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Summary
Objectives To determine how fast rheumatoid arthritis 
(RA) was diagnosed in a group of patients in a rural area 
and whether medical care and patient satisfaction were 
adequate in a predominantly non-urban settlement.

Methods When visiting their rheumatologist, patients 
with RA were asked to complete a questionnaire at home 
after the consultation and then return it to an indepen-

dent opinion research centre, where the data were col-
lected and analysed. The form comprised various areas, 
namely demography, aspects of the diagnosis, medical 
care, therapeutic measures and the illness in a personal 
context.

Results Of 150 patients, 127 answered the question-
naire. A total of 63 % of the patients lived in settlements of 
less than 5,000 inhabitants, and a further 18 % in settle-
ments of more than 5,000–50,000 inhabitants. The rheu-
matologist attended could be reached within 1 h for 90 % 
of the patients.

In slightly fewer than 30 % of the respondents, the 
diagnosis of RA was made within 3 months, and in 44%, 
within 6 months. In 75 %, the diagnosis was made by a 
rheumatologist. After experiencing the first symptoms, 
80 % of the respondents contacted their general practi-
tioner. A high degree of satisfaction appears to originate 
from the information supplied by the rheumatologist 
attended. Most patients believed they were involved in 
decision making regarding their therapy.

Conclusion The majority of the respondents came 
from rural areas. RA was diagnosed within 6 months for 
almost half of the patients questioned. Most patients 
believed they were well informed and involved in thera-
peutic decision making.

Keywords Quality of care · Influence of medical consul-
tation on patient satisfaction · Rural patients in Austria · 
Rheumatoid arthritis · The patient’s view

Die Versorgungsqualität von Patienten mit 
rheumatoider Arthritis im ländlichen Raum

Zusammenfassung
Ziel Es soll festgestellt werden, wie schnell eine rheu-
matoide Arthritis (RA) bei Patienten in einer ländlichen 
Region diagnostiziert wird und ob die medizinische Ver-
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sorgung und Patientenzufriedenheit in einer nicht-städ-
tischen Umgebung entsprechend ist.

Methoden Ein Fragebogen wurde an Patienten mit 
rheumatoider Arthritis im Rahmen einer Visite bei 
ihrem Rheumatologen ausgehändigt. Dieser wurde zu 
Hause ausgefüllt und an ein unabhängiges Meinungs-
forschungsinstitut retourniert, wo die Daten gesammelt 
und analysiert wurden. Das Formular umfasst die Berei-
che Demographie, Aspekte der Diagnose, medizinische 
Versorgung und die Krankheit in einem persönlichen 
Kontext.

Ergebnisse 127 Patienten beantworteten den Frage-
bogen; 63 % der Befragten waren aus Orten unter 5000 
Einwohner, weitere 18 % aus Orten mit 5000 bis 50.000 
Einwohnern. Der behandelnde Rheumatologe war für 
90 % der Erkrankten innerhalb einer Stunde erreichbar.

Nur bei knapp 30 % der Befragten wurde innerhalb von 
3 Monaten die Diagnose einer RA gestellt, bei 44 % inner-
halb von 6 Monaten. Bei 80 % war der erste Ansprech-
partner nach Auftreten von Symptomen der Hausarzt. 
Bei 75 % der Befragten wurde die Diagnose schließlich 
durch einen Rheumatologen gestellt. Es besteht hohe 
Zufriedenheit mit der Information durch die behan-
delnden Rheumatologen. Die meisten Patienten wer-
den in die Entscheidung hinsichtlich ihrer Therapieform 
einbezogen.

Fazit Die Mehrheit der Befragten kam aus dem länd-
lichen Raum. Bei fast der Hälfte der Patienten wurde die 
Diagnose einer RA innerhalb von 6 Monaten gestellt. Die 
meisten Patienten fühlten sich gut informiert und in die 
therapeutische Entscheidungsfindung einbezogen.

