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Abstract To evaluate a rheumatology outpatient consul-

tation access system for new patients. New patients seen

from April 2005 to April 2006 at our rheumatology clinic

(n = 4,460) were included and classified according to their

appointment type: ordinary appointments (OA) to be seen

within 30 days, urgent appointments (UA) and work dis-

ability appointments (WDA) to be seen within 3 days. Age,

sex, diagnosis, and health-related quality of life (HRQoL)

as determined by the Rosser Index were recorded. Logistic

regression models were run to identify factors that con-

tribute to each type of appointment. OA was the method of

access for 1,938 new patients, while 1,194 and 1,328

patients were seen through WDA and UA appoint-

ments, respectively. Younger male patients, and those with

microcrystalline arthritis, sciatica, shoulder, back, or neck

pain, were more likely to use the faster access systems (UA

or WDA), whereas patients with a degenerative disease

were mainly seen through OA (\0.001). Subjects with poor

(3.96; 95 % CI, 2.8–5.5) or very poor HRQoL (70.8; 95 %

CI, 14.9–334) were strongly associated to visiting a rheu-

matologist through the WDA or UA access systems,

respectively, compared to OA. Age, gender, diagnosis, and

mainly health-related quality of life are associated with the

referral pattern of access to rheumatologic outpatient care.

Among new patients subjects with the worst HRQoL were

more likely to access with faster methods (UA or WDA)

than those with better HRQoL.

Keywords Health-related quality of life (HRQoL) �
Rheumatologic care � Access systems

Introduction

In recent years, several advances have been achieved/made

in rheumatology, especially in the development of new

drugs and treatment strategies that have sparked a rapid

improvement in patients’ care [1–5]. However, despite the

higher quality of care, barriers that hinder or delay access

to rheumatologic care still exist [6–8]. These include

patient- and physician- (i.e. sociodemographics, beliefs,

and poor awareness) [9–12] as well as health care delivery-

and policy-related factors (i.e. scheduling systems, long

waiting lists, insufficient number of rheumatologists, and

health insurance) [13–16]. Thus, there is a growing

acceptance that patient referral to rheumatologic care needs

to be redesigned and improved in order to achieve the

timely access that is appropriate to the patients’ real needs.

The rheumatology service at the Hospital Clinico de San

Carlos provides rheumatologic care to more than 600,000

inhabitants of Madrid (Spain) as part of a universal health

system. However, it is not free from access barriers.

In daily practice, the main access barrier is the existence of

long waiting lists. Access to our service at the San Carlos
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Rheumatology outpatient clinic is achieved through one of

the three pre-established referral patterns: urgent appoint-

ments, which are obtained by patients in the emergency

room at our hospital; and ordinary and urgent appointments

that are obtained from their primary care physicians. The

latter offers a specialized care program to subjects who

have been granted work disability status due to musculo-

skeletal diseases. In this last case, patients are contacted by

phone and upon agreement we provide an urgent appoint-

ment (work disability appointment). Due to long waiting

lists, we give priority to subjects accessing our service

through an urgent or work disability appointment. They are

to be seen within 72 h, whereas those referred with

ordinary appointments wait from 1 to up to 3 months.

The primary objective of this study is to evaluate the

management of rheumatology outpatient consultation

access for patients who use these services for the first time.

We will examine how the new patient’s demographic

characteristics, diagnoses, and health-related quality of life

(HRQoL) scores affect the different types of access to

rheumatology consultations. We hypothesized that new

patients with the worst HRQoL have a faster access, despite

long waiting lists.

Patients and methods

Setting and practice description

A total of 5.5 million inhabitants of Madrid (98 % of its

population) receive universal health coverage. Madrid is

organized into 11 health districts, which provide care at

two levels: primary and specialized. The primary level of

care is provided by primary care physicians, while the

second is provided at hospitals and specialized centers.

This study was performed in health district number 7 of

Madrid, which provides health care to approximately

600,000 inhabitants. It has 17 primary care centers, 2

specialized centers, and a hospital (Hospital Clinico San

Carlos). Our rheumatology service provides care to all

inhabitants of health district 7 in the specialized centers

and hospital. It has 11 staff rheumatologists, 3 residents,

and 3 advanced-practice nurse specialists. Our daily

activities include clinical outpatient and inpatient care,

education, and research. Demand has dramatically grown

in the recent years, which has exceeded our capacity and

generated long waiting lists.

