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Abstract: The early identification of patients with inflammatory arthritis and their referral to rheumatologists in order to establish 
a diagnosis and to start treatment plays a crucial role in patient outcomes. However, it is recognized that a large proportion of patients 
with inflammatory arthritis are diagnosed very late, losing the opportunity to start treatment in the very early stages of disease, 
resulting in a worse prognosis. This delay depends on several factors related to the patient, the disease, socio-demographic and health 
system aspects. Over time, several strategies have been developed and implemented at different levels aiming to overcome such 
barriers and to reduce the time from the onset of the symptoms until the diagnosis and start of adequate treatment. In this non- 
systematic comprehensive review, we will describe the main barriers in the identification of patients with inflammatory arthritis at 
different levels. We will also discuss the different strategies that have been implemented with the objective to overcome the recognized 
barriers and their impact in the reduction of delays. 
Keywords: inflammatory arthritis, early diagnosis, barriers

Introduction
Inflammatory arthritis is a distinctive feature of rheumatic diseases such as rheumatoid arthritis (RA), spondyloarthritis 
and connective tissue diseases.1 The early identification of patients with inflammatory arthritis and their referral to 
rheumatologists plays a crucial role in patient outcomes.2

Data from observational studies and clinical trials indicate that early initiation of immunosuppressive therapy 
promptly after diagnosis results in better outcomes. This period, called the “window of opportunity”, is estimated to 
comprise the first 12 weeks after symptoms onset.2 Therefore, diagnosing arthritis within this period of time is essential.

A wide range of delay from symptom onset to the diagnosis of inflammatory arthritis is reported and only a small 
proportion of patients receive treatment in the first 12 weeks.3 A study conducted in 10 European countries reported 
a median delay from symptom onset to assessment by a rheumatologist of 24 weeks (ranging from 9–192 weeks) in RA 
patients, with a small proportion being observed in the first 12 weeks.4 Similar results were found in studies from 
Canada, where patients with RA were seen by a rheumatologist for the first time with a median of 5.5 months after 
symptom onset,5 with 20.7% of patients observed within 2.5 to 3–5 years.6 In a study conducted in Catalonia, Spain, the 
mean delay was 11 months.7 In non-developed countries this delay could be of several years. The mean lag time between 
symptom onset and diagnosis of RA in a Venezuelan study was 40.5 months (range 1–424).8

Several factors may contribute to this delay. Firstly, musculoskeletal complaints are common within the general 
population and it is difficult for patients to identify their symptoms as a manifestation of an inflammatory disease. 
Additionally, the rarity and heterogeneous nature of inflammatory rheumatic diseases contributes to the difficulty of non- 
rheumatologist health-care providers to recognize them among the large proportion of patients with musculoskeletal 
complaints. Lastly, the accessibility to a rheumatologist assessment in some geographical areas and the organization of 
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the healthcare system may contribute to these delays.9 Recognition of the barriers to referral and early diagnosis of 
patients with inflammatory arthritis is crucial to implement measures to reduce them.

Levels of Delay to Early Diagnosis
Between the patient experiencing the initial symptoms and receiving a diagnosis and starting treatment there are several 
steps that need to be taken and at each of these steps delays are possible. Four main levels of delay can be considered:10 

(Figure 1)

Individual Level
Defined as the period between the onset of the first related musculoskeletal symptom and the first assessment of the 
patient, usually in primary care.

Primary Care Level
Period between the first assessment by primary care until the referral to a rheumatologist.

Rheumatologist Level
From the rheumatologist referral to the first assessment in a Rheumatology Department.

Diagnosis and Management Level
From the first assessment by a rheumatologist to the establishment of the diagnosis and start of an effective treatment 
with Disease Modifying Anti-Rheumatic Drugs (DMARDs).

