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RESEARCH

The potential role of community pharmacy 
staff in reducing patient delay in consulting 
with symptoms of rheumatoid arthritis: 
a qualitative study
Gwenda Simons1*†, Nour Ismail2†, Karanbir Sandhu3, Christian D. Mallen4, Rebecca J. Stack5, Sarah Pontefract6, 
Karim Raza1,7† and Marie Falahee1† 

Abstract 

Background: Rheumatoid arthritis (RA) is a chronic inflammatory arthritis which can cause joint damage and 
reduced quality of life. Early treatment of RA within 3 months of symptom onset is associated with improved clinical 
outcomes. However, this window of opportunity is often missed. One important contributing factor is patients with 
symptoms of RA delaying consulting their general practitioner (GP). Previous research indicates that patients with 
inflammatory arthritis are likely to visit pharmacies for advice before consulting their GP. Therefore, pharmacists are 
well positioned to identify patients with symptoms of early inflammatory arthritis and signpost them appropriately. 
This research examines community pharmacy staff’s knowledge, perceptions, and approaches to management of 
patients presenting with symptoms of RA in order to identify training needs and other opportunities for intervention 
to enhance the role of pharmacy staff in the pathway to care.

Methods: Semi-structured interviews were conducted with 19 community pharmacy staff in the West Midlands (UK), 
during a 12-month period (2017–2018). The interviews were audio-recorded, transcribed, and analyzed using the-
matic analysis facilitated by NVivo 12.
Results: There was considerable variation in knowledge and perceptions of RA and the need for early treatment 
amongst pharmacists and other pharmacy staff. The potential role of pharmacists and other pharmacy staff in reduc-
ing delay in help-seeking was also discussed. Four themes emerged from thematic analysis: (1) Variations in percep-
tions and knowledge about RA. (2) The role of the pharmacy in increasing public awareness about RA. (3) The role of 
the pharmacy staff in facilitating access to the GP. (4) Practical considerations for pharmacy-based interventions.

Conclusion: Variability in knowledge and perceptions of RA amongst pharmacists, and amongst other pharmacy 
staff will affect effective signposting of suspected RA cases. This study identifies opportunities for enhanced training 
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Background
Rheumatoid arthritis (RA) is a common chronic inflam-
matory disease with a prevalence in the UK of approxi-
mately 0.5–1% [1]. RA is characterized by synovial 
inflammation which can lead to long-term joint dam-
age. RA can have a considerable negative impact on the 
quality of life of patients, is associated with reduced life 
expectancy [2] and presents a significant socioeconomic 
burden due to increased healthcare use and productivity 
loss [3].

According to National Institute for Health and Care 
Excellence (NICE) guidance and the European Alliance 
of Associations for Rheumatology (EULAR) recommen-
dations, early treatment with disease modifying anti-
rheumatic drugs (DMARDs) is recommended [4, 5]. 
Early treatment improves outcomes for people with RA, 
facilitating the achievement of clinical remission, reduc-
ing the rate of joint damage and improving the patient’s 
quality of life [2, 6, 7]. There is a ‘therapeutic window of 
opportunity’, during which the initiation of treatment is 
most beneficial in reducing joint damage and preventing 
future disability; this has been estimated to last between 
three and four months after the onset of symptoms [2, 4, 
7–9]. However, only a minority of patients with RA are 
diagnosed and receive appropriate treatment within the 
recommended window. One UK study showed patients 
waiting 3  months (Mdn = 12  weeks; IQR 4–28  weeks) 
before seeking help for their RA symptoms from their 
GP [10], with a large proportion of patients thus miss-
ing the window of opportunity before being assessed 
by a rheumatologist. Indeed, although there is variation 
across countries, one pan-European study showed that 
the median time between symptom onset and assessment 
by a rheumatologist was 24 weeks instead of the recom-
mended 12  weeks [11]. A detailed analysis of treatment 
delay in early RA patients in Belgium [12] showed similar 
delays (median time was 23 weeks, only 22% of patients 
were assessed by a rheumatologist within 12 weeks).

It has been demonstrated that an important factor 
contributing to delayed DMARD initiation is the delay 
between symptom onset and help-seeking by the patients 
themselves [10, 13–15]. Multiple factors underlie this 
patient delay. Whilst accurate recognition that symp-
toms are suggestive of a serious underlying condition 
is an important driver for early help seeking [16], many 

patients do not perceive their initial inflammatory joint 
symptoms to be serious or worthy of urgent medical 
attention [17]. Pain is a commonly reported symptom of 
early RA and patients often seek to self-manage this pain 
with over the counter (OTC) medications [18].

