthritis were optimistic (3, 4), but sub-
sequent works (5-9),including a recent
l a rge population-based study (8, 9 ) ,
concluded that the 1987 American Col-
lege of Rheumatology (ACR) criteria
for RA were less efficient, at least with-
in the context of early arthritis. Tree or
list formats indicated that the percent-
ages of patients classified as RA ranged
from 38% to 67% at baseline and from
25% to 82% after three years of follow-
up (9).
In this context, 16 international experts
and 16 French experts were requested
to reply to a questionnaire on the ACR
criteria for RA (1) and the European
S p o n dy l a rt h ro p at hy Study Gro u p
(ESSG) criteria for SP (2). The major
o b j e c t ive of this pilot survey was to
check for discrepancies among the se-
lected ex p e rts (even within a single
country such as France) concerning the
i n t e rp re t ation and ap p l i c ation of the
ACR criteria for RA and ESSG criteria
for SP. Minor objectives were: (i) to
consider the ex p e rt s ’s u ggestions for im-
proving the efficiency or reproducibi-
lity of RA and ESSG criteria, especial-
ly within the context of early arthritis;
(ii) to ascertain whether the concept of
SP was accepted by most experts, even
in the absence of axial signs or sacroili-
itis, and whether they agreed on the
possibility of overlaps between RA and
SP; and (iii) to determine to what ex-
tent the experts relied on their clinical
j u d gement in diagnosing patients as
RA and/or SP rather than on fulfilment
of current cri t e ria for these 2 conditions. 

Methods
Choice of experts
I n t e rn ational ex p e rts we re ra n d o m ly

selected on the basis of their previous
publications concerning the diagnosis
of early arthritis (either RA or SP). Two
were chosen mainly for geographical
considerations, and none should neces-
sarily be considered as representative
of the rheumat o l ogists in his or her
c o u n t ry. The authors did not consult
a ny of the ex p e rts befo re the study
began and were unaware of their opin-
ions concerning the criteria. The same
questionnaire was sent to each expert,
and 16/20 agreed to reply. These 16
experts were from the U.S.A. (n = 4),
the United Kingdom (n = 3), Greece (n
= 1), Italy (n = 1), Japan (n = 1), Singa-
pore (n = 1), Denmark (n = 1), Finland
(n = 1), Germany (n = 1), The Nether-
lands (n = 1) and Brazil (n = 1). 
Eleven French experts with a special
interest in RA and SP also agreed to
rep ly anony m o u s ly to the question-
n a i re, t ogether with 5 other Fre n ch
experts in early arthritis. The authors
were also unaware of the opinions of
these Fre n ch ex p e rts on ACR and
ESSG cri t e ria. The inclusion of as
many French as international experts
provided a basis for studying possible
cross-cultural differences as well as the
homogeneity of opinions within a sin-
gle country. 

Questionnaire
Experts were requested to reply to the
same questionnaire (see appendix) sent
by mail. 