Schlüsselwörter Versorgungsqualität  · Patientenzufrie-
denheit  · Rheumatoide Arthritis  · Österreichische Pa-
tienten in ländlicher Region · Patientenperspektive

Introduction

Inflammatory rheumatic diseases occur frequently in all 
age groups, job categories and social classes. They may 
cause frequent sick leave and occupational disability. Dis-
eases such as rheumatoid arthritis (RA) are characterised 
by their chronic and progressive nature and may lead to 
premature loss of joint function. Joint damage may occur 
within the first year of the disease. After 2 years, approxi-
mately 75 % of patients already develop joint damage with 
erosions. The need for early diagnosis and prompt thera-
peutic measures is evident, and nowadays beyond any 
controversy, as an integral part of diagnostic paths and 
therapeutic guidelines [2, 4, 6, 10, 13, 14, 19, 20, 21,  23].

We surveyed data regarding the initial appearance of 
the disease, the time between first symptoms and a defi-
nite diagnosis, the first consultation with a physician and 
the distance to the nearest rheumatologist. One major 
aspect of the survey was that the vast majority of those 
invited to participate originated from a rural or small-
town background.

Additionally, the personal view of the patient was of 
special interest in this study, in particular, what con-
sequences do the occurrence and progression of the 
disease, the necessary medical consultations and, sub-
sequently, the therapeutic measures have on patient sat-
isfaction and quality of life, more than 10 years after the 
implementation of biologics [5, 7, 8, 11, 16, 17].

We set out to explore the quality of life and care of pri-
mary, rural, Austrian, RA patients taking into consider-
ation that there is not much literature on rural patients 
with RA [1]. Quality of life comprises general physical 
and emotional well-being. Our special interest lies in 
whether medical care and patient satisfaction were ade-
quate in a predominantly non-urban environment.

Methods

A questionnaire was co-developed by the authors 
and Karmasin Motivforschung (Motivation Research, 
Vienna)—an independent institute researching com-
munication and target groups. The rheumatologists 
provided the main focus and specialist input. The ques-
tionnaire contains 21 items and some questions con-
cerning statistics and epidemiology and was divided into 
the following areas: demography, symptom description, 
aspects of diagnosis, medical care and therapy and the 
illness in a personal context.

The setting and compilation of questions, as well as 
the wording and sample size, were done with the help 
of Karmasin Motivforschung. Seven physicians partici-
pated (three from rural areas and four from provincial 
capitals). The selection of the participants was done by a 
steering committee chaired by the senior author (Burk-
hard Leeb). There was a preference for rheumatologists 
with a primarily rural patient population. Data were col-
lected by office-based rheumatologists and by rheuma-
tologists in hospital outpatient departments. In all, 57 
patients were from Lower Austria, 31 from Upper Austria 
and 25 from Tyrol (14 patients came from other parts of 
Austria). These three federal provinces are very similar 
with respect to their history and their socio-economic 
status, compared with the other six provinces of Austria, 
but do have minor topographical differences, the Tyrol 
being more mountainous. Consecutive RA patients with 
established disease were included; the focus was not set 
on early RA patients.

The printed questionnaires, to be filled in person-
ally (paper and pencil), were then distributed to the 
physicians formerly agreed upon. They were personally 
delivered. These physicians then gave their patients the 
appropriate papers (questionnaire, information hand-
out, consent form—to be signed by both the patient 
and the physician) during consulting hours. The physi-
cians explained the study to their patients and answered 
any questions. The questionnaires were filled in by the 
patients at home and returned in a stamped, addressed 
envelope provided to them, to Karmasin Motivforsc-
hung, between the 20 October 2010 and 19 April 2011. 
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of 1 (very good) to 5 (very bad). The participants gener-
ally described the state of their health as being average. 
An additional analysis was done to see whether there was 
any relationship with regard to the three parameters the 
size of settlement, the time needed to reach the rheu-
matologist and the distance to the provincial capital. 
No obvious differences could be seen in the descriptive 
analyses within any of these three parameters, and the 

Three telephone interviews with a second questionnaire 
followed in roughly monthly intervals. Of the 23, 1 item of 
the second form was also used for our study: the question 
‘How would you describe your personal state of health’ 
of the first telephone interview, as the information col-
lected here fits very well to the baseline questionnaire. 
The remaining data from the telephone interviews are 
out of the scope of this study, but are going to be reported 
subsequently. Data collection, processing of statistics 
and analyses were undertaken by the institute without 
any physician influence. A basically descriptive statistical 
analysis was applied. Therefore, also no formal sample 
size calculation was performed.

