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Original Article
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KEY MESSAGES:

� General practitioners acknowledge the importance of early and intensive treatment but experience various barriers.
� Barriers included low confidence in detection, limited accessibility in referral and poor professional collaboration in care.
� General practitioners should enhance practical skills to detect early RA and should be actively involved in early RA care.

ABSTRACT
Background: General practitioners (GPs) may play a crucial role in early recognition, rapid referral and intensive treatment follow-up
of patients with rheumatoid arthritis (RA). To improve early RA management, perceived barriers in general practice must be
addressed. However, the general practice perspective on early RA management remains understudied.
Objective: To explore GPs’ experiences, beliefs and attitudes regarding detection, referral, and intensive treatment for early RA.
Methods: In 2014, a qualitative study was conducted by means of individual, in depth, face-to-face interviews of a purposive sample
of 13 Flemish GPs. Interviews were audio-recorded, transcribed verbatim and coded using the constant comparative method.
Results: GPs applied multiple assessment techniques for early RA detection and regularly prescribed non-steroidal anti-inflammatory
drugs if they suspected early RA. However, GPs felt unconfident about their detection skills because early RA symptoms are often
unclear, diagnostic tests could provide inconclusive results and the incidence is low in general practice. GPs mentioned various
approaches and multiple factors determining their referral decision. Perceived referral barriers included limited availability of
rheumatology services and long waiting times. GPs considered intensive treatment initiation to be the expertise of rheumatologists.
Reported key barriers to intensive treatment included patients’ resistance and non-adherence, lack of GP involvement and
unsatisfactory collaboration with rheumatology services.

Conclusion: GPs acknowledge the importance of an early and intensive treatment, but experience various barriers in the
management of early RA. GPs should enhance their skills to detect early RA and should actively be involved in early RA care.

Key words: Arthritis, rheumatoid, general practice, qualitative research

INTRODUCTION

Rheumatoid arthritis (RA) is an autoimmune disease
affecting 0.8% of the population worldwide, with an
estimated incidence of 29 cases per 100 000 in northern
Europe (1,2). RA is characterized by chronic joint
inflammation, if left untreated resulting in destruction
and malformation of the joints and possibly leading to
functional impairment and disability (1). Treatment

recommendations support an early and intensive treat-
ment to control disease activity, reduce the progression
of joint damage, maintain function, and improve the
quality of life of patients with early RA (3–5).

Early treatment, as soon as possible and ideally
within the 12 weeks after symptom onset, may
substantially decrease disability and increase the
chance of achieving remission (6,7). Recent research,
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however, shows a median delay from symptom onset to
treatment initiation ranging from 16 to 38 weeks in
different countries (8,9). Raza et al., showed that delay
in referral to a rheumatologist importantly contributed
to the overall treatment delay in early RA (9). They
emphasized the need for a detailed understanding of
the underlying reasons for this, depending on the local
organization of healthcare, to reduce referral delay.

Initial intensive treatment strategies combining clas-
sical disease modifying anti-rheumatic drugs with rapid
remission inducing agents like glucocorticoids or bio-
logicals are the most effective and safe option for
patients with early RA in achieving the ‘window of
opportunity’ to control the disease (10–13).

General practitioners (GPs) may play a crucial role in
the management of early RA since they are usually the
first point of contact for the patient. It is primarily up to
the GP to suspect early RA and to decide whether or not
to refer to a rheumatologist (14). Furthermore, they
could play an important role in the follow-up of the
early RA treatment as prescribed by the rheumatolo-
gists. Nevertheless, little is known about GPs’ inter-
actions with patients with early RA and their
experiences, beliefs and attitudes concerning the man-
agement of early RA (15–18). Furthermore, to our
knowledge, the beliefs and behavioural intentions of
GPs about intensive treatment initiation remain
unknown.

The aim of this study was to explore GPs’ experi-
ences, beliefs and attitudes regarding the management
of early RA, including detection, referral, and intensive
treatment.

METHODS

Study design and sample

A descriptive, explorative study was conducted from
January 2014 to September 2014 using individual,
in-depth, face-to-face interviews with Flemish GPs.
Individual interviews offered GPs the possibility to
express beliefs, attitudes and experiences regarding
early RA management and to discuss sensitive
topics (19).