In a survey of the general public conducted in the UK, 
40% of 1088 respondents reported that they would visit 
a pharmacy for advice before or instead of visiting a GP 
following the onset of RA symptoms (Unpublished data 
from the RAPID study [17]). This suggests that pharmacy 
staff and in particular pharmacists may be well posi-
tioned to signpost patients with suspected RA symptoms 
towards GP consultation. Pharmacists are widely viewed 
as a reliable source of information for health concerns as 
well as providing guidance about when GP consultation 
is appropriate [19]. In the UK, people are further actively 
encouraged and signposted to go to their pharmacy for 
minor ailments such as ‘aches and pains’ [20]. System-
atic reviews of the impact of pharmacy-delivered public 
health interventions highlight positive effects on health 
outcomes [21, 22] and suggest that integration of phar-
macists into primary care teams reduces GP appoint-
ments and leads to savings in overall health system and 
medication costs [23, 24].

There is evidence for the effectiveness of pharmacy-led 
interventions for musculoskeletal problems [25–27]. For 
example, a cluster randomized controlled trial in com-
munity pharmacies showed that pharmacists were able to 
initiate a multidisciplinary intervention to identify people 
with knee osteoarthritis, improve the utilisation of treat-
ments, and improve patients’ function, pain, and qual-
ity of life [25, 26]. There is also evidence of the benefits 
of pharmacist-led intervention on cardiovascular risk in 
patients with chronic inflammatory disease [27].

In order for pharmacists to have a positive impact on 
the early diagnosis and initiation of treatment RA, it is 
vital that they have the appropriate knowledge to iden-
tify inflammatory symptoms, distinguish them from self-
limiting musculoskeletal (MSK) conditions for which 
self-management would be appropriate, and signpost 
patients with the former towards rapid GP consultation. 
Many universities now provide training about the (early) 
symptoms of RA, in addition to the extensive training 
about RA medication. However, historically training in 
musculoskeletal disease across disciplines was not as 

of community pharmacists and other pharmacy staff in relation to inflammatory arthritis as well as other pharmacy-
based interventions, such as public awareness campaigns about RA and other musculoskeletal conditions. Together 
with existing referral services and other pharmacy-based initiatives this could result in enhanced signposting to GP 
consultation or other appropriate NHS services for inflammatory symptoms and reduced treatment delay.

Keywords: Pharmacists, Community pharmacy, Rheumatoid arthritis, Early treatment, Help seeking, Treatment delay
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comprehensive as it is now and so pharmacists who com-
pleted their training many years ago may have gaps in 
their knowledge around RA unless these have been filled 
by post qualification continuing professional develop-
ment (CPD).

It is further important to assess perceptions and knowl-
edge of RA in other members of the pharmacy team as 
well as their perceived role in signposting individu-
als with MSK symptoms as they will often have the ini-
tial contact with the patient and are, for example, asked 
about OTC medication, before being referred on to the 
pharmacist.

This qualitative interview study explores knowledge 
and perceptions of RA amongst pharmacists and other 
community pharmacy staff, and their views about their 
role in the identification and management of patients 
presenting with symptoms of RA and other MSK condi-
tions. The main objective was to identify specific training 
needs and other opportunities for pharmacy staff to have 
an enhanced role in reducing treatment delay.

Methods
Study design
This was a qualitative interview study which used an 
inductive approach [28]. The multidisciplinary research 
team (including pharmacists, rheumatologist, psycholo-
gists, and primary care researchers), share an interest in 
strategies to facilitate early treatment of inflammatory 
arthritis. The Consolidated Criteria for Reporting Quali-
tative Research (COREQ) guidelines [29] have been used 
in the reporting of the method and results of this study. 
Ethical approval was obtained from the University of Bir-
mingham ethics committee (ethics code: ERN_16-0041).

Involvement of patient research partners
The research team also involved six patient research part-
ners (PRPs; with and without a diagnosis of RA) from 
the start of the project to ensure the project was relevant 
to patients with RA and to develop the study objec-
tives. Preliminary results of the thematic analysis were 
also discussed with PRPs to aid data interpretation and 
discussion.

