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ABSTRACT

An early arthritis clinic (EAC) was
established to identify early rheuma -
toid arthritis (RA) patients for clinical
trials and to create a facile method of
early patient referral from the practi -
tioner to the rheumatologist. With mini -
mal advertising and promotion, pa-
tientswith lessthan 12 months of symp -
tomswereeasily referred if the primary
care physician suspected a rheumatic
condition. Of those patients who were
appropriately referred one-third had
synovitis, 20% had diagnostic cuta -
neous findings, 20% were diagnosed
with lupus (or lupus-like disease), 12.5%
had RA, and 10% were diagnosed with
a spondyloarthropathy. An EAC was
easily established, implemented and
staffed and resulted in the prompt diag -
nosis and early treatment of many
patients who may have otherwise wait -
ed months for appropriate rheumato -
logic diagnosis and treatment.

Introduction

Over the past decade, early diagnosis
and treatment of rheumatoid arthritis
(RA) has become a primary focus for
rheumatol ogists worldwide. This call
for aparadigm shift isrooted in agrow-
ing body of evidence that has under-
scored the disastrous consequences of
untreated or poorly-treated inflamma-
tion and the apparent benefits of early
aggressive treatment in RA patients.
Thus, population-based studies of pa-
tients treated with conventional thera-
pies have shown significant joint dam-
age, progressive disability, increased
morbidity and mortality — all of which
are clearly linked to disease severity (1,
2). Moreover, many recent studies have
demonstrated the importance of early
referral, diagnosis and the initiation of
appropriate disease modifying anti-
rheumatic drug (DMARD) therapy in
patients with early or DMARD-naive
RA.

Early diagnosisand referral
The challenge of early diaghosis and
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intervention will not be overcome easi-
ly. The accuracy of early diagnosis may
be problematic as many physicians rely
heavily on serologic testing for diagno-
sis, even though these tests demonstrate
low sensitivity in patients with early or
new-onset disease. Moreover, reliance
on the American College of Rheumato-
logy (ACR) criteriafor the diagnosis of
early RA is hampered by the design of
these criteria which include chronic
manifestations of disease (such as no-
dules and radiographic erosions) to
establish a diagnosis.

The poor performance of these criteria
in patients with early onset disease has
been documented (3). Symptoms and
signs of new onset RA are non-specific,
and as such many early arthritis clinics
have shown that some patients with
new onset synovitis may either remit or
evolve into other acute or chronic in-
flammatory arthritides (4-6). Green
examined a cohort of 63 patients with
early RA and found that persistent
symmetric disease for 12 weeks was
the best predictor of progressive dis-
ease, followed to alesser extent by the
shared epitope for HLA DRB1 (5).

In addition to obstacles in diagnosis,
patient access to rheumatol ogic consul-
tation and care is very limited. In part
thisis due to a relatively small number
of rheumatologists and a large RA
population (2.1 million in the USA),
many of whom have not been diag-
nosed or treated (~700,000). There
existsin the USA asubstantial reliance
on primary care physiciansto evaluate,
screen and treat a large fraction of
patients. In the USA, estimates suggest
that there are nearly 4200 practicing
rheumatologists. Studies indicate that
most RA patients are referred from the
primary care sector, thereby creating a
rheumatology bottle-neck for referring
physicians and patients with early dis-
ease.

Almost 10 years have passed since it
was shown in a Massachusetts man-
aged care organization that the median
lag time from symptoms to diagnosis
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was 36 weeks (7). In 1999, Irvine re-
ported on achange in referralsin Glas-
gow, where the lag time from the first
symptom to PCP referra was 21
months prior to 1986 and only 4
months in 1997 (8). Another recent re-
port from Spain showed that although
the median lag time from first symptom
to rheumatology referra was 17
months, the time to DMARD initiation
was 19 months, underscoring the com-
mon practice of prompt DMARD the-
rapy by rheumatologists (9). Although
there are trends showing achangein re-
ferrals and lag time to diagnosis or
DMARD use, there remain a signifi-
cant number of patients worldwide
whose access to rheumatology care is
limited, athough this varies widely
among countries, as is discussed in
other chaptersin this supplement.