Barriers at Each Level
Level 1: Individual Level
This level of delay corresponds to the period from the symptom onset until the patient seeks medical help and has been 
identified as the most relevant reason why patients miss the “window of opportunity”.4,11 A recent literature review 
reported a mean delay of 3.14 months from onset of symptoms to the first contact with a physician, ranging between 0– 
5.7 months.12

For a person with joint symptoms to look for medical attention he/she needs to assume a causal disease for which 
a specific treatment exists.13 Socio-demographic factors, psychological aspects, the knowledge and beliefs about the 
disease play a crucial role in the decision making of those who seek medical advice.14–16 Additionally, people usually 
misinterpret symptoms, interpreting them as natural consequence of age, any physical effort or some kind of injury16 and 
commonly try to auto-manage their symptoms or resort to non-pharmacologic therapies.17 The previous concept that 
“there is nothing to do” and the lack of knowledge of effective and specific treatments for inflammatory arthritis are 
possible reasons to explain the delay of looking for help following symptom onset.

The main barriers for the early diagnosis of RA at this level are classified in the following five areas.16

Figure 1 Levels of delay in early diagnosis of inflammatory arthritis.
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Perceived Cause of Symptoms
The way in which symptoms are interpreted and evaluated by an individual, strongly influences their behavior in 
response to them. Usually, patients interpret their joint symptoms as a natural consequence of age, associate them with 
any physical efforts, with over/too much use, caused by some kind of injury or trauma, heat or cold, consequence of 
existing or previous medical problems or attribute these symptoms to another form of arthritis, such as 
osteoarthritis.16,18–22 Little knowledge about a specific condition, regarding its causes and gravity, is associated with 
longer delay in seeking medical advice.21 For example, patients with a family history of RA or who know someone with 
RA, usually seek GP evaluation earlier, in the presence of any joint complaint.16,23

Factors Related to the Clinical Presentation
Characteristics of joint involvement and previous experience of symptoms were reasons given by patients as influencing 
their need for medical care.16,24 These findings were found to be relevant in an observational study with 612 patients with 
arthralgia from two Early Arthritis Recognition Clinics, where more insidious onset was associated with a longer 
diagnostic delay as well as palindromic (recurrent) pattern.25 Similar findings have been reported in studies from the 
UK.26 A systematic review of qualitative literature also reported that the severity, intensity and duration of symptoms 
such as pain, stiffness, joint swelling and fatigue and onset influence whether people sought help. An abrupt onset, with 
very intense symptoms, affecting multiple joints often results in a prompt help-seeking.18 These findings were also 
reported in a recent qualitative study from India.22

Perceived Impact of Symptoms
The impact of the symptoms on patients´ lives plays an important role in seeking medical advice. When daily activities 
are disrupted due to symptoms, patients tend to seek help.16,19,27

Self-Management of Symptoms
Patients with musculoskeletal symptoms tend to relieve their symptoms with easily available drugs such as non-steroid 
anti-inflammatory drugs or paracetamol, or even alternative therapies, particularly when they have mild to moderate and 
non-disruptive symptoms, leading to a delay in seeking consultation with their GP.16,17,27 Furthermore, patients usually 
get advice from friends and family, who may play an important role. Interestingly, knowing someone with inflammatory 
rheumatic disease leads to a shorter delay, probably because they are encouraged to seek help from their GP.16

Drivers and Barriers Related to General Practitioner (GP) and Health-Care System
Beliefs and attitudes about the health system were also found to be a determinant factor for delay at the individual level, 
with a direct correlation with lack of confidence in GPs, bad previous experiences with the health system, fear of not 
being understood, or even being blamed by the GP.20,24,28 The reduced proximity to primary healthcare centers in certain 
rural areas29 and geographic areas with low density of GPs are associated with longer delays.29,30 Circumstantial factors 
may cause delays in seeking medical help. For example, during the COVID-19 pandemic period incidence of inflam
matory rheumatic diseases decreased,31,32 which could be partially explained by fewer patients presenting with inflam
matory arthritis who sought for medical care. The belief that the health system was only focused on COVID-19 care, 
without capacity for other conditions, or even being afraid about accessing services may justify these findings.31

