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Early RA

• Early RA treatment (window opportunity) 
improves outcomes

• Need for early assessment, diagnosis and 
DMARD initiation (BSR, NICE guidelines, QS)

• Treat to target: remission as an achievable 
goal



. 
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Aintree EAC
• Set up in 2006

• Redistribution of clinics, no new funding

• Integrated one stop clinic with immediate MSK 
ultrasound (consultant delivered), nurse-led 
escalation stream

• BSR innovation award/BSR best practice award



Referral to EAC : GP, MCAS, MAU, A&E, other clinics
>4 weeks and <1 year symptoms

EMS>30minutes AND

3 or more swollen joints 

Tenderness over MCP/MTP (positive squeeze)

EAC assessment

Standardised pro-forma

Examination

Ultrasound
Bloods, XRays

Anti CCP antibodies

Discharge Follow-up other clinics

RA pathway

T2T

2 weeks

Follow-up in EAC

One-stop shop

Monthly visits

Remission

:

EDUCATION

SELF-MANAGEMENT

OT 

PHYSIOTHERAPY 

PAIN MANAGEMENT

HELP LINE

Choose&Book

Annual review



Variable 
Total 

cohort 

 

Males 

n=75 

(38.5%) 

 

Females 

n=120 

(61.5%) 

 

RR for 

female 

gender 

RR (95% CI)  

 

p 

Age years,  mean (SD) 57.6 (16) 
60.4 
(14.5) 

55.8 (16.7) - 0.065 

Current Smokers, n (%) 58 (29.7) 
22 (29.3) 36 (30) 1.01 (0.8, 

1.29) 

0.92 

Eversmoker                                        

(current & ex-smoker), n 
(%) 

119 (61) 

55 (73.3) 64 (53.3) 0.73 (0.59, 

0.90) 

0.0053 

NSAID use at baseline, n 

(%) 

137 

(70.3) 

45 (64.3) 82 (75.2) 1.24 (0.93, 

1.66) 

0.11 

Symptom duration in 

weeks,  median [IQR] 

16 [9, 

28] 

13 [8, 24] 16 [10, 29] - 0.43 

very early RA (symptoms 

≤ 3 months),  n (%) 
96 (46.2) 

37 (49.3) 53 (44.1) 0.93 (0.38, 

1.1.6) 

0.48 

2010ACR-EULAR RA 

classification criteria 

fulfilled, n (%) 

176 

(90.3) 

66 (88) 110 (91.7) 1.18 (0.76, 

1.85) 

0.40 

ACPA positive, n (%) 
128 

(65.6) 

49 ( 65.3) 79 (65.8) 1 (0.78, 

1.27) 

0.94 

RF positive, n (%) 
136 

(69.7) 

52 (69.3) 84 (70) 1.01 (0.79, 

1.29) 

0.92 

X-ray erosions, n (%) 27 (13.9) 
13 (17.3) 14 (11.7) 0.82 (0.56, 

1.2) 

0.27 

US erosions (n=187)*, n 

(%) 

37  

(19.8) 

21 (28.8) 16 (14.2) 0.66 (0.45, 

0.97) 

0.0136 

DAS-28 at presentation, 

median [IQR] 

5.11 

[4.33, 

6.11] 

5.21 

[4.45, 

6.32] 

5.09 [4.30, 

6.06] 

- 0.43 

SJC-28 , median [IQR] 3 [1, 6] 3 [2, 7] 3 [1, 5] - 0.22 

TJC-28 , median [IQR] 8  [3, 13] 8 [3, 14] 7.5 [3, 13] - 0.65 

Chitale et al



Outcomes
• The median time spent in the initial targeted tight control 

period : median 21 weeks, IQR [12, 28] weeks. 

Chitale et al



Cost savings:

•Aintree Early Arthritis Clinic prevents 66 patients per 
year from starting high-cost biologic treatment: 

annual saving of nearly £600,000 per year

•High rate of discharges at first attendance and 
reduction of review appointments using ultrasound



Results HQIP audit

• Quality Standard 1 (GP referral)

– National 20%

– North England 16%

– Aintree 19%

• Quality Standard  2 (seen within 3 weeks)

– National 37%

– North England 38%

– Aintree 37%



• Quality Standard 3 DMARDS <6 weeks /DMARD combination/ baseline steroids

– National 68%  46%  86%

– North England 71% 45% 87%

– Aintree 97%            93% 91%

• Quality Standard  4 (educational support)

– National 67%

– North England 74%

– Aintree 100%



• Quality Standard 5 target set /              target agreed/          target achieved

– National 89%  92%  52%

– North England 84% 93% 52%

– Aintree 100%          98% 53%

• Quality Standard  6 (access urgent advise)

– National 92%

– North England 90%

– Aintree 100%

• Quality standard 7: Access to Annual Review

– Aintree: YES



Is an EAC useful?

• National clinical audit: 56% Trusts with EAC. 

– Access to EAC varied nationally but correlates with 
reduced delays and improved outcomes ĄValue 
of dedicated EAC model 

Yates et al NCA Rheumatology 2018



What works well:

– Focused clinic, documentation

– Integrated USS (sonographer)

– Early DMARD introduction, nurse-led T2T

– Remission achieved and sustained: annual review 
afterwards

– “Educated” cohort





• Challenges:

– Delayed referrals 

– High volume referrals, triage difficult in C&B

– Capacity: delays in first appointment



• RA-QUEST study: Survey 1388 English GPs

– Most influential to referrals: swollen joints and history

– But…only 26% referred suspected RA immediately  

– 95 % further tests RF

– 62% GPs report no access to EAC

– Needs paradigm shift in GPs approaches with focus on 
history and examination (and not RF) and access to EAC

Scott et al, Rheumatology advances in practice2018

• Primary care challenges:

– Pressure to avoid unnecessary referrals 

– Low incidence of inflammatory diseases and high volume 
non-inflammatory MSK  

Mallen et al Expert review immunol 2018



In summary

• EACs are good value: improved access and 
outcomes

• Can be achieved with outpatients re-design

• Integrated ultrasound allows rapid decision 
making 

• Need to work together across settings to 
ensure early identification of inflammatory 
arthritis