Early DMARD initiation

Education of primary care physicians
and rheumatol ogists alike on the bene-
fits of early DMARD intervention are
likely to influence referrals and/or
DMARD use in early disease. How-
ever, many are unaware of the numer-
ous studies that document the benefits
of early intervention. A recent metana-
lysis of 14 randomized controlled trials
of conventional DMARDs underscored
the importance of early DMARD admi-
nistration, as DMARDs performed best
when used early in disease (10). Other
studies have shown the lag time to
DMARD useto be critically important.
Lard et al. demonstrated distinctly dif-
ferent outcomes for 2 cohorts with
early disease (mean disease duration 4-
5 months) (11). Whereas patients given
early (median 15 days) DMARD (chlo-
roquine or sulfasalazine) therapy had
negligible radiographic change after 2
years, those with a delay (median 123
days) in DMARD initiation demon-
strated significant radiographic pro-
gression over 2 years. In another mono-
therapy trial, the early use of either me-
thotrexate or etanercept in patients with
less than 3 years of disease (mean =11
mos.) yielded impressive clinical and
radiographic benefitsin this population
(12). While etanercept had a significant
rapid onset of response, a the end of
one year both drugs performed equally.

However, at 2 years etanercept yielded
better ACR 20 responses and radio-
graphic protection. Nonetheless, the
early use of either agent yielded drama
tically better radiographic outcomes
when compared with expected rates of
progression. Severa studies have also
documented the added impact of com-
bination DMARD therapy when used
in early or DMARD-naive RA patients
(13-15). These are but a few of the tri-
as that show the long-term sympto-
matic, functional and radiographic be-
nefits of early DMARD or combination
DMARD therapy in RA patients.

Establishing an early arthritisclinic

Based on the benefits of early arthritis
clinics elsewhere (16), we established
an early arthritis clinic as part of our
routine practice. In our community,
access to rheumatologic consultation is
generally delayed by 6-16 weeks. It has
been our observation that primary care
clinicians have limited time or interest
in rheumatologic education and would
instead prefer facile access to rheuma
tologic diagnosis and care for their
patients. Thus our early arthritis clinic
(EAC) was established with the follow-
ing goals. (a) to provide easy access to
both patients and referring clinicians
for expert consultation; (b) to establish
early and accurate diagnosis and initi-
ate appropriate treatment for patients
with symptoms of less than 12 months
duration; and (c) to identify patients
with early RA who express an interest
inclinical trias.

A once weekly EAC was one of several
measures designed to meet both com-
munity and research needs for greater
access and information. Other efforts
included quarterly free arthritis screen-
ing clinics, patient and physician edu-
cational forums on advances in rheu-
matic disease and a patient newsletter.
The EAC was announced by mailing
“Dear Dr.” letters to 200 primary care
physicians. This one-page letter includ-
ed an attached, simple one-page refer-
ral fax form that detailed patient infor-
mation, primary reason for referral and
duration of symptom(s) (Fig. 1). EAC
referrals required rheumatic symptoms
of less than 12 months. Referral forms
required review and approva by a
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rheumatologist before appointments
were established. Patients were gener-
aly seen within 1-2 weeks of referral.
Clinicisheld on Tuesday afternoon and
usually 2-3 patients are evaluated at
each EAC.

Over the last 6 months, nearly 50 pa
tients were referred. Ten patients with
symptoms from more than 12 months
were mistakenly referred and evaluat-
ed. Three cases of fibromyalgia (FM)
and 2 patients with a spondyloarthopa-
thy (SpA) were diagnosed at their first
visit and referred on to routine rheuma
tologic care.

The most common reasons for referral
included abnormal serologic tests, po-
lyarthritis, widespread pains, monarth-
ritis, myalgia or fever of unknown ori-
gin. Only one-third of referralsinclud-
ed a suspected diagnosis and less than
half of these were correct.

The majority of patients were female
and ranged in age from 7 to 76 years.
The mean duration of symptoms was
nearly 16 weeks (range, 3-52 week).
Patients were evaluated using a stan-
dardized assessment form that included
a patient-derived questionnaire data
and physician-derived historic and exa
mination fields. There was no require-
ment for further laboratory or radio-
graphic investigation, as these were
done at the discretion of the rheumato-
logist. Over one-third of patients exhi-
bited synovitis and 20% had diagnostic
cutaneous findings.