Results
Replies concerning 1987 ACR criteria
for RA 
The results rega rding discrep a n c i e s
among experts in interpretation of ACR
criteria for RA appear in Table I. 
Suggestions for improving the efficien-
cy of ACR criteria, especially within
the context of early arthritis, were so-
licited and the results may be summa-
rized as follows. Nineteen out of 31
(61%) experts suggested various chan-
ges to improve the definition of current
criteria, mainly for symmetry and typi-
cal radiological signs. A need for clari-
fi c ation concerning how the cri t e ri a
should be cumulated (or not) was also
ex p ressed by 15/31 (48%) ex p e rts. Mod-
ification of the binary classification of
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patients as RA or not-RA was recom-
mended by 13/30 (43%) experts, inclu-
ding 8/16 (50%) French experts who
are still in favour of the use of several
confidence steps to distinguish definite
RA from probable RA. The removal of
one or more criteria was suggested by
14/31 (45%) experts. This concerned
mainly morning stiffness (7 citations),
nodules (5 citat i o n s ) , and erosions (con-
sidered as illogical for the diagnosis of
early RA by 4 experts). Conversely, the
addition of a new radiological criterion
was suggested by 19/30 (63%) experts
(15/16 French): inclusion of X-rays of
the feet (16 citations) and demonstra-
tion of early erosions by magnetic reso-
nance imaging (5 citations). The addi-
tion of a new biological test as a criteri-
on was proposed by 16/29 (55%) ex-
perts (14/16 French) (Table I), mainly
for anti-citrulline antibodies (10) (so-
called anti-keratin antibodies and anti-
p e ri nu clear factor) (10 sugge s t i o n s ) .
Twenty out of 29 (69%) experts (13/20
French) were in favour of a list of ex-
clusion criteria, although their sugges-
tions differed considerably. 
The ex p e rt s ’ c o n fidence in the 1987
criteria for RA when (wrongly) applied
as diagnostic rather than classification
criteria was analyzed. Only 5/32 (16%)
experts rely more on criteria than on
their clinical judgement in diagnosing
the RA patient. Although 2 out of 32
(6%) were as confident in the criteria as
in their clinical judgement, the large
majority of experts (24/30; 80%) rely
more on clinical judgement. The confi-
dence levels (on a 0-100 scale) were 78
± 14 for clinical judgement and 51 ± 21
and 39 ± 23 for the ACR criteria (for
long-lasting RA and early RA, respec-
tively). 

Replies concerning ESSG criteria
Most experts agree with the concept of
S P : the mean ra n ge of agre e m e n t
( ex p ressed on a 0 to 100 analog u e
scale) was 85 ± 16, and only 2/32 (6%)
rated their agreement below 50. This
was true even for patients without axial
or sacroiliac involvement, although the
mean agreement was then slightly low-
er (72 ± 30), as was the number of ex-
perts rating their agreement above 50
[n = 23/29 (79%), i n cluding 15/16

French experts; 3 experts did not re-
ply]. Twenty out of 30 (67%) declared
that they had already used ESSG crite-
ria in their previous publications, and
16/31 (52%) indicated that they used
these criteria as a diagnostic tool. 
Experts often disagreed about the inter-
pretation and use of the ESSG criteria
for SP (Table I). 
Fi n a l ly, 26 out of 31 (84%) ex p e rt s
agreed that RA and SP can overlap, and

19/30 (63%) consider that RA and SP
are syndromes more than diseases.  

Discussion
As this pilot study was based on a rela-
tively small number of opinions, due
caution is required in comparing the
proportion of experts replying to any
given question. Nonetheless, this sur-
vey strongly suggests that discrepan-
cies are quite frequent among experts

Table I. Replies to questions about 1987 ACR criteria for RA and the 1991 ESSG criteria
for SP.