Participants and study setting
Community pharmacies in the West Midlands were iden-
tified for participation in the study using the National 
Health Service (NHS) Choices ‘services near you’ web-
site and approached by an initial visit or phone call from 
a researcher (GS) who introduced the study and provided 
the written invitation to take part and information about 
the study. In addition, pharmacies from the Jhoots phar-
macy chain were approached through their links with the 
University of Birmingham School of Pharmacy and sent the 

study information via email. A convenience sampling tech-
nique [30] was used to select participants. This allowed the 
researchers to approach pharmacy staff through existing 
contacts and by visiting pharmacies to invite staff directly. 
Pharmacy staff interested in taking part were asked to con-
tact the researcher conducting the interviews to arrange a 
suitable time and place for the interview. Participants did 
not receive an incentive for participation.

The inclusion criteria for participation were at least 
18 years of age, working in a community pharmacy with 
regular interactions with members of the public, and 
ability to consent to and participate in an interview in 
the English language. Eligible participants thus included 
community pharmacists, pharmacy technicians, phar-
macy assistants, pre-registration pharmacists in their 
training year and medicines counter assistants.

Data collection
The interviews were conducted by GS, a female psy-
chologist (PhD) with training and expertise in qualitative 
methodology. Data were collected through qualitative 
semi-structured interviews either face-to-face in the 
community pharmacy or over the phone and only GS and 
the participant were present during the interviews. Inter-
views were audio recorded and lasted between 30 and 
45 min. No field notes were made by the interviewer.

Participants were made aware that the interviewer was 
a research fellow at the University of Birmingham and 
that she had a psychology rather than a pharmacy or 
medical background. The interviewer used an interview 
schedule which was informed by previous research [17, 
31], expert clinical input and discussions with patient 
research partners (both patients with RA and members 
of the general public). Interview schedule questions were 
used as initial prompts for discussion, allowing inter-
viewees to talk about their own experiences. The inter-
view guide covered three main topics for discussion: (1) 
individuals visiting the pharmacy with joint symptoms 
and the advice the interviewee would give; (2) knowl-
edge and perceptions of arthritis in general and RA in 
particular; and (3) advice and the role of pharmacy staff 
in encouraging appropriate help-seeking by patients 
with RA symptoms and other joint problems. The guide 
also includes a short vignette allowing interviewees to 
describe what actions they would take in the context of 
a patient presenting with RA symptoms (Table 1). Inter-
views were conducted over a 12-month period (2017–
2018). Data collection continued until data saturation 
was achieved [32]. No repeat interviews were carried out.

Data analysis
The interviews were audio recorded, pseudo-anonymised 
and transcribed verbatim by a professional transcription 
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company. The company transcribed all but one audio file. 
Due to the poor audio quality, that single recording was 
transcribed by the interviewer and two research assis-
tants. The accuracy of the transcripts was checked by the 
interviewer (GS) through comparison with the original 
audio. Transcripts were not returned to the participants.

The transcripts were read in depth by two independent 
coders (who received training in the coding and analy-
sis of interview transcripts) to familiarize themselves 
with the content and subsequently each coder initially 
coded the same two transcripts. Any disagreements were 
discussed with a third researcher (GS) and the coding 
adjusted after which each researcher coded half of the 
remaining transcripts. Coding was facilitated by NVivo 
12 software [33] using the coding feature.

Coding was followed by thematic analysis [34]. The-
matic analysis is a method for systematically identify-
ing, organising, and deducting patterns of meaning (i.e., 
themes) across a dataset (e.g. transcripts from inter-
views). The researchers took an inductive approach 
towards the thematic analysis, allowing the data to deter-
mine the themes [34]. The codes were developed into ini-
tial themes using the codebook developed in NVivo with 
independent input from a further researcher (NI) and 
then discussed amongst the core research team (NI, GS, 
KR, and MF). The themes were revised after discussion 
and the team agreed on the final themes. Coded material 
was organised under the themes and subthemes using 
NVivo coding. Findings were presented using quotations 
to illustrate each theme identified. Participant numbers 
and pharmacy role were used to identify each quote. Par-
ticipants did not provide feedback on the findings.