New patient access process

New patients come to our rheumatologic outpatient con-

sultations through/via three pre-established referral patterns

listed below. (1) Patients who are referred by general

practitioners and specialists other than the physicians at the

hospital’s emergency room receive OA and are included on

a waiting list for an average of 1–3 months. One exception

is made for patients whose physicians prefer an urgent

rheumatologic evaluation. In such cases, a phone call is

placed to our service, and an urgent appointment is given.

These patients wait a maximum of 3 days. (2) Patients

referred by physicians at the hospital’s emergency room

always receive an urgent appointment (UA) and are seen

within 3 days. Physicians in the emergency room follow a

defined protocol to refer patients with musculoskeletal

diseases and fever, weight loss, persistent inflammatory

pain, arthritis, and/or rheumatic diseases that cause great

disability and/or distress. Individuals with life threatening

conditions and/or those needing inpatient care are hospi-

talized at our service, while the remaining patients are sent

back to their primary care physicians. (3) Since 1998, we

have provided an early and specialized care program to

subjects in our health district with work disability related to

musculoskeletal diseases. It improves short- and long-term

work disability outcomes and is also cost effective in

almost all diagnoses except for knee pain [3, 17]. Every

subject with sick leave due to a musculoskeletal disease

receives a phone call from our service inviting him/her for

an early rheumatologic evaluation. Those who accept

obtain a work disability appointment (WDA) and are seen

within 3 days.

Study design, patient sample, and data acquisition

A cross-sectional study was carried out. All new patients

over 15 years of age who came to our rheumatology out-

patient service at the hospital or the two specialized centers

from April 1, 2005 to April 1, 2006 were selected. After-

ward, we included in the study those patients that could be

grouped in any of these categories according to their work

status and age: (a) working subjects aged 64 or less, who

may receive any of the three types of appointment;

(b) housewives aged 64 or less, who can get OA or UA, but

not a WDA; (c) retired patients aged 65 or more, who can

be given an OA or UA, but not a WDA.

During their first visit, the patients’ sociodemographic

and clinical data were registered in an electronic medical

record by their rheumatologist (Medi\LOG[) from which

this information was exported for the present study.

Variables

The type of appointment (OA, WDA, and UA) was the

dependent variable.

The independent variables were as follows: (1) sex;

(2) age, which was classified into eight age groups (15–24,

25–34, 35–44, 45–54, 55–64, 65–74, 75–84, and C85 years);
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and (3) HRQoL as measured by the Rosser Index [18]. This

index is a generic measure of HRQoL, which places indi-

viduals on a continuum of wellness from death to full

asymptomatic function. Its score range is 0–1, where 1

indicates perfect health and 0 indicates death. It encom-

passes eight levels of disability and four categories of

distress. The levels of disability are as follows: 1 = no

disability; 2 = mild social disability; 3 = high social dis-

ability, ability to do all housework and hobbies except for

the heaviest ones, mild limitations at their current job or in

their studies; 4 = able to walk outside alone and go

shopping, but only able to do the lightest housework and

hobbies, and limited in their ability to study and to find

other jobs, with lots of limitations at their current job;

5 = not able to walk outside alone or extreme difficulty

walking outside, but able to walk at home without help, not

able to have a salaried job, study, go shopping, or do most

housework or hobbies; 6 = confined to a chair/wheelchair,

but able to walk at home with help; 7 = confined to bed; or

8 = in a coma. The four categories of distress are as

follows: A = no distress, B = mild distress, C = moder-

ate distress, D = high distress. For the purpose of the

present study, we have generated six groups of HRQoL

according to the level of disability and distress: group 1

(excellent HRQoL): disability 1 or 2 with distress A; group

2 (good HRQoL): disability 1 or 2 with distress B; group 3

(intermediate HRQoL): disability 3, 4, or 5 with distress B;

group 4 (poor HRQoL): disability 3, 4, or 5 with distress C;