Level 2: Primary Care Level
GPs play a key role in identifying patients with inflammatory arthritis, as they typically serve as “gatekeepers” for 
rheumatologists,9 being the first contact with the health system for about 90% of patients.33 A recent systematic review 
reported a mean delay of 2.3 months (0.5–6.6) at this level.12 In a study conducted by de Cock et al only 44.1% of the 
cases of RA were suspected in the first visit with the GP, with nearly 25% requiring 5 or more visits.33

Several reasons have been reported to justify this delay at the primary care level. A qualitative study from 
Belgium identified low confidence in identifying inflammatory arthritis, limited access to specialists and poor 
professional collaboration between sectors.34 Similar findings were reported in a study from the UK.35 More 
recently, a qualitative study with Danish GPs identified the main reasons related with the delay at the primary care 
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level to be the atypical presentation of symptoms or no clear evidence of swollen joints, the GP’s role as 
a gatekeeper in several conditions, suboptimal collaboration with rheumatologists and limitations in performing 
and trusting in laboratory tests.9 The overarching reason mentioned by GPs for the delay was the difficulty to 
detect RA, seeming “like finding a needle in a haystack”, given its rarity and that symptoms often resembled those 
of non-inflammatory conditions, such as osteoarthritis. These difficulties increase when patients have a non- 
classical clinical picture.36,37 A study conducted with UK GPs showed that swollen and painful small joints, 
longer stiffness and symmetrical involvement were associated with a reduced delay in GPs’ perspectives.38

The difficulty in identifying patients who need to be referred is important and high responsibility in the process is 
commonly appointed to GPs. This is exacerbated when the relationship with the rheumatologist is poor, or when there is 
a lack of quick response from rheumatologists, with GPs commonly feeling as reproved by the colleagues.34 These 
feelings lead GPs to make a referral only when they are certain about the diagnosis.39

The lack of self-confidence of GPs is an important cause of delay, strongly supported by a study conducted in the 
UK reporting that GPs tend to value laboratory tests more than their clinical view, with 74% of the respondents preferring to 
wait for blood tests before referring patients.38 Using laboratory results to support referral decisions will lead to most patients 
failing to be referred within the recommended period due the several days needed to obtain all the results.5 Additionally, patients 
with negative rheumatoid factor are referred less frequently (66% vs 35%)40 and had a longer period of delay (67 vs 22 days),41 

compared with those with positive rheumatoid factor. The same conclusion was reached by Kumar et al.11 This scenario is more 
dramatic when considering X-rays,42 given the absence of radiographic changes in the early stage of the disease.

Socio-demographic and health-care system characteristics may also play a role in the referral of patients with 
inflammatory arthritis. In a Canadian study, poor primary care access and continuity, low density and weak proximity 
to rheumatologists had a negative impact on encounter rates with a rheumatologist.43

Some studies also stated previous experiences of referring patients with rheumatoid arthritis, easy access to 
rheumatology departments and the availability of an Early Arthritis Clinic as having a relevant impact in the referral 
timelines by GPs.9,25,34

Level 3: Rheumatologist Level
The delay from the referral until rheumatology assessment ranges widely across European centers,4 despite having less 
relevance than the previous levels of delay.4,11

The cultural differences in the health-care system organization and the number of rheumatologists per capita play an 
important role at this level of delay. Geographic areas with few rheumatologists and rheumatology departments have 
more difficulties in scheduling urgent appointments for patients with suspected inflammatory arthritis.24

Another important reason for the delay at this level is the correct triage of patients that are more likely to have 
inflammatory arthritis among the total of patients referred to the rheumatology department. The existence of triage 
clinics, Early Arthritis Clinics and an adequate system of triage of patients referred to a rheumatology assessment are 
shown to reduce the delay at this level.10

However, it is important to recognize that prioritizing patients for urgent assessment by a rheumatologist is 
challenging and depends on adequate primary care evaluation and referral system.