Results
Participant characteristics
Nineteen participants were recruited from 18 different 
pharmacies (17 community pharmacies and 1 pharmacy 
service within a GP practice). Participants were aged 
between 22 and 56 years (mean 32 years) with an almost 
equal male: female split (10:9). The participating staff 
included eight qualified pharmacists, (including 5 phar-
macy managers), one pharmacy technician, three phar-
macy assistants, and seven pre-registration pharmacists 
in either the second or third quarter of their pre-quali-
fication training year (what is now called the foundation 
training year). Further participant characteristics are pro-
vided in Table 2. Three interviews were conducted in per-
son and 16 by telephone. It is not possible to determine 
how many staff did not wish to participate as data regard-
ing the numbers of staff the invitation was circulated to 
was not captured at all pharmacies. From the in-person 
visits it became clear that pharmacy staff declining the 
interview outright (at approximately 15 of the pharma-
cies visited) tended to be the pharmacist, with time fre-
quently cited as a reason for non-participation.

Themes
Four main themes were identified: (1) Variations in per-
ceptions and knowledge about RA. (2) The role of the 
pharmacy in increasing public awareness about RA. (3) 
The role of the pharmacy staff in facilitating access to 
the GP. (4) Practical considerations for pharmacy-based 
interventions.

Table 1 Interview guideline

General symptoms How often do you think you are approached in the pharmacy by someone with joint problems/ someone ask-
ing for rubs or pain relief to deal with joint problems?
What kind of advice to you generally give them?
Do you ask questions about the symptoms, and if so, what do they involve? 
If someone came in with pain in their hands over the knuckle joints and in the small joints of the fingers, what 
would you think might be going on? 
What would you advise?
Are there any questions you would ask?

Arthritis and Rheumatoid Arthritis Tell me what you know about arthritis in general?
Tell me what you know about Rheumatoid Arthritis (RA)?
What symptoms would you associate with RA?
What symptoms would you associate with osteoarthritis (OA)?
What would be the main difference between RA and other joint problems?
Is RA a serious condition?
With whom do you associate arthritis/RA (who is the typical patient)?
What would be the consequences of having RA for the day-to-day living of a patient? 
Do you think there are treatments available that would effetely treat RA? What kind of treatments do you know? 
Is early treatment important and if so with what and why?

Advice What, according to you, is the role of the pharmacist in prevention/ early intervention of illnesses such as RA? 
Do you feel you know enough about RA to inform the public what to do if they experience possible symptoms?
Would you like to receive more training (and if so, in what format)?
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Variations in perceptions and knowledge about RA
This theme covers pharmacy staff’s perceptions and 
knowledge of RA, its symptoms, and possible treatments. 
Several interviewees (both pharmacists and pre-registra-
tion pharmacists) gave an accurate description of RA as a 
progressive inflammatory disease (Table 3, Quote 1, fur-
ther referred to as T3Q1), mentioned the fact that RA is 
an autoimmune disease (T3Q2) and accurately identified 
some of the main symptoms associated with it including 
joint pain and swelling:

Obviously, if their joints are swollen or quite obvi-
ously red and inflamed; even symmetrical swellings 
maybe that indicate rheumatoid arthritis of the 
joints, if there are any deformities. Any other symp-
toms that flag along with it, like feeling unwell, fever, 
etcetera. (P04, pharmacist).

Some interviewees were further able to accurately 
describe the wide age range of patients affected with 
inflammatory arthritis (T3Q3, pharmacy technician). 

However, a number of pharmacists indicated not know-
ing much about RA or having gaps in their knowledge:

I mean I suppose I know a little bit about it […]. I 
mean I don’t know much about it other than more so 
the drug treatments that are available for it… (P09, 
pharmacist).

And some other pharmacy staff held misconceptions 
about RA and the causes of RA symptoms:

I think it’s to do with the uric acid and stuff like that, 
when it’s higher you get these joint pains and stuff. 
(P12, pharmacy assistant).

Moreover, whereas some interviewees could distin-
guish between RA and other MSK conditions such as 
osteoarthritis (OA) (T3Q4, pharmacist), others could 
not (T3Q5, pre-registration pharmacist). Further, not all 
interviewees were aware of the increased incidence rate 
of RA in women compared to men (T3Q6, pharmacist).