and group 5 (very poor HRQoL): disability 6 with distress

C or D or disability 4 or 5 with distress D; and group 6:

unclassified. Patients’ diagnoses using the International

Classification of Diseases, 10th edition (ICD-10), were

grouped into the following 16 diagnostic categories:

rheumatoid arthritis (RA), spondyloarthropathies (SPA),

other connective tissue diseases (OCTD), microcrystalline

arthritis, knee osteoarthritis, hip osteoarthritis, other

osteoarthritis, shoulder tendonitis, other tendonitis, bursitis,

neck pain, back pain, sciatica, fibromyalgia, joint pain, and

osteoporosis.

Statistical analysis

A statistical analysis was carried out separately for each of

the three subpopulations. A description of each subpopu-

lation was obtained using Student’s t test or chi-square test

depending on the type of the variables. Lastly, multiple

logistic regression equations were fitted for sociodemo-

graphic, diagnostic, and health-related variables associated

with the methods of access. To test the effect of diagnostic

categories on each method of access, we ran models

for each of the diagnostic categories plus the variables

remaining in the best explanatory models from previous

global analyses. Odds ratios with 95 % confidence

intervals were estimated for each of the factors that were

included in the models. All analyses were run using SPSS

13.0.

Results

We treated 5,289 new patients during the study period, but

in order to guarantee homogeneous study population

groups, 829 (15 %) were excluded from this study resulting

in only 4,460 patients being included in the analysis; 1,938

patients (43.5 %) accessed care with OA, 1,194 (26.5 %)

with WDA, and 1,328 (30 %) with UA. Almost 100 % of

the patients seen with UA were referred by emergency

room physicians from our hospital.

Most of the patients were women (70 %) in their fifties

(mean 55 ± 16 years). The most frequent diagnoses were

back pain (19.8 %), tendonitis (19.8 %), and osteoarthritis

(18.1 %), followed by the group of inflammatory diseases

with a prevalence of 9.9 % (2.3 % for RA, 2.3 % for SPA,

and 5.3 % for ODTC), joint pain (9 %), and neck pain

(8.6 %). The less frequent diagnoses were sciatica (5.3 %),

microcrystalline arthritis (4.7 %), osteoporosis (2.9 %),

and fibromyalgia (1.9 %). In relation to the health-related

quality of life variables, 13 % of the patients reported

excellent HRQol, 30 % reported good HRQol, 29 %

reported intermediate HRQol, while 23 % of the patients

reported poor or very poor HRQol.

As shown in Table 1, our study included 2,660 working

subjects under 65 years of age, who were mostly referred

through faster appointments (45 % with WDA and 20 %

with UA). These patients were middle aged (mean of

44.7 ± 11 years), and 63 % of them were women. The

most frequent diagnosis was back pain (24.5 %), followed

by tendonitis (20.5 %), joint pain (12 %), and neck pain

(12 %); 42 % reported excellent or good HRQol, whereas

19 % reported poor or very poor HRQoL. This factor was

strongly associated with the method of access: subjects

with excellent HRQoL were more likely to access using an

OA, whereas those reporting regular or poor HRQoL

received WDA, and those with very poor HRQoL accessed

care through UA. In relation to diagnoses, back and

neck pain were mostly observed in patients that were

referred with WDA, whereas osteoarthritis and joint pain

were mostly observed in subjects seen through OA

appointments.

Among the 424 housewives under 65 years old (mean

56 ± 7.5 years), 64.2 % came with OA and 35.8 % had

UA. Of them, 22 % had poor or very poor HRQol. The

most frequent diagnoses in this group were osteoarthritis

(25 %), tendonitis (23 %), and back pain (14 %). No age

differences were found associated to the method of access

(p = 0.263), and housewives with very poor HRQoL were
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more likely to access care through UA than those with best

HRQoL, who used OA (p \ 0.001). Regarding diagnoses

and method of access shoulder pain was mostly observed in

urgent appointments.