International French Total

1987 ACR criteria for RA

Used the tree format in publications 5/16 5/16 10/32

Use the tree format in routine practice 2/16 4/16 6/32

Use the list format in routine practice 12/16 9/16 21/32

Criteria must be fulfilled at final examination 4/16 1/16 5/32

Criteria must have been present simultaneously 4/16 6/16 10/32

Criteria can be validated cumulatively 8/16 9/16 17/32

Duration of morning stiffness: until no more stiffness 2/16 4/16 6/32

Duration of morning stiffness: until maximal improvement 14/16 12/16 26/32

Tenosynovitis applies for soft tissue swelling 7/16 11/16 18/32

Bursitis applies for soft tissue swelling 0/16 3/16 3/32

Sausage-like swelling of toes applies for soft tissue swelling 7/16 7/16 14/32

Symmetrical involvement of one group of joints is sufficient 8/15 5/16 13/31

Symmetrical involvement of two groups of joints is required 7/15 4/16 11/31

Symmetrical involvement of three groups of joints is required 0/15 3/16 3/31

Symmetrical involvement of all groups of joints 0/15 4/16 4/31

Chondrolysis of wrist or fingers is considered as a criterion 3/16 10/16 13/32

Deviation of wrists or fingers is considered as a criterion 0/16 1/16 1/32

Erosion of other joints is considered as a criterion 12/16 13/16 25/32

Need for more precise definition of criteria 9/15 10/16 19/31

Need for precise recommendation for addition of criteria 6/15 9/16 15/31

Need for more subtle classification than RA or ‘not-RA’ 5/14 8/16 13/30

Need for removal of some criteria 5/15 9/16 14/31

Need for addition of new biological criteria 2/13 14/16 16/29

Need for new radiological criteria 4/14 15/16 19/30

Need for exclusion criteria 7/13 13/16 20/29

1991 ESSG criteria for SP

Used ESSG criteria in publications 5/14 15/16 20/30

Use ESSG criteria as a diagnostic tool 5/15 11/16 16/31

Criteria must be fulfilled at final examination 1/11 1/16 2/27

Criteria must have been present simultaneously 4/11 4/11 8/22

Criteria can be applied cumulatively 6/11 11/16 17/27

Asymmetrical involvement of one group of joints is sufficient 2/12 3/15 5/27

Asymmetrical involvement of two groups of joints is required 3/12 1/15 4/27

Asymmetrical involvement of three groups of joints is required 7/12 11/15 18/27

Asymmetrical involvement of all groups of joints is required 2/12 0/15 2/27

Cervical inflammatory pain is a major criterion (if under 45) 2/15 3/15 5/30

Arthritis predominantly in lower limbs, if more extensive 13/15 13/15 26/30

Arthritis predominantly in lower limbs, if more severe 5/14 4/15 9/29

Arthritis predominantly in lower limbs (patient’s opinion) 5/14 3/15 8/29
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concerning the interpretation and appli-
c ation of the ACR cri t e ria for RA
( Table I). These discrepancies are main-
ly concerned with the way the ACR cri-
teria for RA should be added to the for-
m at list (cumu l at ive ly for 17/32 ex-
p e rts); the grouping of tenosynov i t i s
(18/32 experts) or ‘sausage-like swel-
ling of toes’ (14/32 experts) with ‘soft
tissue swelling’ of joint(s); the fulfil-
ment of ‘radiographic changes’ for pa-
tients with erosions of other joints than
the wrists and fingers (25/32 experts)
or for patients with chondrolysis of the
w rist and/or fi n ge rs without ero s i o n s
(13/32 experts); and the definition of
s y m m e t rical invo l vement. The last
point is important, as the application of
this criterion can lead to the classifica-
tion of patients as either RA or SP,
whereas many patients may have sym-
m e t rical art h ritis in some joints and
a s y m m e t rical invo l vement in others
(11). 
The second conclusion is that most
experts feel that improvement is need-
ed in the definition of current criteria.
This recommendation applied mainly
to symmetry and ‘the typical radiologi-
cal signs for RA’. Another request was
to clarify how the criteria should be cu-
mulated. The removal of morning stiff-
ness and nodules, and the addition of
new serological markers of RA such as
anti-citrulline antibodies (10) and X-
rays of the feet we re other fre q u e n t
suggestions. In this respect, it is note-
worthy that 10/16 French experts rec-
ommended the inclusion of anti-cit-
rulline antibodies as a new criterion for
RA as compared to only 1/16 non-
French experts, and that 15/16 French
experts recommended the inclusion of
a new radiologic criterion as compared
to 4/14 non-French experts. This sug-
gests that some cro s s - c u l t u ral diffe r-
ences exist in the nosology of RA and
tends to confirm the results of a previ-
ous survey showing that French experts
we re less reluctant to classify early
arthritis patients as SP (12). The binary
classification of patients as RA or not-
RA was criticised by 13/30 ex p e rt s ,
and it was suggested that setting upper
and lower limits for the fulfilment of
criteria could be a solution. 
These suggestions for alternative crite-