While some interviewees perceived RA as a serious 
condition associated with a reduced quality of life and 
an impact on physical functioning (T3Q7, pre-registra-
tion pharmacist), others did not perceive RA to be seri-
ous or in need of urgent attention, stating that waiting 
a few more weeks before seeking medical attention for 
these symptoms would not be problematic (T3Q8, phar-
macist). Whereas some interviewees readily recognised 
the need for early DMARD treatment (T3Q9, pharma-
cist; T3Q10, pre-registration pharmacist), others did not 
(T3Q11, pharmacist). In general, pharmacists and pre-
registration pharmacists were able to accurately describe 
the treatment of RA once it was diagnosed including 
DMARDs and non-steroidal anti-inflammatory drugs 
(NSAIDs) (T3Q12-Q13).

Table 2 Participants’ characteristics

*No age provided during interview

Participant number Age range (years) Gender Role within the pharmacy Range number of years 
working in pharmacy

1 Unknown* Male Pharmacist 11–15 years

2 50–60 Female Pharmacy technician 16–20 years

3 40–50 Female Pharmacist Not known

4 30–40 Female Pharmacist 6–10 years

5 50–60 Female Pharmacist 21 + years

6 20–30 Female Pre-registration 2nd quarter training year

7 40–50 Female Pharmacist 21 + years

8 40–50 Male Pharmacist Not known

9 30–40 Male Pharmacist 1–5 years

10 20–30 Male Pharmacist 1–5 years

11 20–30 Female Pharmacy assistant 1–5 years

12 30–40 Male Pharmacy assistant 6–10 years

13 20–30 Female Pharmacy assistant 1–5 years

14 20–30 Male Pre-registration 2nd quarter training year

15 20–30 Male Pre-registration 2nd quarter training year

16 20–30 Female Pre-registration 2nd quarter training year

17 30–40 Male Pre-registration 3rd quarter training year

18 20–30 Male Pre-registration 3rd quarter training year

19 20–30 Male Pre-registration 3rd quarter training year
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The role of the pharmacy in increasing public awareness 
about RA
Various interviewees shared their thoughts on the causes 
of patient delay in help-seeking and described a lack of 
public awareness of RA.

I suspect for the public perception there isn’t a whole 
lot. And when you say arthritis, they’re immediately 
thinking that they’re not old. I don’t think that the 
general public know much about rheumatoid arthri-
tis. (P05, pharmacist).

Table 3 Quotes related to theme 1: variations in perceptions and knowledge about RA

*P03 refers to participant 3 as described in Table 2. Idem for the other participant numbers

Quote no Quotes

1 “It’s a progressive, degenerative disorder that we know will become worse if you don’t look at halting the disease progression; hence, the need for 
disease modifying anti-rheumatic drugs.” P03*, Pharmacist

2 “So rheumatoid arthritis, it’s an auto-immune disease so the main symptoms we’re looking at are joint pain, swelling, redness, warmth, maybe 
some fatigue, and fever.” P16, Pre-registration pharmacist

3 “I think the typical patient is probably over 50 but it can happen to a child. A child can have it and the parents are not aware. It doesn’t get diag-
nosed for a long time, I don’t think, in children because it’s not something you associate with children…” P02, Pharmacy technician

4 “The rheumatoid, is that autoimmune, is that right? So you want, more so get pain and swelling of the joints […] more so than osteoarthritis where 
that’s more wear and tear over years.” P09, Pharmacist

5 Hold on, osteoarthritis, that’s just the general term and rheumatoid arthritis is the more specific term that talks about the joints, mainly the fingers 
and everything. It’s an interchangeable term as far as I know”. P19, Pre-registration pharmacist

6 “I don’t think it’s specifically between men or women either, from my knowledge.” P04, Pharmacist

7 “100% yes of course, I think arthritis is definitely a serious condition, it’s affecting your day-to-day life, you’re in pain, you have to constantly rely on 
painkillers to go about your day.” P14, Pre-registration pharmacist

8 “Generally, in all honesty, if they come to me for RA, they’ve probably suffered for months, so another week or two is neither here nor there really, is it? 
I’m aware of the pressure on GP practice appointments.” P01, Pharmacist

9 “Yeah, I’d say the earlier you’ve started treating it the, it’s good ‘cause you can slow down like the progression.” P10, Pharmacist

10 “With rheumatoid arthritis, if the inflammation gets to a peak then the medication won’t have as much of an effect. Also, because it is physically 
debilitating, we always aim for prevention. So, in that way, I would say early treatment is preferred.” P19, Pre-registration pharmacist