We opted for purposive sampling to capture the
entire spectrum of relevant experiences by pursuing a
balanced male and female participation and heterogen-
eity regarding GP practice (Table 1). GPs were selected
from a publicly available list with contact information of
Flemish GPs (20). Thirty-three GPs were contacted by
telephone, received a brief introduction and they were
invited for a face-to-face interview. Thirteen of those
contacted gave oral consent. An appointment for an
interview was scheduled at their place of work. Reasons
for non-participation were a lack of time or dislike of
interviews.

Data collection

We developed an interview guide (Box 1) that was
based on (a) literature on GPs’ experiences to early RA
management and (b) previous interviews with rheuma-
tologists, nurses and patients regarding intensive treat-
ment strategies for early RA in Flanders (15,17,21,22).
Two authors (JS and SM) conducted the interviews. The
duration of the interviews ranged from 20 to 60 minutes
and all interviews were audiotaped. Interviews contin-
ued until no new beliefs, attitudes and experiences
emerged.

Analysis

The data collection and analysis were cumulative
iterative. All interviews were transcribed verbatim and
independently analysed and coded with software pro-
gram NVivo 10 (QSR International Ltd) by two
researchers (JS and SM). The qualitative analysis guide
of Leuven, inspired by the constant comparative method
of the grounded theory approach, was used to analyse
the interview data (23). JS and SM both read all of the
transcripts, coded sections of text and set up an initial

Box 1. Questions included in the interview guide.

� On average, what is the number of newly diagnosed patients with
rheumatoid arthritis per year in your general practice?

� What have been your experiences in the detection of rheumatoid
arthritis?

� In which circumstances is a patient referred to the
rheumatologist?

� What have been your experienceswith the patient referral process?
� How would you describe the patient referral process?
� What are the main difficulties regarding the detection and the

patient referral?
� What is your opinion about an early and intensive treatment for

rheumatoid arthritis combining one or more disease-modifying
anti-rheumatic drugs with glucocorticoids in a step-down
approach?

� In your opinion, what is the role of a general practitioner
concerning the provision of an early and intensive treatment for
patients with rheumatoid arthritis?

� To what extent is this role fulfilled in daily clinical practice?
� How would you describe the collaboration with other healthcare

professionals?
� What are the main difficulties regarding an early and intensive

treatment in general practice?

Table 1. Demographic characteristics of Flemish GPs inter-
viewed (n¼ 13)a.

n (%)

Gender
Male 7 (54)
Female 6 (46)

GP practice type
Group practice 8 (62)
Single-handed practice 5 (38)

Degree of urbanization of GP practice location
Rural area 7 (54)
Urban area 6 (46)

GP: General Practitioner.
aValues represent the absolute number of GPs.
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list of codes, which led to a broader range of identified
codes. On a regular basis, the two researchers met to
review the coding structure, ensuring the codes were
applied in a consistent manner. Whenever there was a
discrepancy, the specific passage was re-read and
discussed until consensus was reached. The authors
focused on retaining the verbatim meaning of the
original wording in the translation of illustrative quotes.
Throughout the analysing and coding process, anonym-
ity of the GPs was guaranteed.

RESULTS

Data saturation was reached after after interviewing 13
GPswith no new information emerging from the final two
interviews.Within the three domains of themanagement
of early RA, GP experiences, beliefs and attitudes were
explored, and the key findings are illustrated in Figure 1.
Each of these domains along with the barriers that GPs
reported to experience are described in the next subsec-
tions and illustrated with quotes in Boxes 2, 3 and 4.

Early RA detection

Assessment techniques. The assessment techniques
mentioned for the detection of early RA were blood
sampling, imaging, clinical history and examination, with
blood sampling (rheumatoid factor, anti-citrullinated
protein antibody, C-reactive protein and/or sedimenta-
tion rate) as the foremost mentioned. GPs stated that

based on the clinical signs or symptoms, with or without
a thorough examination, the additional availability of
objective measures could provide a feeling of reassur-
ance to take further steps in the detection process. A
uniform finding amongst the GPs was the wish for their
suspicion of early RA to be confirmed by a rheumatolo-
gist, regardless the strength of their suspicion.

