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Standard 1.
Public and professional awareness of early signs, symptoms and impact of IA.
Educational programmes will be designed and rolled out to:

a)  Commission and implement training/educational tools to promote  public and professional awareness of the very early signs and symptoms of RA,  and other inflammatory conditions such as Psoriatic Arthritis (PsA) and Inflammatory Back Pain(IBP)/Ankylosing Spondylitis (AS), noting the importance of reducing their impact on function and disability

b) Improve awareness of the benefits of early specialist referral and treatment
c) Realise  the benefits of early specialist referral and treatment

d) Review referral patterns from Primary Care

e) Familiarise primary care clinicians with the use of the ‘Inflammatory

      arthritis’ and ‘inflammatory back pain’ red flag referral tools
Standard 2.

Recognition by primary care of ‘Red Flags’ for RA and immediate referral and ordering of blood tests, according to referral template, which identifies patients with a significant probability of a recent onset inflammatory musculoskeletal condition.  

Joint based symptoms 

Patients presenting to primary care having developed ANY one of the following features within 12 months should be IMMEDIATELY referred directly to a Rheumatologist for specialist assessment. 

· 3 or more objectively swollen joints –or-

· Early morning stiffness of 30 minutes duration or more –or-

· “Squeeze test” of metatarsals or metacarpals demonstrates tenderness

Request the “Inflammatory Arthritis diagnostic blood test set” panel of blood tests to be available at the time of first specialist assessment but do not wait for results before referring.  Negative tests will not exclude inflammatory arthritis.

While patient is awaiting urgent assessment treat with NSAIDs and gastroprotective agents such as proton pump inhibitors.  Avoid all use of corticosteroids (oral or intramuscular).  Discuss with Rheumatologists if patient is in difficulty.
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* Patients with RA have been shown to have an
improved long term outcome, when treated by a
rheumatologist (grade C evidence)

* There is evidence that a delay >12 weeks in
treatment results in a missed opportunity to
improve long term outcome (grade C evidence)

* RF positivity, raised acute phase response,
and erosions on x ray are associated with poor
outcome. Their absence at presentation should
not preclude diagnosis or referral (grade C
evidence)

« NSAIDs can mask signs and symptoms at
presentation (grade D evidence)

* Corticosteroids should not be prescribed
without an accurate diagnosis (grade D
evidence)




Spinal Symptoms
Patients with back pain with any two of the following features should be IMMEDIATELY referred directly to a rheumatologist for urgent specialist assessment

· Morning stiffness of more that 30 minutes duration

· Improvement with exercise, not with rest

· Awakening 2nd half of the night because of pain / stiffness

· Alternating buttock pain

In patients with back / neck pain not meeting these criteria the presence of other clinical features such as Psoriasis, Iritis, Crohn’s disease, inflammatory arthritis or a family history of Ankyslosing Spondylitis should also trigger urgent referral.

Request the following blood tests to be available at the time of specialist assessment but do not wait for results before referring.  Negative tests will not exclude inflammatory back pain.

· Full Blood Count

· ESR

· LFT

· CRP

· Urea + Electrolytes 

· HLA B27 typing

While patient is awaiting urgent assessment 

· Treat with NSAIDs and gastroprotective agents such as proton pump inhibitors.  

· Avoid all use of corticosteroids (oral or intramuscular) as will make diagnosis more difficult

· Discuss with Rheumatologists if patient is in difficulty.
Standard 3.

Patients with inflammatory arthritis should be seen and assessed by a specialist IA service within two weeks of Referral.

Rapid access clinics will be established which will be able to see referrals from the services to which patients with inflammatory arthritis present; both peripheral and axial disease will be seen.  This will be mandated and monitored in exactly the same way in which rapid access has previously been established for patients with possible malignant disease (e.g. breast lumps, suspicious lesions on chest radiographs). 

Standard 4.

Pre-assessment blood test results to be with specialist care and available to the specialist at the time of first assessment in line with two week referral. 

Patients referred for urgent specialist assessment for a possible Inflammatory arthritis will have the “Inflammatory Arthritis diagnostic blood test set”

“Inflammatory Arthritis diagnostic blood test” set

· Full Blood Count

· ESR

· LFT

· CRP

· Urea + Electrolytes 

· Serum Uric acid 

· Rheumatoid factor

· antiCCP antibodies

· antinuclear antibodies 

Anti CCP antibody testing is mandatory in all patients before specialist assessment as it gives important diagnostic and prognostic information and is a component of the new “Early Rheumatoid Arthritis diagnostic criteria”.  

“Inflammatory back pain diagnostic blood test” set

· Full Blood Count

· ESR

· LFT

· CRP

· Urea + Electrolytes

· Bone profile

· HLA B27

Standard 5.