11 “I don’t know whether other people are probably in the same boat as me but they probably weren’t as knowledgeable on rheumatoid arthritis and 
how important it is to intervene early.” P04, Pharmacist

12 “You’ve got things like Methotrexate, which seems to be the main thing. They also use NSAIDs and things like Sulfasalazine. Methotrexate would be 
the main one that springs to mind for rheumatoid arthritis. But they have to have blood level checks and toxicity checks for that.” P05, Pharmacist

13 “In terms of medication for that in particular, so we offer NSAIDs. Maybe a corticosteroid if it’s an acute – maybe if we’re injecting into the joint or 
DMARDs, so anything like methotrexate, Leflunomide, things like that. Or any biologic treatment after that, so Etanercept, Abatacept, that kind of 
stuff.” P16, Pre-registration pharmacist

Table 4 Quotes related to theme 2: the role of the pharmacy in increasing public awareness about RA

Quote no Quotes

1 “I think that’s something we’ve definitely seen. I mean we’ve [yeah] actually had one patient that just said, ‘Yeah, we, it’s, yeah, I thought it was actu-
ally part of getting old’.” P10, Pharmacist

2 “When it is early enough, it’s not severe enough for them to take action. And that is a problem that we have. That … even if there is a serious condi-
tion, what really would motivate someone to take some action, so clearly it really should start affecting their life. They don’t do anything.” P08, 
Pharmacist

3 “They don’t want to bother their GP. They don’t think the symptoms, particularly in the early stages, are specific enough to make them go the GPs.” 
P05, Pharmacist

4 “Yeah, they can’t be bothered to make another appointment at the doctors, and they feel like they might be embarrassing themselves just going for 
a little bit of pain you know in the joints.” P07, Pharmacist

5 “A lot don’t want to bother the GPs if they’re only having paracetamol.” P05, Pharmacist

6 “I know it’s hard for people to get a doctor’s appointment, which is what they keep saying.” P02, Pharmacy technician

7 “I think we’ve still got some of our leaflets. Yeah, national osteoporosis society. Am I at risk at osteoporosis and fractures? I mean any sort of learning 
materials like that, we go through them first in-house before we, you know, put them on the shelves for the patients ‘cause obviously we needed to 
get sourced up with everything.” P09, Pharmacist

8 “And also these posters and leaflets you can post to the different pharmacies and also we can give some leaflets and posters to, we can stick the 
posters inside the pharmacy and the people they can read and they can say and also they can have leaflets where they read information.” P11, 
Pharmacy assistant
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Interviewees also recognised that this lack of knowl-
edge about RA, the seriousness of RA and misper-
ceptions around it being a disease of the elderly (e.g., 
Table  4;  T4Q1, pharmacist) might be why symptomatic 
patients delayed seeking help.

Some of the interviewed pharmacists indicated that 
patients might believe their condition was not serious 
enough to see a GP (T4Q2-Q3) and would only seek help 
if symptoms were so severe that they interfered with daily 
activities, thus delaying seeking help from their GP with 
early symptoms. Other interviewees thought patients may 
be embarrassed about seeking help for ‘a little bit of pain’ 
(T4Q4-Q5, pharmacists) or that they may find it difficult 
to get a GP appointment (T4Q6, pharmacy technician).

Several interviewees indicated ways in which they 
could be instrumental in increasing public awareness and 
informing their clients about RA.:

So it’s just a case of making sure that the conversa-
tions are happening so you don’t want to miss things 
so often it’s the case that the patient is seeking advice 
for the first time and if it is something like rheuma-
toid or something it is spotted and you are referring 
the right patients so I think we now have a bigger 
role in terms of awareness of arthritis and things, 
I’m not too sure how aware people are so… (P06, 
Pre-registration pharmacist).

Interviewees referred to leaflets and posters they have 
received for other diseases and suggested that equivalent 
materials would be useful for both increasing their own 

and their clients’ awareness of RA. (T4Q7, pharmacist; 
T4Q8, pharmacy assistant).