Among the 1,376 new patients that were retired and over

65 years old (30.8 % of the study subjects), 55.7 % came

with OA and 44.3 % with UA. Most of them were women

(75 %), the mean age was 74.7 ± 5.9 years, and 29 % of

the patients reported poor or very poor HRQol). Osteoar-

thritis (34 %) was the most prevalent diagnosis in this

subpopulation (49 % of them due to knee osteoarthritis).

Women were more likely than men to have an OA

(p \ 0.001), but no differences were found across the age

groups (p = 0.342). Subjects with the best HRQoL had a

tendency to access care through OA, while those with the

worst HRQoL accessed care through UA (p \ 0.001).

Sciatica, microcrystalline arthritis, and shoulder pain were

seen more in patients seen with UA than in OA. On the

other hand, knee osteoarthritis was similarly distributed

between the two methods of access.

Table 2 shows the estimates of the odds ratios of access

using UA or WDA compared to access through OA among

working subjects under 65 years of age. Men and patients

in the 15–24 year age group were more likely than women

and older subjects, respectively, to consult through UA or

WDA. The most significant and reliable variable associated

with the method of access was HRQoL. Subjects with the

worst HRQoL were more likely to be seen at our service

Table 1 Demographic, health-

related quality of life (HRQoL),

and diagnoses of new working

patients under 65 classified

according to their referral

patterns to the outpatient

rheumatology consultation

service

OCTD Other connective tissue

diseases

n Ordinary

(%)

Work disability

(%)

Urgent appointment

(%)

p value

Total 2,660 35 45 20

Gender \0.001

Female 1,673 39.3 44.4 16.3

Male 987 27.6 45.7 26.7

Age groups (years) \0.001

15–24 98 23.5 53.1 23.5

25–34 519 27.6 53.6 18.9

35–44 672 32.6 47.2 20.2

45–54 790 37.6 40.6 21.8

55–64 581 42.7 38.9 18.4

HRQoL groups \0.001

Excellent 375 56.3 33.3 10.4

Good 759 52.8 31.8 15.4

Intermediate 825 17.2 59.9 22.9

Poor 494 22.9 48.8 28.3

Very poor 22 9.1 13.6 77.3

Unclassified 185 33 48.6 18.4

Diagnosis \0.001

Rheumatoid arthritis 39 38.5 20.5 41

Spondyloarthropathies 80 43.8 28.7 27.5

OCTD 115 41 22 37

Microcrystalline arthritis 97 10.3 25.7 64

Knee osteoarthritis 48 43.8 31.2 25

Hip osteoarthritis 9 89 0 11

Other osteoarthritis 149 64 27 9

Shoulder tendonitis 218 31.2 33.5 35.3

Other tendonitis 203 35 46 19

Bursitis 65 33.8 36.9 33.8

Neck pain 278 26.2 64.9 8.9

Back pain 581 22.5 70.3 7.2

Sciatica 138 16 57 27

Fibromyalgia 46 46 41 13

Articular pain 277 55 32 12.6

Osteoporosis 26 76.9 23.1 0
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with an UA or WDA rather than with an OA. In relation to

diagnoses, subjects suffering from microcrystalline arthritis

and sciatica had a higher tendency to be seen through faster

access appointments (UA or WDA). Shoulder tendonitis

and bursitis were strongly associated with UA, and neck

pain and back pain were more associated with WDA

(p \ 0.001) when compared to OA.

Among housewives under 65 years of age (Table 3),

access was not associated with age. Women with fibro-

myalgia or other osteoarthritis were less likely to access

through UA than through OA, whereas those diagnosed

with shoulder tendonitis were more likely to use an UA. As

in the previous group, HRQoL was clearly associated with

the method of access, since those with the worst HRQoL

had the highest probability of being referred through the

emergency room.

Finally, among retired subjects older than 65 years

(Table 4), men from 65 to 74 years were more likely to

come with an UA than those under 75. Moreover, those

diagnosed with microcrystalline arthritis, tendonitis, and

sciatica were also more likely to gain access to outpatient

care through UA. As in other groups, patients with the

worst HRQoL were more likely to access to rheumatologic

care using an UA.