Any service that receives referrals of patients with musculoskeletal symptoms needs to be fully aware of the two week referral criteria for suspected inflammatory arthritis cases, and be able to identify and redirect such cases promptly and appropriately.
When patients with musculoskeletal symptoms are managed in community clinics or by triage services, e.g. those run by extended scope or consultant physiotherapists, GPs with a special interest, community rheumatologists etc, close collaboration with the local specialist centre for inflammatory arthritis will be maintained, to monitor continuously the appropriateness of rapid referral to inflammatory arthritis clinics. This will be educationally valuable and promote seamless working between all of the health professionals involved in delivering optimal care in musculoskeletal conditions.
Standard 6.

There should be a rapid access service

There should be a rapid access service which will:

1. Have a full multi-disciplinary team accessible to the patient at first visit and later as required. This includes Consultant Rheumatologist, Specialist Rheumatology Nurse, Physiotherapist, Occupational Therapy, Psychology and Podiatry. 

The team will offer advice on employment issues.

2. Have rapid access to key diagnostic tests 

At the time of the first visit

a. Musculoskeletal ultrasound

b. anti CCP testing kits 
c. Conventional radiography

Within one week of the first visit

d. Magnetic resonance scanning of spine including sacroiliac views with appropriate scanning protocols (Fat saturation etc) including report from consultant radiologist with musculoskeletal expertise

e. Other complex imaging e.g. CT 

3. Apply appropriate current diagnostic criteria where ever possible 

a. e.g. EULAR / ACR criteria for Early RA.  

b. Berlin criteria for inflammatory back pain (NB. Allow MRI evidence of sacroiliitis  for diagnosis and antiTNF criteria in absence of plain X-ray changes)

c. GRAPPA criteria for Psoriatic Arthritis (PsA)

4. Collect and record disease specific and generic validated activity scores and outcome measures / Patient Related Outcome Measures (PROMS) including blood tests required such as ESR, CRP at each patient visit. These will  

a. Inform treatment decisions in individual patients

b. Be reported in aggregate as a quality indicator
Generic indices for all patients will include 
a. Employment status

b. Disability Assessment 

a. Health Assessment Questionnaire – HAQ and / or

b. EQ5D

c. Quality of life EQ5D

d. Depression screening (may be within EQ5D or other tool (e.g. 2 question / 3 question tools)

e. Blood tests as part of routine clinical assessment e.g. CRP, ESR 
Additional generic tools could include 

f. Measurements of work productivity WPS-RA

g. Measurements of “Participation” APaQ  

Disease specific indices will include

Inflammatory arthritis

a. Joint counts (for tenderness and swelling)

a. At initial visit – 66 joint counts for EULAR / ACR criteria (For PsA  74 jt)

b. All visits 28 joint counts (74 for PsA + PASI for patients with significant skin disease) DAS28
b. ACR remission criteria components as visual analogue scales (VAS) for

a. Pain

b. Stiffness severity AND duration

c. Fatigue

c. Patient VAS 

a. Disease activity

b. Global “Ill Health”

c. Percentage improvement from baseline / worst symptoms

Inflammatory Back Pain / Ankylosing Spondylitis

a. BASDAI

b. BASFI

c. BAS-G

d. Chest expansion
e. BASMI
f. Maastricht Ankylosing Spondylitis Enthesitis Score (MASES)
Additionally the Ankylosing Spondylitis Quality of Life tool may be used (ASQoL)
5. Undertake health promotion and cardiovascular (CVS) risk reduction functions with

a. Lifestyle advice on diet, smoking, exercise and alcohol use

b. Blood pressure and lipid assessment

c. Weight monitoring

6. Undertake patient education/ support in relation to recommendations in the NICE Guidelines on RA with particular reference to the aim of treatment as the prevention of unnecessary disability and damage by early achievement of remission or minimal disease activity.

7. Arrange access to a Personal Health Plan and support given to the patient for this.

8. Start treatment with DMARDs (for IA) following the following principles laid out in NICE CG079

a. Use of combination therapies including methotrexate wherever possible.  In AS methotrexate and sulfasalzine are only relevant for the treatment of peripheral, not axial disease.
b. Use of corticosteroids initially as a short term measure to minimise symptoms until DMARDs are effective

9. Share care protocols in place for monitoring of blood test results, co-morbidities and CV risk.
10.  Provide patients with flares with access to this clinic. 

11. Advise patients and carers using telephone advice help lines.
Standard 7.

Patients who have had flares should have rapid access to the service with the same standards of care for effective management.

Rapid review of patients developing a flare of inflammatory arthritis is a key component of overall disease management. Quick introduction of tight control of inflammation will lead to less joint damage with long term benefit to the patient. The patient should have urgent telephone access at the start of a flare and only if appropriate, wait to be seen within two weeks, depending on flare intensity/disability.
This review and assessment should take place in the same service as the initial rapid access system. 