The role of pharmacy staff in facilitating access to the GP
This theme focused on the potential roles of commu-
nity pharmacy staff in making positive interventions to 
signpost new onset RA patients towards GP consulta-
tions. Some of the interviewed pharmacists and pre-
registration pharmacists explained how they would 
identify a potential new onset RA patient by assessing 
symptoms and asking about family history, referring 
patients towards their GPs if RA was suspected (Table 5; 
T5Q1–Q3). Some interviewees discussed how the role of 
pharmacists has changed with the focus being increas-
ingly placed on clinical interactions with patients and not 
“just dispensing the medication” (T5Q4, pre-registration 
pharmacist), others described a lack of public aware-
ness of pharmacists’ clinical knowledge and that they are 
underutilized:

I think it’s about public perception as well because 
obviously I think they forget that we’re also clinical 
pharmacists and we’re trying to obviously change 
that and we—I think the public don’t realise how 
much obviously we learn, and we know so we are an 
important port of call for things like that. (P16, pre-
registration pharmacist).

Furthermore, interviewed pharmacists described 
the role they thought other members of the pharmacy 
team (pharmacy assistants, technicians, and counter 

Table 5 Quotes related to theme 3: the role of the pharmacy in facilitating access to the GP

Quote no Quotes

1 “If I did suspect rheumatoid arthritis in a patient, although I would offer to treat symptoms there, I would recommend that they saw a doctor” P01, 
Pharmacist

2 “Yes, I’d ask if they’d been diagnosed with—do they have any other medical conditions, things like that. So maybe if they have a history of it in the 
family.” P16, Pre-registration pharmacist

3 “Initially it’s just ruling out if the stiffness is worse in the mornings, those sorts of things.” P06, Pre-registration pharmacist

4 “I think it’s changed a lot recently because it’s kind of moved from us staying in the back just dispensing the medication, checking, to actually being 
out the front and making sure that we’re picking up things so it’s just a case of making sure that the conversations are happening so you don’t want 
to miss things so often it’s the case that the patient is seeking advice for the first time and if it is something like rheumatoid or something it is spotted 
and you are referring the right patients so I think we now have a bigger role in terms of awareness of arthritis.” P06, Pre-registration pharmacist

5 “I mean we usually like access the symptoms first and then obviously we refer it to the pharmacist and then like if he thinks that there’s anything 
more serious then he would always refer it to their GP.” P13, Pharmacy assistant

6 “In terms of stiffness in their hands or joint pain anywhere else in the body, at that point obviously I would […] just to keep an eye on generally 
what the patient is buying over the counter and spotting signs and clues as to there may be an underlying condition here.” P15, Pre-registration 
pharmacist

7 “So regarding joint pain the conversation I might have is more when I’m handing out pain medication and I strike up a conversation with the 
patient as to whether they’ve had the medication before and then it might go further into a conversation regarding their pain management.” P07, 
Pharmacist

8 “Sometimes people come and they ask for more medication even though the doctors prescribe something and then they ask for more tablets or 
more for example they just come for Co-codamol so many times even though they take medication at home they want some more tablets.” P11, 
Pharmacy assistant
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assistants) have to play as they are often the first to speak 
to patients.

I would say personally you don’t get referred that 
often because the actual counter assistants have 
the training now and so they’re like a filter. If some-
body does come in to the pharmacy they’ll speak to 
those people first and if they can’t answer the ques-
tions, they’ll actually refer it to the pharmacist. (P07, 
pharmacist).

They indicated that when these staff members are 
unsure about the cause of the symptoms a patient is pre-
senting with, they will generally refer the patient to a 
pharmacist who can further assess the patient and who 
in turn might refer the patient to the GP or advise the 
patient to seek help from a GP. This view was shared by 
other members of staff (e.g., T5Q5, pharmacy assistant).

Joint pain is the most common symptom of early RA 
and patients may seek advice about pain management 
from pharmacy staff. Indeed, interviewees indicated 
that this is when they are most likely to see a patient 
with inflammatory arthritis (T5Q6, pre-registration 
pharmacist).

Some interviewees described the considerations they 
would make when offering medications for the manage-
ment of joint symptoms (T5Q7, pharmacist). Others 
explained that OTC medications should only be used 
temporarily to relieve symptoms while patients await 
their GP consultation:

Yes, in terms of giving medication OTC, that’s just 
a temporary base, so what we can do, we can talk 
to the patient and get all the information and if we 
think this patient needs more than what we can do, 
we can refer to the GP. (P12, pharmacy assistant).

Interviewees further highlighted how they could flag 
patients who asked repeatedly for OTC medication for 
MSK symptoms including those of suspected RA and 
refer them onto the GP (T5Q08, pharmacy assistant).