ria need to be considered with due cau-
tion, especially as criteria sets tend to
be limited rather than comprehensive.
The inclusion of any new item should
be based on the results of large pro-
spective studies indicating that it really
helps discriminate between early RA,
early SP and other disorders. 
Although 19/30 experts considered that
RA and SP are syndromes more than
diseases, and 26/31 that RA and SP can
ove rl ap (at least at the nosologi c a l
level), the most frequent source of dis-
agreement among rheumatologists on
the classification of some patients was
peripheral inflammation in SP (6). One
p o s s i ble solution for improving the
specificity of the ACR criteria would be
to question the validity of the SP con-
cept and classify as RA those patients
with SP features who satisfy the ACR
criteria for RA. However, the third con-
clusion of the present survey is that
peripheral SP appears to be an accepted
concept [23/29 (79%) experts], even in
the absence of axial signs or sacroili-
itis. Moreover, some experts strongly
disagree with the classification of SP-
like psoriatic arthropathies as RA sim-
p ly because the RA cri t e ria are ful-
filled. Hence, there could also be room
for improvement of the ESSG criteria
for SP (2). 
As in the case of the ACR criteria for
RA, clarification of the way SP criteria
can be cumulated would be welcome.
Similarly, a more precise definition of
‘asymmetrical’ involvement and ‘arth-
ritis predominantly in the lower limbs’
could improve the effi c i e n cy of the
ESSG criteria (2). Finally, inflammato-
ry cervical pain beginning before the
age of 45 and lasting for more than 3
months (which is common in early RA)
could be excluded from the definition
of the first major criterion. In fact, the
American criteria for RA and the Euro-
pean criteria for SP should ideally be
replaced by intern ational cri t e ria ac-
ceptable for both. This would be a wel-
come development until the concepts
of early RA and early SP can be re-
placed by new classifications based on
a listing of the predisposing factors pre-
sent (13) and the target tissues involved
(synovium and/or enthesis).
In the present survey 26/32 (81%)

experts felt more confident in the clini-
cal diagnosis than in the fulfilment of
the 1987 ACR criteria for the classifica-
tion of RA, especially in early RA. Ac-
cordingly, several authors have recently
suggested the need for more suitable
sets of criteria for the context of early
arthritis (9, 14). This might be an im-
possible task, as RA should be consid-
ered a chronic disease. However, for
research purposes at least, it might be
wo rth determining whether MRI and
other tests are helpful in predicting RA
more accurately and if they could be
added to current classification criteria
for patients with early arthritis. 
Th u s , p ro s p e c t ive studies are needed
both for long-lasting and early RA to
ge n e rate dat a - d riven modifi c ations of
the RA and SP criteria. However, these
criteria do not really perform so poorly
(15) and are used in routine practice by
21/32 experts. The experts’opinion that
improvement is desirable should only
be considered as a suggestion and pre-
requisite for change. 
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Appendix. Questionnaire completed by the experts.

Questions about the 1987 ARA criteria for RA:

1. In your previous publications, did you ever use the classification tree to classify patients as RA? (Yes or No). 

2. How do you add criteria to reach (or not) the threshold of 4, when using the list format? (please tick just one of three):
patients must still satisfy the criteria on the day of assessment; patients who do not satisfy the criteria on the day of assess-
ment must have satisfied them simultaneously before; patients must just have satisfied 4 criteria cumulatively (not neces-
sarily at the same time). 

3. When you ask patients about how long their morning stiffness lasts (criterion No. 1), do you indicate (please tick just one
of two): until there is no more stiffness? until maximal improvement of stiffness is reached? 

4. Do you consider that the following situations apply for ‘soft tissue swelling’of joint areas (criterion No. 2) (tick as many
as you wish): tenosynovitis (e.g. flexor tendons of the wrists) (i.e. without signs of radio-carpal or radio-ulnar arthritis),
bursitis (e.g. olecranon bursitis), sausage-like painless swelling of toes. 

5. In considering that (poly)arthritis is symmetrical, do you require (please tick just one reply): symmetrical involvement of
at least one group of joints (MCP and PIP being considered as a single joint); symmetrical involvement of at least two
groups of joints (MCP and PIP being considered as a single joint); symmetrical involvement of at least three groups of
joints (MCP and PIP being considered as a single joint); symmetrical involvement of all groups of joints (MCP and PIP
being considered as a single joint)? 