NSAIDs prescription. Almost all GPs mentioned starting

non-steroidal anti-inflammatory drugs (NSAIDs) if they
suspected early RA (quote 1—GP10). Some GPs started
with NSAIDs while referring immediately to a rheuma-
tologist, whereas others put off the referral and first

Figure 1. Key findings of GPs’ experiences with early RA management.

Box 2. Examples of comment transcripts of general practitioners’
experiences, beliefs and attitudes regarding early rheumatoid
arthritis detection.

‘At the very first joint complaints, you will just give an NSAID of
course, and then, if you see that it comes back or that it recurs,
then we look further.’ (Quote 1—GP10)

‘If it is clinically obvious, with joint inflammation and joint swelling,
then it will be easier of course. I think if that is not so clearly in the
forefront, or maybe also if there is a clinical picture and then
negative blood sample, then I think we will maybe also miss it
sometimes, or that it takes longer before the diagnosis is finally
made.’ (Quote 2—GP5)

‘Well, in former times we had our rheumatoid factor, but my lab
more and more says now that this, more and more is abandoned
actually and, that it is also apparently no longer an important test,
thus I actually like it that you ask this question because I actually
do not know anymore, how I have to diagnose rheumatoid arthritis
at this moment.’ (Quote 3—GP3)
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waited for the patient’s response to NSAIDs. In addition
to NSAIDs, a minority of GPs prescribed food supple-
ments or physiotherapy.

Barriers. GPs mentioned many perceived barriers to the
detection of early RA. First, early RA was judged difficult
to detect because the symptoms are often insufficiently
specific. Consequently, GPs tended to think of early RA
only when a patient already showed advanced joint
inflammation. Moreover, GPs struggled with the fact that
sometimes their suspicion of early RA needs time to
evolve over several visits (quote 2—GP5). The next
barrier was the lack of self-confidence GPs had in
detecting early RA. Remarkably, GPs mentioned that they
handled the detection process in their specific way while
not being certain about the appropriateness. GPs

doubted if the assessment techniques used and/or the
prescription of anti-inflammatory drugs were appropri-
ate. This uncertainty about early RA was attributed by
the GPs to the low early RA incidence in their practice.
Additionally, GPs were stuck with inconclusive diagnostic
test results, especially inconclusive blood sampling
(quote 3—GP3). A last cited barrier was the confusion
with other rheumatic diseases such as osteoarthritis and
gout.

Referral

Referral decision making. GPs mentioned three factors
determining their referral decision. First, some GPs
waited for indications of RA in blood tests or imaging,
while others referred immediately, trying not to lose
time (quote 4—GP11). Second, GPs considered the
patient’s wish whether or not to be referred, even if this
was contrary to their own belief about the need for
referral. A last factor affecting the referral decision was
the patient’s response to NSAIDs. Some GPs postponed
the referral in case of a positive response to NSAIDs.

Referral approach. Different referral approaches
amongst GPs were observed. Some GPs called the
rheumatologist personally while others left it to the
patients or their secretary to make an appointment. A
second difference concerned the extent to which infor-
mation was passed to the rheumatologist. While some
GPs provided the rheumatologist with all test results,
other gave greater importance to a rapid referral without
providing them. Interestingly, GPs highlighted that the
choice of centre for referral was influenced by the
expected level of collaboration from the rheumatology
team at the centre (quote 5—GP10).

Barriers. Two barriers related to the referral were
outlined by some GPs. The first one was the limited
availability of the rheumatologists by phone (quote 6—
GP6). Once in contact, a second related barrier was the
waiting time for an appointment. GPs identified this
delay as frustrating for their patients and themselves
because GPs perceived that patients want immediate
help.

Intensive treatment initiation

GPs’ beliefs regarding intensive treatment. When asked
about their beliefs regarding an intensive treatment
initiation, almost all GPs answered seeing such treat-
ment as a ‘specialist’s work’. However, when we
subsequently asked them to state their conviction,
some variation as to GP’s answers was noticed. Most
GPs recognized the importance of intensive treatment
(quote 7—GP5). Others showed limited awareness and
remained neutral.