Discussion

In the present study, we found that age, sex, diagnosis, and

more importantly health-related quality of life are associ-

ated with the referral pattern of access to rheumatologic

outpatient care. Importantly, among new patients subjects

Table 2 Multivariate

regression analyses for working

patients under 65 years of age

Odds ratios for urgent (UA) and

work disability (WDA) versus

ordinary appointments (OA) by

demographics, health-related

quality of life (HRQoL), and

diagnoses among working

patients under 65 years of age

* OR express the probability of

access (UA vs. OA and WDA

vs. OA) for each diagnostic

category compared to the others

UA versus OA WDA versus OA

OR (95 % CI) p value OR (95 % CI) p value

Gender

Female 0.40 (0.31–0.52) \0.001 0.72 (0.59–0.89) 0.003

Age groups (years)

15–24 1 1

25–34 0.55 (0.27–1.13) 0.104 0.80 (0.44–1.45) 0.647

35–44 0.42 (0.21–0.85) 0.016 0.59 (0.33–1.07) 0.084

45–54 0.39 (0.20–0.79) 0.008 0.45 (0.25–0.82) 0.009

55–64 0.24 (0.12–0.50) \0.001 0.33 (0.18–0.60) \0.001

HRQoL groups

Excellent 1 1

Good 1.84 (1.21–2.82) 0.005 1.06 (0.79–1.42) 0.690

Intermediate 8.70 (5.63–13.4) \0.001 6.34 (4. 6–8.6) \0.001

Poor 8.09 (5.13–12.7) \0.001 3.96 (2.8–5.5) \0.001

Very poor 70.8 (14.9–334) \0.001 3.12 (0.41–23.5) 0.268

Diagnosis*

Rheumatoid arthritis 0.93 (0.43–1.46) 0.462 0.22 (0.09–0.56) 0.001

Spondyloarthropathies 0.79 (0.61–1.76) 0.877 0.39 (0.22–0.72) 0.003

OCTD 1.50 (0.93–2.41) 0.089 0.38 (0.23–0.66) 0.001

Microcrystalline arthritis 7.37 (3.52–15.4) \0.001 2.5 (1.13–5.64) 0.024

Knee osteoarthritis 1.05 (0.47–2.37) 0.896 0.76 (0.37–1.57) 0.464

Hip osteoarthritis 0.16 (0.01–1.76) 0.135 Not analyzed

Other osteoarthritis 0.34 (0.18–0.63) 0.001 0.46 (0.30–0.70) \0.000

Shoulder tendonitis 2.07 (1.41–3.05) \0.001 0.70 (0.48–1.01) 0.062

Other tendonitis 1.06 (0.68–1.67) 0.781 0.90 (0.63–1.28) 0.563

Bursitis 2.06 (1.02–4.18) 0.044 1.13 (0.59–2.18) 0.704

Neck pain 0.63 (0.37–1.06) 0.084 2.03 (1.48–2.78) \0.001

Back pain 0.38 (0.25–0.58) \0.001 3.39 (2.50–4.61) \0.001

Sciatica 1.82 (1.02–3.27) 0.042 1.98 (1.19–3.31) 0.009

Fibromyalgia 0.34 (0.12–0.90) 0.031 0.99 (0.26–1.00) 0.05

Articular pain 0.56 (0.37–0.85) 0.007 0.51 (0.38–0.70) \0.000

Osteoporosis Not analyzed 0.48 (0.18–1.27) 0.140
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with the worst HRQoL were more likely to access with

faster methods (UA or WDA) than those with better

HRQoL. Therefore, despite the existence of waiting lists,

we give priority to the subgroup of patients who will

probably receive more benefit from early access. In addi-

tion, the profile of new patients resembled patient popu-

lations in other rheumatologic outpatient settings [19, 20],

which increases the generalizability of these results.

Patient HRQoL was the single factor most strongly

associated with access type among the study population

groups. We have used the Rosser Index [18] to assess the

HRQoL and systematically recorded it during every

patient’s visit. This is a generic measure of HRQoL which

examines the physical, psychological, and social dimen-

sions of health that is easy and does not take a long time to

register, making it a useful tool for routine analysis in daily

practice.