Level 4: Diagnosis and Management Level
The period after a patient is first assessed by a rheumatologist until the diagnosis and treatment with DMARDs has an 
important role in the prognosis of patients with recent onset of inflammatory arthritis. Ideally, the treatment with 
DMARDs should start in a period that allows the modulation of biologic processes while they are in a more reversible 
stage, avoiding structural damage. In a European study, this was the less relevant level of delay, with a median of 4 
weeks, ranging from 1–8 weeks in the different centers.4 However, the delay at this level can be longer in non-developed 
countries as reported in a study from Venezuela, with a mean delay of 13.4 months.8

With the more recent ACR/EULAR classification criteria for RA44 patients are identified in an earlier stage of disease 
than in the 1987 classification criteria,45 which included rheumatoid nodes or erosions on the X-ray, both common in 
long-standing disease.

https://doi.org/10.2147/OARRR.S282622                                                                                                                                                                                                                             

DovePress                                                                                                                  

Open Access Rheumatology: Research and Reviews 2023:15 14

Saraiva and Duarte                                                                                                                                                  Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


However, delays at this level have been reported in patients with more atypical presentation, involvement of few 
joints, proximal joints and negative rheumatoid factor and anti-CCP.46,47 In older patients, the differential diagnosis with 
other diseases such as osteoarthritis, microcrystalline arthritis, or rheumatic polymyalgia can be challenging and 
contribute to the delay at this level.

Strategies to Reduce the Delay
Several approaches are available and should be implemented to minimize the barriers to the early diagnosis of 
inflammatory arthritis (Figure 2). These include public awareness about rheumatic diseases, mainly inflammatory 
diseases, programs of continuous education of GPs about musculoskeletal symptoms and conditions, early referral 
guidelines, early triage, rheumatologist good response, good communication and quick-referral routes for patients with 
inflammatory arthritis. These strategies will allow reductions in the delay in the diagnosis of patients with inflammatory 
arthritis and should include a synergistic and continuous intervention over time.

Public Awareness Strategies
Strategies promoting public awareness may play an important role in reducing the time between onset symptoms and 
help being sought by the patients.

With the growing internet access, patients increasingly use the web as a source of information. The widespread 
information in public websites may increase public awareness of inflammatory arthritis.10 National scientific societies 
and patients’ associations have trusted information about inflammatory disease and could be used as sources of 
information, easily accessible in their sites in the internet.48,49 However, a previous evaluation of internet information 
on inflammatory arthritis reported that although the websites had accurate information, their reading levels were too high 
for the average reader, and were generally poor in terms of giving a differential diagnosis, prioritizing the possibilities 
and none provided an algorithm for action, thus were likely to be of little help to them and could delay their seeking 
appropriate attention.50

Several campaigns have been conducted in various countries to increase awareness regarding rheumatic diseases, in 
particularly inflammatory conditions. The Austrian Rheumatology Society launched an initiative providing easy, non- 
formal, free access to counselling by rheumatologists or pain specialists. A mobile unit (an adapted broadcast bus) was 
parked at easily accessible sites allowing passers-by to step in, talk to a specialist and receive information and further 
guidance. In this campaign, almost 3% of the clients seemed to have unrecognized inflammatory rheumatic diseases, with 
1% each presumed to have RA. Among these patients, 10% of them never sought medical care and in one-third the 
inflammatory condition was only or the first time considered by the physician in the bus.51 Similar findings were found in 

Figure 2 Summary of potential strategies to reduce the delay of diagnosis of inflammatory arthritis at each level.
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“The Rheuma-Bus project 2018”, a similar campaign conducted in rural areas.52 In 2017, the EULAR launched the 
Europe-wide campaign entitled “Don’t Delay, Connect Today” aiming to highlight rheumatic and musculoskeletal 
diseases (RMDs) as major diseases and a public health concern.53 Similar campaigns were launched by other societies 
such as the American College of Rheumatology and the UK’s National Rheumatoid Arthritis Society. However, to our 
knowledge, no data were published to assess the efficacy of such strategies to improve the public awareness of 
inflammatory arthritis and in the reduction of delays.