Box 3. Examples of comment transcripts of general practi-
tioners’ experiences, beliefs and attitudes regarding early
rheumatoid arthritis referral.

‘When there is insufficient result with treatment, or when the
patient nonetheless has too explicit complaints, then he will be
referred to a rheumatologist quite fast. So, I cannot really give a
general idea, but I think that it is dependent on how the patient
presents himself.’ (Quote 4—GP11)

‘Fifty per cent of rheumatologists does not send any report or still
sends them with regular posting, so that they end up somewhere,
god knows where in the file, so that you have to look them up
every time. Thus, we give up those rheumatologists, and we
continue working with the ones who cooperate. That is how it goes.
That is the market.’ (Quote 5—GP10)

‘Yes, that is always exciting. I mean, that is about two or three
times calling, waiting, I have a lot of patience, but the patients do
not always have that much patience. Then, patients often say,
‘‘doctor, I will call myself,’’ and then, well, then it is very tempting to
say ‘‘okay for me, go ahead.’’ And then, well, they eventually do not
get where they have to be and then they call me back and I have to
start all over again, that is a very common situation.’ (Quote 6—
GP6)

Box 4. Examples of comment transcripts of general practitioners’
experiences, beliefs and attitudes regarding intensive treatment
initiation for early rheumatoid arthritis.

‘I’ve always got the message with rheumatism, to be fast enough
and to treat fast enough, and not to wait, and then as soon as
possible try to bring it under control, in the light of long-term
effects and quality of life. But which choices [in treatment] are
being made, that is not my business.’ (Quote 7—GP5)

‘Motivating to keep following the treatment, yes. And follow up,
and monitoring the pain and functionality and, generally they see
the rheumatologist only once or twice a year, so, it is our task to
take care of the patients in general and to make sure they stick to
the treatment, and to follow up their blood tests and stuff like that.
And if they have some questions, that they can come to us with all
their concerns.’ (Quote 8—GP8)

‘But another difficulty with early RA is the treatment I think. People
if they are in pain they follow their treatment very well, but when
the pain is over, then it becomes very difficult to make them take
such medication as ledertrexate. It makes people sick.’ (Quote 9—
GP8)
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GPs’ perception of their roles in treatment. GPs men-
tioned the importance of collaboration with the
rheumatology team consisting of a good communica-
tion and shared-care roles. Towards patients, GPs
assigned themselves with a task including three
elements. The first element was the follow-up of
patients once they had visited a rheumatologist and
started treatment. GPs wished to perform routine care
during follow-up such as blood sampling, prescription
of medication, motivating patients to continue medi-
cation intake and compliance checking, taking into
account comorbidities. Second, most GPs saw it as
their task to provide the patient with education about
the disease and the treatment, for example about its
chronic nature and the importance of early intensive
treatment. Some GPs also considered the psychosocial
support of patients with early RA as a task that has to
be carried out by the GP. Finally, most GPs wanted to
be accessible and perform emergency care, so that
patients could come by quickly in case of a flare or a
problem with medication (quote 8—GP8).

Barriers. Several barriers to intensive treatment initi-
ation were put forward from the GPs’ perspective. A first
one was the limited knowledge some GPs had about the
disease-modifying anti-rheumatic drugs. Much more
frequently mentioned were the side effects patients
suffered from. Another barrier was the perceived
patient’s non-adherence with the treatment, as a
result of the side effects or paradoxically enough
because there was a significant reduction in the
symptoms of early RA (quote 9—GP8). A further barrier
associated with the adherence was the perceived
resistance of patients towards an intensive treatment
strategy. Finally, the last barriers GPs experienced were
limited shared-care arrangements and insufficient com-
munication with rheumatologists and consequently, the
feeling they lost their patient when referring to a
rheumatologist. Losing patients due to rheumatologists
entirely taking over patient care was frustrating for
some GPs, because of the impossibility to supervise
global healthcare for their patient.

DISCUSSION

Main findings

This qualitative study provides a better understanding
of GPs’ experiences, beliefs, and attitudes regarding
the management of early RA. GPs recognized the
importance of rapid detection and initial intensive
treatment included in most national and international
recommendations for early RA management (3–5).
However, GPs experienced various barriers. Barriers
included low confidence in detection, limited

accessibility in referral and poor professional collabor-
ation in care.