HRQoL is a concept that is increasingly used as a

measure of clinical outcome in research as well as in the

daily care of chronic diseases. As a matter of fact, the

general goal of ‘‘curing’’ people affected with chronic

conditions has been displaced by the more realistic aim of

maximizing their quality of life. Moreover, patient-cen-

tered care should certainly take into account the patient’s

perception of their own health. Moreover, in rheumatology,

Table 3 Multivariate regression analyses for housewives under 65

years of age

OR (95 % CI) p value

Age groups (years)

\45 1

45–54 1.56 (0.64–3.86) 0.328

55–64 1.55 (0.68–3.5) 0.289

HRQoL groups

Excellent 1

Good 1.70 (0.73–3.94) 0.215

Intermediate 5.37 (2.17–13.27) \0.001

Poor 6.71 (2.78–16.15) \0.001

Very poor – – –

Diagnosis*

Rheumatoid arthritis 1.23 (0.38–3.97) 0.729

Spondyloarthropathies 0.66 (0.05–8.18) 0.750

OCTD 1.48 (0.51–4.32) 0.468

Microcrystalline arthritis Not analyzed

Knee osteoarthritis 1.37 (0.62–3.03) 0.427

Hip osteoarthritis Not analyzed

Other osteoarthritis 0.19 (0.07–0.50) 0.001

Shoulder tendonitis 3.72 (1.82–7.62) \0.000

Other tendonitis 2.06 (0.96–4.44) 0.062

Bursitis 0.77 (0.19–3.01) 0.706

Neck pain 0.95 (0.31–2.95) 0.932

Back pain 0.71 (0.36–1.41) 0.332

Sciatica 0.82 (0.22–3.08) 0.771

Fibromyalgia 0.13 (0.03–0.59) 0.009

Articular pain 0.36 (0.12–1.1) 0.074

Osteoporosis 0.28 (0.71–6.26) 0.179

Odds ratios of urgent versus ordinary appointments by demographics,

health-related quality of life (HRQoL), and diagnoses among house-

wives under 65 years of age

OCTD Other connective tissue diseases

* OR express the probability of access (urgent appointment vs.

ordinary appointment) for each diagnostic category compared to the

others

Table 4 Multivariate regression analyses for patients older than 65

years

OR (95 % CI) p value

Gender

Female 0.40 (0.30–0.54) \0.001

Age groups (years)

65–74 1

75–84 0.75 (0.59–0.96) 0.026

C85 0.94 (0.54–1.6) 0.811

HRQoL groups

Excellent 1

Good 1.7 (1.03–2.89) 0.039

Intermediate 7.1 (4.6–12.9) \0.001

Poor 10.41 (6.17–17.56) \0.001

Very poor 44.23 (17.2–113) \0.001

Diagnosis*

Rheumatoid arthritis 1.17 (0.5–2.34) 0.657

Spondyloarthropathies 1.87 (0.38–9.13) 0.439

OCTD 0.86 (0.53–1.46) 0.635

Microcrystalline arthritis 3.58 (2.01–6.37) \0.001

Knee osteoarthritis 1.34 (0.97–1.86) 0.075

Hip osteoarthritis 0.27 (0.11–0.70) 0.007

Other osteoarthritis 0.25 (0.17–0.38) \0.001

Shoulder tendonitis 1.78 (1.19–2.67) 0.005

Other tendonitis 3.03 (1.47–6.24) 0.003

Bursitis 1.50 (0.71–3.18) 0.280

Neck pain 0.36 (0.18–0.75) 0.006

Back pain 0.51 (0.35–0.76) 0.001

Sciatica 2.99 (1.5–5.96) 0.002

Fibromyalgia 0.22 (0.04–1.26) 0.090

Articular pain 0.89 (0.45–1.77) 0.751

Osteoporosis 0.51 (0.28–0.93) 0.027

Odds ratios for urgent versus ordinary appointments by demograph-

ics, health-related quality of life (HRQoL), and diagnoses among

patients that were older than 65 years

OCTD Other connective tissue diseases

* OR express the probability of access (urgent appointment vs.

ordinary appointment) for each diagnostic category compared to the

others
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HRQoL has been shown to be an effective predictor of

health outcome, including prognosis, mortality, costs, and

resources utilization across different diseases [21–24]. Our

data support the use of HRQoL (along with other well-

defined factors, such as diagnosis) as a useful and relevant

component for redesigning and planning rheumatologic

care access.