A television advertising campaign conducted by Arthritis New Zealand in 2011 to raise public awareness of AS was 
associated with a significant increase in referrals to rheumatology services for suspected AS and an increase in the 
diagnosis of axial SpA in clinics.54

Despite the limited information on interventions to improve public awareness, there is evidence that some mass media 
interventions may have an important role in influencing the use of health-care interventions.55 Therefore an important 
concern raised by primary health-care providers about these campaigns is the rapid increase of help-seeking behavior, 
leading to an extra workload in primary care, in which many of the additional patient consultations would be 
inappropriate and result in an overwhelming of rheumatology departments.56 Therefore, these campaigns should be 
accompanied by an adequate response of the health system.

The lack of information about inflammatory arthritis for the general public is commonly recognized as an important 
reason of delay in seeking medical care and different strategies to increase public awareness have been implemented. 
Such campaigns should be updated over time, and its impact and cost-effectiveness evaluated.

Community Case-Findings Strategies
Self-questionnaires were developed to identify individuals with risk of inflammatory arthritis, providing low cost, 
relatively quick and time-limited methods to find patients at risk. Individuals identified as “at high risk” should receive 
further information to visit a physician for a more detailed evaluation.

A simple self-administered test comprising a handshake, a four-finger grip around a pencil and pincer grip of a sheet 
of paper to detect inflammatory arthritis was described.57

A patient self-reported questionnaire adapted from the ACR criteria for RA was developed and shown to be well 
understood by individuals and with good accuracy (74%) to detect patients with early RA.58

The Early RA Screening Questionnaire was developed to identify patients with high risk of RA among patients with 
joint pain for less than 3 months. It was based on the van der Helm-van Mill et al prediction rule for RA and 
disseminated through the Arthritis Foundation’s website. Individuals who scored ≥3.5 were considered as “likely to 
have RA” and evaluated by a rheumatologist.59

A community active health-fair screening approach using the combination of the Connective Tissue Disease 
Screening Questionnaire and antibodies testing (Rheumatoid Factor and Anti-CCP) was developed, showing good 
psychometric properties.60

GP Training
Difficulties in recognizing patients with inflammatory arthritis have been one of the most relevant factors recognized by 
GPs in the referral of these patients.26,37 Only around one-quarter of patients referred to rheumatologists as possibly 
having an inflammatory arthritis later receives the diagnosis of RA. Therefore, interventions to increase knowledge and 
confidence of GPs in the identification of inflammatory arthritis have been recognized as having an important role and 
should be implemented. Strategies such as continuous medical education through workshops, training in rheumatology 
(particularly training courses for specialized GPs), joint consultation, tele-clinic and distribution of educational material 
have been mentioned by GPs as strategies to improve the referral of patients with inflammatory arthritis.9

Despite recognizing some risk of reporting bias, there is evidence that continuous training of GPs can improve the 
referral process. A systematic review of strategies to decrease the delay in the diagnosis showed that education programs, 
despite the modality, had some success in improving the awareness and aptitude of GPs to identify inflammatory arthritis, 
leading to improvement of referrals.10 In the “joint adventures program”, workshops coordinated through a national 
continuing education program, resulted in an improvement of knowledge and skill acquisition and self-assessed change 

https://doi.org/10.2147/OARRR.S282622                                                                                                                                                                                                                             

DovePress                                                                                                                  

Open Access Rheumatology: Research and Reviews 2023:15 16

Saraiva and Duarte                                                                                                                                                  Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


in practice, that changed their care of musculoskeletal disorders.61 The efficacy of referral support and training actions 
was also reported in a prospective, randomized study.62 More recently, a study evaluated the efficacy of an educational 
program of GPs in SpA, concluding that after the educational program GPs more frequently recognized SpA and the 
proportion of referred patients to a rheumatologist increased significantly in the intervention group, when compared with 
GPs without educational training (with features of axial SpA (71% versus 15%), and with features of peripheral SpA 
(48% vs 0%)).63

Screening Tools and Guidelines
One of the challenges is ensuring that the patients more likely to have an inflammatory arthritis are seen in rheumatology 
departments in a short period of time, this being particularly relevant when considering Early Arthritis Clinics. Selecting 
patients for a rapid assessment with the rheumatologist is challenging and depends on correct primary care evaluation. 
Several triage tools, simple and easy to perform, have been developed to provide an initial guide for GPs to identify 
patients with inflammatory arthritis (Table 1).