To assess any dependency between the current state of 
health of patients and the three parameters the size of set-
tlement, the distance to the provincial capital and the time 
needed to travel to their rheumatologist, Kruskal–Wallis 
H tests for the comparison of the mean values were per-
formed. Two-sided significance levels of 5 % were applied.

All percentages in this article are rounded to whole 
numbers. Informed and written consent was obtained 
from all patients included in the study.

The project was reviewed and approved by the ethics 
board of the Medical University of Graz.

Results

A total of 127 (103 female and 24 male) patients from the 
whole of Austria with a particular emphasis on Lower 
Austria, Upper Austria and Tyrol completed the question-
naire (of 150 distributed), resulting in a response rate of 
85 %. Of the participants, 14 (11 %) were less than 45, 45 
(35 %) were between 45 and 60 and 67 (53 %) were 60 years 
of age and older. One participant (1 %) did not answer this 
question. Time since diagnosis of RA at the time of filling 
in the questionnaire was, on average, 9.6 (mean: 9.6 ± 8.3) 
years (Table 1). Further information on the marital status 
and level of education can be seen in Table 1.

A total of 80 (63 %) patients lived in settlements of less 
than 5,000 inhabitants, a further 23 (18 %) in settlements 
of less than 50,000 inhabitants, 21 (17 %) in settlements of 
more than 50,000 inhabitants and 3 (2 %) did not answer 
the question. The distance to their provincial capital was 
less than 20 km for 23 (18 %) of the participants, between 
21 and 50 km for 51 (40 %), between 51 and 100 km for 36 
(28 %) and more than 100 km for 14 (11 %). Three partici-
pants (2 %) did not answer this question (Table 1).

The time needed to reach the physician was up to 
15  min for 14 (11 %) of the participants, 15–30  min for 
38 (30 %), 30–60 min for 62 (49 %), 1–2 h for 8 (6 %) and 
more than 2 h for 2 (2 %). Three participants (2 %) did not 
answer this question (Table 1).

Subjective health status

The question ‘How would you describe your personal 
state of health’ was answered on a numerical rating scale 

Table 1 Patient data

Number of patients Percentage

127 100

Sex

Male 24 18.9

Female 103 81.1

Age (years)

Less than 45 14 11.0

Between 45 and 60 45 35.4

More than 60 67 52.8

Marital status

Single 8 6.3

Married 93 73.2

Divorced/separated 11 8.7

Widowed 14 11.0

n.s. 1 0.8

Level of education

Compulsory education 68 53,5

Education to certificate level 28 22.0

College/university 26 20.5

n.s. 5 3.9

Size of home town (population)

Less than 5,000 80 63.0

Between 5,000 and 50,000 23 18.1

More than 50,000 21 16.5

n.s. 3 2.4

Distance to provincial capital

Up to 20 km 23 18

21–50 km 51 40

51–100 km 36 28

More than 100 km 14 11

n.s. 3 2

Travel time to rheumatologist

Less than 15 min 14 11

Between 15 and 30 min 38 30

Between 30 min and 1 h 62 49

Between 1 and 2 h 8 6

More than 2 h 2 2

n.s. 3 2

Time since diagnosis of disease (years)

Mean ± SD: 9.6 ± 8.3 76a 59.8

SD standard deviation, n.s. not specified
aData were not available for the remaining 51 patients
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orthopaedic specialist, 3 (2 %) to a specialist for internal 
medicine and 1 (1 %) to some other physician.

In 34 (27 %) of the participants, RA was diagnosed by 
the physician initially visited. In 73 (57 %) of the cases, 
the patient had to consult two to three physicians before 
a diagnosis was made, 14 (11 %) consulted four to five 
physicians, while 5 (4 %) had to consult more than five 
physicians to be diagnosed with RA. One (1 %) partici-
pant did not answer this question (Fig.  2). Finally, the 
diagnosis was made by a rheumatologist in 92 (73 %) of 
the participants, by a GP in 19 (15 %), by a specialist for 
internal medicine in 8 (6 %), by an orthopaedic special-
ist in 6 (5 %) and by some other physician in 1 (1 %). One 
participant (1 %) did not reply to this question. Once 
diagnosed, the patients enrolled regularly visited their 
physician (rheumatologist) and had their control visits 
every 3–6 months according to the recommendations of 
the rheumatological societies.