Standard 8.

Optimum management of IA 

1.   Adequate and tight control of disease and reduction of impact will be achieved with:
a.  Treatment aim agreed with the patient which should be remission (as defined by at least DAS28 < 2.6 as a minimum) unless there are patient specific reasons why this is not feasible (e.g. patient choice, co-morbidity)

b. Rapid introduction of DMARD therapy  (target – start on day of diagnosis, standard < 2 weeks of diagnosis) 

c. Implementation of the ‘tight control’ model of treatment with;

i. frequent assessment of disease activity 

ii. frequent escalation / adjustment of DMARD driven by objective assessment of disease activity at monthly intervals until activity target is achieved or in the judgement of the clinicians there is little scope for further improvement

iii. 3 monthly review after target achieved until patients condition is judged as “stable” without flares etc

iv. use of musculoskeletal ultrasound for assessment of synovitis where there is clinical doubt as to the presence or extent of synovitis / erosion

d. Longer term follow up with structured annual review

e. Rapid access to the service with immediate rapid access to telephone advice and specialist nurse / doctor assessment (Standard < 2 weeks) 

f. DMARD dose reduction in patients with sustained remission 

g. Clinical assessments necessary for biological therapy (TB screening etc) in patients with sustained disease activity to avoid delay

2. Review of co-morbidities and CV risk at each contact.

3. On-going patient education and support for health planning with.

a. Screening for depression and anxiety at each contact. 

b. Ready access to review of work and employment issues as required including liaison with social services. 

c. Regular review of PROMS and disease activity scores, disability, QoL, significant medical events etc.

4. Telephone advice line.

5. Annual review in line with the BSR Standards of care and NICE Giuldelines:
a. Patients with stable or low disease activity should be reviewed annually in a service which includes specialist clinicians (Rheumatologists and Specialist Nurses / practitioners)  

b. In addition to “Routine” care the following will be reviewed

i. Formal assessment of disease activity with DAS28 score
ii. Manifestations of extra-articular disease 
iii. Effects on Quality of Life using the same tools as at initial assessment
iv. Employment Status (and appropriate support offered)
v. Assessment of disability (HAQ etc)
vi. Other “co-morbid conditions” 
vii. Medical events that may have put patients “at risk” 
viii. CV risk factors 
ix. Other PROMS 
6. Patients access to patient support groups as in Standard 6.
Standard 9.

Research, Development, Audit, Training, Education and Service Improvement.

Services for IA should collect annual aggregated data on outcomes, patient safety and other aspects of care. These will be audited against accepted national quality standards as set by the British Society for Rheumatology. The culture of quality and service improvement should be embedded within the service.

Improvement in outcomes in IA has been made possible by major advances in research within this field.  Patients with IA should be managed within services and networks that facilitate coordinated research (such as NIHR studies) and participation in clinical trials.

Service for IA should be delivered by health professionals trained in the assessment and management of these conditions. Opportunities should exist for staff training and continuous professional development within these services.

Standard 10 

Patient Empowerment and Activation 
Patient education has been shown in several studies to improve self efficacy and hence long term outcome for patients with inflammatory arthritis. Appropriate education programmes should be in place to enable patients with inflammatory arthritis to access high quality educational material. This may delivered either individually or as a group. 

Interaction between local patient support groups and professional services will ensure that patients are appropriately empowered to self care as much as possible.
The current Status with regard to commissioning of Rheumatoid Arthritis within the East of England.

In November 2010, Sally Standley, Head of Service Development for the East of England SHA, sent to the Commissioners in the Region, a QIPP Work Stream Information Report titled:
“Improving access and treatment for rheumatoid arthritis: achieving a QIPP opportunity, and delivering NICE guidelines”
The purpose of the report was to draw attention to the scope for achieving a QIPP productivity and quality improvement, and delivering against NICE guidelines.

The report went on to say that, “the estimated East of England current RA spend is £39.2 million. The report stated that long term pharmoeconomic costs, of patients not having their disease activity regularly reviewed and treatment optimally managed in line with NICE guidance, are very significant due to the impact of preventable joint damage and the patient not being able to remain in work. According to a recent report from NRAS, the estimated health, social and economic costs associated with RA is almost £8 billion per year. The East of England’s opportunity share could therefore be as high a £924 million. Significant productivity savings could be realised through fully implementing the multiple technology appraisal TA 195 issued by NICE in relation to the use of biologics in RA patients”.
The report concluded by stating that, “a range of support tools are available to providers and commissioners to support this work, including audit tools, capacity and demand forecasting models, commissioning toolkits, best practice case studies and the East of England 10 RA Commissioning Standards.”