Strengths and limitations

A relatively high response rate (39%) was achieved.
However, we cannot exclude that GPs who did not
respond to the study invitation would have reported
different experiences. The large proportion of GPs
working in a group practice and the small sample size
could limit the generalizability. Nevertheless, data
saturation was achieved and the study findings are
consistent with existing literature.

Comparison with existing literature

Pollard et al., report limited knowledge about early RA
as a barrier to early RA detection (15). One of the most
critical findings of this study was not the lack of
knowledge about early RA itself, but rather about how
to act upon early RA detection. GPs rely on blood test
results over clinical presentation while 40% of patients
with early RA might be rheumatoid factor negative (24).
The challenge in general practice with a low incidence of
early RA is to use assessment techniques that are useful
for detection (25). Similar to other qualitative studies,
GPs’ uncertainty in identifying clinical characteristics
was observed, mainly due to the mild and slowly
progressive symptoms that are variable and often non-
specific (17,26). The study of Stack et al., highlights
that GPs need more understanding of early symptoms
to distinguish early RA from other syndromes (26).
Verschueren et al., just as Garneau et al., already
recognized the need to improve the comfort level of GPs
and to facilitate the detection process in the early
disease phase (14,27). Nowadays, the only postgraduate
educational programme for GPs in Flanders is the
patient partner programme, an educational initiative
in which trained ‘expert patients with RA’ teach GPs
practical skills to diagnose and manage early RA. For
more than a decade, this programme has been
incorporated in the training of medical students in
Flemish universities.

Although some patients in Belgium consult a
rheumatologist directly, most patients consult their GP
first when seeking medical help. This is particularly the
case for patients with vague and mild symptoms. The
main factors influencing timely referral for early RA are
clinical patient characteristics, patient preferences,
access issues such as lack of timely appointments and
availability of rheumatology services and GPs’ confi-
dence and expectations regarding the collaboration with
the rheumatologist (17,28). The long waiting times for
appointments and the limited availability of rheuma-
tologists should be addressed to reduce treatment
delay.
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Although GPs consider intensive treatment initiation
as appropriate for early RA and belonging to the
expertise of rheumatologists, several barriers are
identified. The barriers about side effects, perceived
patient’s resistance and non-compliance with the treat-
ment are similar to those of rheumatologists prescribing
an intensive treatment strategy (21). Our findings show
that GPs want to be involved, without taking over the
rheumatologist’s tasks or entering their specialty.
However, great variation exists in collaboration experi-
ences. Suter et al., show that only 55–80% of all
specialists communicated back to the GP (17).
Interestingly, GPs may change their referral approach
when specialists fail to return the patients to them.

Implications for clinical practice and research

Future efforts are necessary to improve early RA
detection by increasing the comfort level of GPs and
subsequently to refer the right patient at the right
moment to a rheumatologist resulting in decreased
waiting times. The design of standardized, assessment
techniques and computerized clinical decision support
systems with clear and lean referral recommendations
may help GPs identify patients requiring a specialist
consultation (29,30). While assessment techniques can
help GPs to detect early RA, a triage system could
help rheumatologists to prioritize urgent referral
(31,32). Once patients have started treatment, efforts
need to be intensified to improve multidisciplinary
early RA care. The persistent lack of communication
and collaboration with specialized care could be
ameliorated with a structured electronic communica-
tion platform. However, direct contact in person or by
telephone must be feasible and should be preferred in
some cases. Rheumatologists should communicate all
important treatment information such as the treat-
ment targets, the medication scheme, and what they
expect from the GP during follow-up. In return, GPs
should share all relevant background information
about the patient. Moreover, care pathways have
already been implemented in Flanders for different
chronic diseases but still need to be developed for
early RA (33,34).

Conclusion

GPs believe that early and intensive treatment is
beneficial for patients with early RA. However, they
experience multiple barriers. Barriers included low
confidence in detection, limited accessibility in patient
referral and poor professional collaboration. To improve
early RA management in general practice, GPs should
enhance practical skills for detection and should actively
be involved in the early RA care.
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