In this context, it is unquestionable that a delay in access

to rheumatologic outpatient care for patients with poten-

tially progressive rheumatic diseases, such as rheumatoid

arthritis, lupus, or ankylosing spondylitis, would result in a

worse outcome [25–27]. Unfortunately, our results did not

show a clear association between systemic inflammatory

diseases and faster referral patterns. Care should be exerted

when interpreting this last result, since we used diagnoses

that were made during the first visit and which could have

changed after further examination and other diagnostic

tests. However, a prompt access for these patients should

always be guaranteed. In addition to these patients, subjects

with short-term painful and disabling rheumatic diseases,

such as regional pain syndromes, would also benefit from

early specific therapies or procedures provided by a rheu-

matology service [17, 28]. In general, these patients were

seen at our rheumatology outpatient care facility earlier. In

fact, we found that shoulder tendonitis, microcrystalline

arthritis, neck pain, back pain and sciatica were associated

with faster access (UA or WDA) in the different groups of

patients. These clinical problems are usually acute and

painful, reflecting that sudden disability is less tolerated

than other more progressive diseases such as osteoarthritis,

osteoporosis, or fibromyalgia. However, in the long term,

the latter diseases may have a higher disabling potential.

Although we have not demonstrated that patients with

the worst HRQoL who had early access to our service

received greater benefit from rheumatology care, we are

confident that this assertion is correct. Nevertheless, further

longitudinal studies are necessary to confirm this hypoth-

esis and to establish which subgroups would benefit the

most from earlier access.

Along with HRQoL and diagnoses, other demographic

variables were examined for possible associations with the

method of access to rheumatologic care. Gender was an

independent and important source of disparities. Men were

more likely to be referred to our service using earlier access

methods (UA or WDA) than women. Moreover, house-

wives mostly accessed with OA (in consequence, they

waited according to the waiting list at the moment). Similar

results have been published elsewhere [29]. Although

multiple factors may contribute to gender differences,

this could reflect underlying complex social and cultural

behaviors connected to healthcare utilization by men

and women. Women, probably due to work and family

responsibilities, prefer to seek specialized care from

primary care physicians (implying a brief visit), instead of

going to a hospital and waiting for hours in the emergency

room.

Interestingly, the youngest subjects were more likely to

use faster access (UA or WDA) on their first visit. In this

case, individual factors could result in this behavior.

Younger people might not tolerate the disability and/or

distress generated by rheumatic diseases, and therefore,

they may consider a prompt resolution of the problem to be

necessary. Another possible explanation is the delay of a

referral by primary care physicians, as has been reported in

other specialties [30], which forces younger subjects to

utilize other methods of access. The delay in referral in all

types of patients may be due to the fact that most rheu-

matic-related problems are not life threatening. This would

be worse in the case of older patients, since rheumatology

diseases are considered to be a natural part of the aging

process. In addition, the potential difficulties involved in

seeking specialized care (transport and waiting at the

hospital) may restrict the provision of appropriate access to

rheumatology care to the elderly.

Nowadays, there are a wide variety of resources that can

drastically improve the lives of subjects suffering from

rheumatic diseases. Unfortunately, the current state of

rheumatology specialty care in many countries still places

barriers to access these resources. Thus, redesigning access

to this care in a manner that is centered on patients and that

guarantees that patients get the right care at the right time is

a main concern among rheumatologists. As we reported,

HRQoL is a main factor that is associated with access to

rheumatologic care and would be an indication that our

access system gives priority to subjects who would prob-

ably obtain more benefit. Therefore, there are compelling

reasons to include HRQoL in the organization of referral

and scheduling systems. Therefore, HRQoL remains a

main source of interest for further research. In point, it is

important to examine whether subjects with the worst

HRQoL that have early access to rheumatologic care draw

greater benefit. Moreover, increased emphasis on rheu-

matic diseases should be encouraged in medical education

and society to increase the efficiency of rheumatology

referrals.
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