Medical care

A total of 65 (51 %) of the patients reported being very 
satisfied with the information offered by their physicians 
during the diagnostic process. A further 30 (24 %) were 
satisfied, 17 (13 %) were neutral, 9 (7 %) expressed being 
not particularly happy with the information provided 
and 4 (3 %) appeared to be completely dissatisfied. A 
total of 105 (83 %) participants reported that their physi-

Kruskal–Wallis H tests performed did not yield any statis-
tically significant differences either (Table 2).

Symptom history

The first RA symptoms occurred in 28 (22 %) cases before 
the age of 30 years, in 19 (15 %) between the age of 30 and 
40 years, in a further 28 (22 %) between the age of 40 and 
50 years, in 38 cases (30 %) between the age of 50 and 60 
years and in 13 (10 %) after the age of 60 years. The ques-
tion was not answered by 1 % of patients.

The first symptoms appeared as pain in finger and 
wrist joints in 98 (77 %) patients; 86 (68 %) presented ini-
tially with swollen, painful joints, 74 (58 %) with morning 
stiffness, 62 (49 %) with pain in the feet, knees or ankles, 
44 (35 %) with shoulder and/or back pain and 30 (24 %) 
presented with extreme fatigue (multiple answers were 
allowed).

The diagnosis of RA was made within 3 months in 35 
(28 %) patients, within 4–6 months in 20 (16 %), within 
7–12 months in 18 (14 %), within 13–24 months in 21 
(17 %), within 3–4 years in 13 (10 %) and within 5 years 
in 16 (13 %). Four participants (3 %) did not answer this 
question (Fig. 1).

After having experienced the first symptoms, 102 
(80 %) patients initially consulted a general practitioner 
(GP), 16 (13 %) went to see a rheumatologist, 5 (4 %) to an 

Table 2 ‘How would you describe your personal state of health today?’—was asked and answered on a numerical rating scale 
of 1 (very good) to 5 (very bad)

How would you describe your personal state of health today?

Answers overallb

N (%)

1 (Very good)

N (%)

2

N (%)

3

N (%)

4

N (%)

5 (Very bad)

N (%)

Mean

Size of home town (population)
p = 0.699a

 Up to 5,000 65 (100) 7 (11) 22 (34) 30 (46) 5 (8) 1 (2) 2.55

 Between 5,000 and 50,000 22 (100) 3 (14) 5 (23) 11 (50) 2 (9) 1 (5) 2.68

 More than 50,000 20 (100) 3 (15) 8 (40) 6 (30) 2 (10) 1 (5) 2.50

Distance to provincial capital
p = 0.721a

 Up to 20 km 18 (100) 4 (22) 6 (33) 6 (33) 2 (11) 0 (0) 2.33

 Between 21 and 50 km 48 (100) 3 (6) 16 (33) 26 (54) 2 (4) 1 (2) 2.63

 Between 51 and 100 km 28 (100) 4 (14) 9 (32) 11 (39) 4 (14) 0 (0) 2.54

 More than 100 km 13 (100) 2 (15) 4 (31) 5 (38) 0 (0) 2 (15) 2.69

Travel time to rheumatologist
p = 0.436a

 Less than 15 min 14 (100) 1 (7) 3 (21) 8 (57) 1 (7) 1 (7) 2.86

 Between 15 and 30 min 32 (100) 3 (9) 12 (38) 12 (38) 4 (13) 1 (3) 2.63

 Between 30 min and 1 h 53 (100) 9 (17) 17 (32) 24 (45) 3 (6) 0 (0) 2.40

 Between 1 and 2 h 6 (100) 0 (0) 2 (33) 3 (50) 1 (17) 0 (0) 2.83

 More than 2 h 2 (100) 0 (0) 1 (50) 0 (0) 0 (0) 1 (50) 3.50
ap-Value from a Kruskal–Wallis H test comparing all non-missing groups
bAnswers to the question were not available for all patients; therefore, N of this table differs from the number of patients in Table 1
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simultaneously on a daily basis. Biologics were used to 
treat 49 (38 %) of the participants. Only 17 (13 %) took 
alternative or complementary remedies, and 5 (4 %) 
did not answer this question. More than one answer to 
the questions on medication was permitted, as some 
patients take several disease-modifying antirheumatic 
drugs at the same time.