The most common diagnoses included
systemic lupus erythematosus or lupus-
like disease (8 patients), RA/inflamma:
tory arthritis (5 patients), FM (5), SpA
(4), scleroderma (3) and osteoarthritis
(3). Early inflammatory arthritis was
found in 5 patients, 3 of whom were
seropositive for rheumatoid factor. The
disease duration ranged from 4 to 16
weeks. Treatment was initiated in al, 3
patients were started on DMARDs, 2
on TNF inhibitors and one patient (on
NSAIDs alone) went into remission
before returning for the follow-up
exam. Over half of the EAC consults
had a definitive diagnosis established
on the first visit. Yet 10% of the pa-
tients remained without a rheumatol og-
ic diagnosis after repeat visit(s) and in-
vestigations.
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Patient Name :

EARLY ARTHRITIS CIINIC REFERRAL

(Patients tmat have “arthritis” for < 12 months)

Age:

Refirring Fhvaician

Phone # Fax #

Agate Pain
Acute Swelling
Chrosiic Pain
Chronic Swelling
‘Widespread Pain

+ANA (Result:

Previously Seen a Rhenmatologist? NO  YES Whom:
Reason for Refesral (Choose gll that spply):

AffectedlmnlsHmd_Faet_Shmﬂda‘ Enee  Hip Back
Pattern: )

+RF  (Result; )
Outeparthritia

Lupus

Rheumatoid anthritis
TRA (juvenile arthritis)
Peotiatic erthritis
Ankylosing spondylitis
Gout or Psendogont
Fibromyalgia

Low back pain
Sjogrens syndrome
Scleroderma
Polymyositia/dermatomynsitis
Vasculitis

Othar;

00 0 000D DOO0O0DO0DOREUOUUOUUODDODUODOOOO

HighESRorCRF  (Result: )

Symptoms Began:

Diagnoais Date:

Plpaes anoeh coples of lnby, X-Ripys, HAP, discharge summery, Inngrance fiformarion

Fig. 1. One page referral form used for the Early Arthritis Clinic.

When compared with established clinic
patients or new patient referrals, EAC
patients were younger, less likely to
have FM and were taking fewer medi -
cations. Three patients with early ag-
gressive RA were identified and treated
aggressively. Many patients with seri-
ous rheumatic or autoimmune disease
were diagnosed and begun on appropri-
ate therapy. Lastly, two patients were
referred into clinical trials. More im-
portantly, the formation of an EAC was
positively received and supported by
the primary care physicians who utiliz-
ed this service. Many commented that
timely rheumatologic consultation fill-

ed a significant unmet need, and that
the EAC was a valuable resource for
their patients with new onset rheumatic
complaints.

Recommendations

Despite extensive evidence concerning
the importance of early diagnosis and
treatment, this continues to be an un-
met need for many patients with recent
onset arthritis. Although many rheuma
tologists have embraced these tenets
and have adtered their therapeutic
approach to early RA, limited access to
rheumatologic care is partly to blame
for thislacuna. A relatively small rheu-
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matology workforce, already overbur-
dened with requests for diagnostic and
management service, will be greatly
challenged by this need for Early
Arthritis Clinics. EAC clinics may be
easily implemented in academic or
research environments. However, their
utility in a routine rheumatologic pra-
ctice remains to be determined as si-
gnificant logistical and financial consi-
derations must be taken into account
before establishing aclinic dedicated to
early arthritis. Future research in this
areawill need to:

1. Confirm or identify additional fac-
tors that identify high risk early
arthritis patients.

2. Test treatment strategies (based on
currently available therapies) with
the hope of disease control or re-
mission.

3. Study the impact of dedicated early
arthritis clinics on routine rheumato-
logic practice.

Lastly, continued education on early in-

tervention in RA should be directed at

family physicians and rheumatologists
aike, with the hope that education will
alter referral or treatment paradigmsin
amanner that benefits those with early
RA.
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