6. Do you consider the ‘radiographic changes’criterion fulfilled for a patient with chondrolysis of wrist-fingers without ero-
sions or decalcification? (Yes or No), desaxation/subluxation of wrist or fingers without erosions? (Yes or No), erosions
from other joints than wrists and fingers? (feet, shoulders, etc.) (Yes or No). 

7. In your routine clinical practice, do you use the classification tree to ensure better diagnosis of RA (and/or for medico-legal
reasons)? (Yes or No). 

8. In your routine clinical practice, do you use the list format to ensure better diagnosis of RA (and/or for medico-legal rea-
sons)? (Yes or No). 

9. Finally, in diagnosing a patient as RA, do you rely more on: your clinical judgement [analogue scale from 0 (not at all) to
100 (absolutely)]; or validation of the 1987 ARA criteria [analogue scale from 0 (not at all) to 100 (absolutely)]. 

10.In your experience, do the 1987 ACR criteria for RA perform well in early-onset arthritis (i.e. do they allow a reliable
early distinction between RA and other diagnosis?) [analogue scale from 0 (not at all) to 100 (absolutely)].

If a new set of criteria more suitable for the classification of patients with early-onset arthritis as beginning RA were adapted
from current 1987 ARA criteria, what modifications would you suggest? 

A: modifications/further information about: the definition of some current (1987) criteria? (e.g. ‘symmetrical’, presence of
RF on several tests, etc.) (Yes or No); the way criteria should be cumulated (or not) (Yes or No); binary classification of
patients as early RA or ‘not-RA’ (instead of a more graduated scale: probable, etc.). 

B: removal of one or more clinical criteria (e.g. nodulosis, morning stiffness) (Yes or No). 

C: addition of new biological tests? (anti-Sa, anti-citrulline antibodies, etc.) (Yes or No); new radiological criteria? (Yes or
No) (e.g. X-rays of the feet, ultrasonography or MRI); or exclusion criteria? (Yes or No). 
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Questions about the 1991 ESSG criteria for spondylarthropathy:

11. Do you agree with the concept of ‘spondylarthropathy’ [analogue scale from 0 (not at all) to 100 (absolutely)]. 

12. Do you agree to classify a patient as ‘spondylarthropathy’ when there is no spinal or sacroiliac involvement? [analogue
scale from 0 (not at all) to 100 (absolutely)]. 

13. In your previous publications, did you ever refer to ESSG criteria for diagnosis of spondylarthropathy? 

14. In your routine practice, do you use ESSG criteria as a diagnostic tool? 

15. Do you consider that ESSG criteria are ‘pertinent’ for diagnosis of (early) spondylarthropathy [analogue scale from 0 (not
at all) to 100 (absolutely)]. 

16. If you use these criteria (at least one of the two major criteria and one of the 7 minor criteria), how do you combine the
major and minor criteria to classify patients as spondylarthropathy? (please tick just one reply): patients must satisfy the
criteria on the day of assessment; patients who do not satisfy them on the day of assessment must have satisfied them
simultaneously before; patients must just have satisfied 4 criteria cumulatively (i.e. not necessarily at the same time). 

17. In considering that (poly)arthritis is asymmetrical, do you require (please tick just one reply): asymmetrical involvement
of at least one group of joints (MCP and PIP being considered as a single joint); asymmetrical involvement of at least
three groups of joints (MCP and PIP being considered as a single joint); asymmetrical involvement of the majority of the
group of joints; asymmetrical involvement of all groups of joints (MCP and PIP being considered as a single joint)? 

18. Do you consider that isolated inflammatory cervical pain of more than 3 months’ duration and of insidious onset before
the age of 45 is sufficient to consider that the criterion ‘inflammatory spinal pain’ is fulfilled? (Yes or No). 

19. In your opinion, what should be considered as arthritis predominantly in the lower limbs: more arthritis in the lower than
upper limbs; more severe arthritis of the lower limbs including the hip; the patient’s own interpretation? 

20. Do you consider that: a patient can be classified as both RA and spondylarthropathy? RA and spondylarthropathy can
overlap? RA and spondylarthropathy are syndromes more than diseases?