Employment status

A total of 98 (77 %) participants were employed before 
the onset of RA, and of these, 26 (27 %) had to stop work-
ing due to the disease; 4 (15 %) of these in the first year, 
6 (23 %) between the second and fifth year, a further 6 
(23 %) between the fifth and the tenth year and 7 (27 %) 
after 10 years of affliction with the illness. Three (12 %) 
participants did not answer this question.

cians included them in therapeutic decision making, 16 
(13 %) were not involved and 6 (5 %) did not answer this 
question.

The answers to the question ‘How important are the 
following aspects of medical care to you?’ ranged from 1 
(very important) to 5 (not at all important). Sufficient time 
allotted to patient/physician discussion was revealed to 
be the most important (mean: 1.1), followed by infor-
mation regarding the disease and clarifying discussion 
(mean: 1.2), adequate drug treatment (mean: 1.2), suf-
ficient physician empathy (mean: 1.3), prompt appoint-
ment scheduling (mean: 1.4) and, finally, involvement in 
therapeutic decision making, particularly treatment with 
drugs (mean: 1.5; Fig. 3).

A total of 77 (61 %) patients were treated with meth-
otrexate, 13 (10 %) with leflunomide, 7 (6 %) with 
sulphasalazine and 4 (3 %) with chloroqine/hydroxy-
chloroquine; 55 (44 %) patients took glucocorticoids 

28  

16

14
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10

13

3

0 10 20 30

Within 3 months

4 to 6 months

7 to 12 months

13 to 24 months

3 to 4 years

5 years or more
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Numbers in percentages-rounded to whole numbers n=127

Median: 7-12 months

Fig. 1 Diagnosis of RA after 
onset of disease
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same number (33 %) foresaw a deterioration; 29 % opti-
mistically anticipated an improvement.

Discussion

The patients surveyed in our study can be regarded as a 
cross-section of RA patients, as typically treated by rheu-
matologists in Austria. In approximately one-third (30 %) 
of all survey participants, the diagnosis of RA could be 
established relatively quickly, within 3 months of first 
symptoms. In fewer than half of the patients (44 %), it 
took a maximum of 6 months before RA could be diag-
nosed. Sadly, in 40 %, it took between one and several 
years to establish a diagnosis (Fig.  1). These results are 
very much in line with a 2010 Dutch study, in which 
only 31 % of RA patients were correctly identified within 
a time frame of less than 3 months. In the same study, 

Financial support

On a scale of 1 (very important) to 5 (not at all impor-
tant), patients rated the importance of the following on 
their current situation—financial support for medication 
(mean: 1.4), rehabilitation measures (mean: 1.8), health 
spa rehabilitation treatment (mean: 1.9) and home help 
(mean: 3,2; Fig. 4).

Future expectations

The last question was as follows: ‘What is your predic-
tion for your disease in ten years’ time?’ There was a wide 
variation in how the prognosis was seen. Approximately 
one-third (34 %) of the participants expected their situ-
ation to be unchanged in 10 years’ time, and much the 
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Fig. 3 Importance of different 
aspects of medical care
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with RA, by Verstappen et al. [24], disability rates ranged 
from 13 % after a mean disease duration of 6 months 
to 67 % after 15 years. A 2010 study by Verstappen et al. 
analysed the working status of patients with RA at the 
time of their inclusion into the British Society for Rheu-
matology Biologics Register and then again after 3 years. 
At inclusion, 49 % of RA patients were already incapable 
of work (median disease duration: 11 years). Three years 
after registration, 73.5 % of patients with RA being treated 
with biologics were still employed compared with 71 % of 
patients in a naive control cohort. After a median disease 
duration of only 4 years on entry into the registry, 36 % 
of the control group were already disabled [25]. There 
is a high tendency towards work incapacity even in RA 
patients undergoing treatment with biologics, but in par-
ticular, if this treatment was not initiated at an appropri-
ate stage [25].

Financial relief, particularly for medication costs, con-
stituted a primary concern for the patients included in 
this survey. Although remedies are paid for by the health 
service when indicated, patients are very aware of the 
high costs of treatment in some cases (Fig. 4).