The Early Inflammatory Arthritis (EIA) detection tool is an 11-question instrument, self-administered, that captures 
relevant dimensions to having peripheral inflammatory arthritis as articular pain, swelling, and stiffness, distribution of 
joint involvement, function, and diagnostic and family history. It is scored either using the sum of the number of positive 

Table 1 Screening Tools to Screen Patients with High Probability of Having a Peripheral Inflammatory Arthritis and the Need for an 
Assessment with a Rheumatologist

Inflammatory Arthritis Detection Tool* 64,65 The Clinical Arthritis Rule66 EULAR Defined Characteristics 
Describing Arthralgia at Risk for RA69

1. Do you have pain in your joints? 

2. Do you have pain in your wrists and hands? 

3. Are your hands or wrists swollen? 

4. Do you have trouble making a fist? 

5. Are your joints stiff in the morning? 

6. From the time you wake in the morning, does it take > 60 min for your joints 

to move more freely? 

7. Are the same joints involved on both sides of your body? 

8. Have important activities in your life been affected because bone or joint 

problems, such as difficulty with personal care or having to make change 

regarding leisure or work activities? 

9. Have you ever been told that you have rheumatoid arthritis (RA)? 

10. Does anyone in your family have RA? 

11. Have you been diagnosed with a rash called psoriasis? 

12. Have you had these symptoms for > 6 weeks and < 1 year?

Male gender (0.5) History taking:
● Joint symptoms of recent onset (duration 

<1 year)
● Symptoms located in MCP joints
● Duration of morning stiffness ≥60 min
● Most severe symptoms present in the 

early morning
● Presence of a first-degree relative with RA

Physical examination:
● Difficulty with making a fist

Positive squeeze test of MCP joint

Age >60 (0.5) (0.5)

Symptom duration.

<6 weeks (0.5)

6–51.9 weeks (1.0)

Morning stiffness.

>60 min (0.5)

Number of patient- 

reported painful joints

1–3 (2.5)

≥4 (1.5)

Number of patient- 

reported swollen joints

≥1. (1.5)

Difficulty in making 

a fist.

(0.5)

AUC: 0.915, 

Sensitivity: 0.855; 

Specificity of 0.873

AUC: 0.74 

≥4 
Sensitivity=93.6%; Specificity=35.6% 

≥6 
Sensitivity=23.1%; Specificity=92.1%

AUC: 0.92, 95% 

≥3 parameters: 

Sensitivity =90.4%; Specificity=72.2%; 

≥4 
Sensitivity=70.5%; Specificity=93.6%

Note: *(Response options Yes = 1, No = −1). 
Abbreviations: AUC, Area Under the Curve; MCP, metacarpophalangeal; RA, rheumatoid arthritis.
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responses,64 or using a weighted scoring algorithm.65 Higher scores mean a higher probability of a patient having 
a peripheral inflammatory arthritis and the need for an assessment with a rheumatologist in a short time period.

More recently, the Leiden Early Arthritis Clinic developed a new tool for the referral of patients with early inflammatory 
arthritis, easily applicable in clinical practice. This tool does not focus on the identification of a swelling joint, one of the most 
difficulties faced by GPs. This simplified rule consisting of seven scored items and a total score ranging from 0–7.5 with 
corresponding predicted risks. A patient with a score of ≥6 has 71% risk of having inflammatory arthritis.66

Guidelines for inflammatory rheumatic diseases management have been published, emphasizing early referral.67,68 

The EULAR recommendations are based on clinical findings as duration of symptoms less than 12 months, inflammatory 
pattern and involvement of hands joints.69 These guidelines have been used and adapted by several Early Arthritis Clinics 
to improve the referral of patients with inflammatory arthritis.

Regarding spondyloarthritis, two tools to detect patients were developed, with comparable efficacy. These tools are 
based on clinical manifestations, laboratory and imaging features of SpA. Patients with chronic low back pain lasting >3 
months and onset before age of 45 years should be referred to rheumatology if presenting one of the following: 
inflammatory back pain (IBP), positive HLA-B27 or sacroiliitis on imaging; or two of the following findings: family 
history of axial SpA, good response to non-steroidal anti-inflammatory drugs, extra-articular manifestations.70–72

Another important point is the triage of referred patients, which is particularly relevant in departments without 
dedicated Early Arthritis Clinics. Definition of strategies of triage help to prioritize appointments for patients with 
inflammatory arthritis. In the standard care, patients are usually graded into different levels of urgency, with patients with 
high suspicion of inflammatory arthritis receiving the highest level, to be seen in few weeks.10 However, the efficacy of 
such triage is based on the information provided by the GP. Referral forms that help to standardize and provide important 
information for triage should be developed and made available. The use of referral forms for triage process increased 
significantly the capacity to detect urgent cases and in reducing the waiting time for the appointment.73–76

Early Arthritis Clinics
During the last decades Early Arthritis Clinics (EACs) were established in rheumatology departments, which have 
dedicated appointments for patients with suspected persistent synovitis in early stages. EACs have been shown to be 
effective in the prompt diagnosis and in achievement of good outcomes in patients with inflammatory arthritis. Data from 
Leiden EACs showed that duration of symptoms at first appointment in the rheumatology clinic were shorter in patients 
referred to EACs when compared with routine care (14.1 vs 37 weeks, respectively),77 with an improvement in a similar 
analysis some years later.78 More recently, van Nies and collaborators reported a shorter GP-delay in the identification of 
patients with a higher rate of identification of arthritis among patients referred to EACs.25 A systematic literature review 
showed the Early Arthritis Clinics strategy reduced significantly the time to referral when compared with the standard/ 
routine care.79

Commonly the EACs include programs of education for GPs, referral guidance and a direct channel of communica
tion with GPs. All these points are relevant to change the relationship and communication between primary and 
secondary care clinicians for patients with a suspected new-onset inflammatory arthritis, contributing to the relevance 
of EACs in the early detection and the good outcomes of these patients.

However, we should note the complexity of EACs development which can limit their widespread implementation in 
a routine clinical setting, particularly in countries with scarcity of rheumatologists and limited access to DMARDs. 
Moreover, their acceptance by patients and clinicians as well as their cost-effectiveness requires further research.

Summary
The delay in diagnosis of patients with inflammatory arthritis remains a real problem, with wide disparities across the 
world.

The delay occurs at different levels, with the time since the symptom’s onset until referral to a rheumatologist (levels 
1 and 2) being the most relevant.

Several reasons, related with the patient, the disease and the health-care system have an important impact, constituting 
important barriers to the early diagnosis of patients.
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Misinterpretation of the symptoms, lack of knowledge about the disease, clinical presentation and impact of 
symptoms, difficulty in detecting arthritis by GPs, lack of confidence, poor collaboration between health-care providers 
and scarcity of rheumatologists are the main reasons identified. Circumstantial factors, such as the pandemic era, should 
also be taken into account.

Several strategies have been developed and implemented at the different levels outlined to overcome the difficulties 
and the barriers to early diagnosis.

Public awareness campaigns, training of GPs, referral and triage tools, early arthritis clinics and rapid access showed 
some efficacy in reducing the delay.

Despite the positive impact observed with such strategies, there is still opportunity to develop and implement new 
ones to reduce such delay.

Research Agenda
Continuous development of strategies to increase awareness of inflammatory arthritis at different levels is needed.

Studies are required to evaluate how such strategies improve the recognition of relevant symptoms by the patients so 
that they look for medical assistance sooner.

Research should also focus on the impact of education programs of non-rheumatologists, as it will result in an early 
recognition of symptoms and increase the self-confidence of GPs to refer patients, one the biggest barriers identified.

The development of referral and triage tools with better diagnostic/screening performance, that help to identify 
patients with an increased risk of inflammatory arthritis.
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