Patients saw their own personal future in hugely dif-
ferent ways. Approximately one-third expected that their 
state of health would be basically unchanged in 10 years’ 
time, the same number expected a deterioration and, for-
tunately, almost 30 % were optimistic about their future 
and expected an improvement. Although relatively low, 
this is a pleasantly positive assessment of the prognosis 
for a chronic progressive joint disease. Such patient and 
physician expectations would have been inconceivable 
just 10 years ago before the introduction of new thera-
peutic schedules including biologics [3].

Limitations of the study included the small number 
of patients and the majority of female (103 female vs. 24 
male) participants. Further investigation with a larger 
sample is necessary. Furthermore, the majority of the 
answers to the question ‘How would you describe your 
personal state of health today?’ was 2 or 3 on the 5-point 
rating scale (1 (very good) to 5 (very bad)). This entailed 
all means being near a value of 2.5 and a low power of 
discrimination of the question. A refinement of the scal-
ing of this or similar questions should be considered in 
future examinations. In summary, we can argue that 
Austrian patients from rural areas with RA should have 
the same preconditions for obtaining the correct diagno-
sis and treatment within an appropriate time as patients 
from more urban areas.

We anticipate that better cooperation between GPs, 
rheumatologists and patients will result in improved 
clinical decision making, as well as improved patient 
compliance and ultimately in improved patient care.
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van der Linden et al. [22] were able to prove that patients 
who did not present to a rheumatologist within 12 weeks 
of onset had a worse disease outcome. The results of a 
German study by Westhoff et al. [26] showed that only 
20 % of patients with RA visited a rheumatologist within 
3 months and 39 % within 6 months, although rheuma-
tologists make the diagnosis and initiate therapy in the 
majority of patients. In the German observation, corre-
lating with our study, 73 % of the patients were initially 
diagnosed by a rheumatologist [26, 27].

There are grounds for speculation that our Austrian 
patients living in rural areas have similar access to a rheu-
matologist, and accordingly a speedy diagnosis, as those 
living in more urban areas. Both the German and the 
Dutch studies prove conclusively that the key to early and 
effective intervention lies in the reduction of waiting time 
to see a rheumatologist [12]. A total of 80 % of the partici-
pants in this survey approached their GP after the occur-
rence of first symptoms, who then initiated treatment or 
referred them to a rheumatologist due to the severity. A 
diagnosis could be made in 73 % by the rheumatologist 
and in 15 % by the GP. Considering these figures, and also 
in planning further education, it is important to note that 
the incidence of inflammatory rheumatic disease is rela-
tively low. It has been calculated that a German GP sees 
0.45 cases of incidental RA per year, in other words, one 
patient every 2 years [26].

Patients showed a high level of satisfaction with the 
information they received from the diagnosing physi-
cian, with an average rating of 1.9, 75 % choosing the top 
scores of 1 and 2. Only 10 % expressed their dissatisfac-
tion. A 2004 study by Jacobi et al. [9] found 26 % of the 
respective participants dissatisfied with the informa-
tion received on medication and therapy. This indicates 
a favoured situation in our survey, which may also be 
caused by the fact that most of the patients questioned 
mentioned that they were substantially involved in ther-
apeutic decision making.

Time for the patient, comprehensible explanations and 
in-depth monitoring of the disease course and medication 
are commonly seen as the cornerstones of good clinical 
care. Patients allocated a fundamentally high relevance to 
all facets of medical care, with a particular focus on suf-
ficient time for patient/physician consultation (Fig.  3), 
which of course constitutes an important aspect for future 
negotiations with insurance companies. RA treatment 
utilising disease-modifying drugs, in particular biologics, 
calls for a great deal of experience and sufficient time for 
information and patient monitoring. This obviously goes 
hand in hand with a great responsibility of the physicians 
for their patients, which in turn has to be remunerated by 
the health services (social security).

A total of 27 % of those questioned had to leave their 
jobs within 10 years of onset of the disease, and of these, 
15 % within the first year. This can be seen to be very 
much in line with the Austrian Patient Report on RA, 
which asserts that 24 % of Austrian RA patients had to 
take early retirement due to the disease [18]. In a 2004 
overview of cross-sectional studies, including patients 
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