Practical considerations for pharmacy‑based interventions
This theme focused on the potential need for training 
of pharmacy staff and any other considerations needed 
to enhance opportunities for pharmacy staff to identify 
and signpost patients with new onset RA. Whereas some 
pharmacists had undertaken training on (rheumatoid) 
arthritis recently as part of their CPD, and felt they had a 
good level of knowledge about RA (Table 6; T6Q1), other 
interviewees indicated that although they had recently 
graduated and their current knowledge about RA was 
good, they were aware they would need more train-
ing in the future (T6Q2, pre-registration pharmacist). 
Some interviewees highlighted that there is currently no 

specific training requirement in relation to RA or other 
MSK conditions:

Yes, but only nine CPD’s a year. So, it might not even 
be musculoskeletal, it might be something differ-
ent. So, it’s not something that says we have to learn 
musculoskeletal, it’s down to the pharmacist, so they 
might neglect it. (P17, pre-registration pharmacist).

Whereas others stated that it was hard to find the time 
to do extra training (T6Q3, pharmacist).

Some of the pre-registration pharmacists stated that 
interventions made by pharmacy staff may vary depend-
ing on their clinical skills, and that technicians or counter 
staff did not have the clinical training to identify potential 
RA patients. They highlighted the importance of train-
ing for these members of the pharmacy team in addition 
to training provided for pharmacists, to ensure they can 
identify patients who might require requiring further 
referral rather than simply OTC medication (T6Q4-5). 
The lack of training of pharmacists themselves in clini-
cal examination was also highlighted: “It’s very varied 
because pharmacists have very little training in actual 
clinical examination” (P01, pharmacist).

Some interviewees gave examples of training they 
had received in other disease areas, such as the inhaler 
technique service, which had led to improved patient 
outcomes (T6Q6, pre-registration pharmacist). Both 
pharmacists and pre-registration pharmacists further 
described their preferred training format which for some 
would be interactive online learning platforms (T6Q7, 
pharmacist) although others preferred face-to-face 
teaching (T6Q8, pre-registration pharmacist). Interview-
ees further suggested how training could be advertised 
to pharmacy staff to ensure training was delivered effec-
tively to all community pharmacies (T6Q9, pharmacist).

Both pharmacists and pre-registration pharmacists 
identified that the setting of a pharmacy may influence 
the likelihood that patients with new onset RA would be 
identified. Smaller local pharmacies may see people on a 
regular basis and therefore pharmacy staff may initiate 
conversations to recognise new symptoms (T6Q10-12).

There was some discussion about the practicalities of 
how pharmacy staff might refer an individual they sus-
pected of having RA to see their GP. Many would verbally 
advise their client to consult their GP:

It’s usually a verbal recommendation that I give 
and I go back to notes and if the patient is one of 
our patients then I would go to their notes and 
write down that I’ve had interaction with the 
patient, I told them to go and see the doctor, they 
were feeling this, this, this, I’ll make a note of it 
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so that it’s in my record as well and kind of like 
for all purposes as well. But more importantly to 
know that I have referred them, and I know what’s 
happening now. (P14, pre-registration pharma-
cist).

However, some pharmacists described using a refer-
ral form when they believed the patient’s symptoms to 
be serious enough to require an urgent medial opin-
ion (T6Q13, Pharmacist) or instead approaching the 
GP surgery directly if, for example, dealing with a vul-
nerable patient they believe needs to be seen urgently 
(T6Q14, pharmacist).

Discussion
This qualitative study of the perceptions and knowledge 
of pharmacists and other members of the pharmacy team 
regarding RA, and their potential roles in signposting 

patients with suspected RA to their GPs identifies four 
important themes. Theme 1, ‘Variations in perceptions 
and knowledge about RA’, covers the variability of phar-
macists’ perceptions and knowledge of RA, its symptoms, 
and possible treatments as well as the knowledge and 
perceptions of pre-registration pharmacists and other 
members of the pharmacy team. Theme 2 ‘The role of 
the pharmacy in increasing public awareness about RA’ 
highlights pharmacy staff recognising the importance 
of public awareness of RA and discusses how pharmacy 
staff can increase this. Theme 3 ‘The role of the pharmacy 
staff in facilitating access to the GP’ focuses on the poten-
tial roles of pharmacists and other members of the phar-
macy team in making positive interventions to signpost 
patients with RA symptoms towards GP consultations. 
Finally, theme 4 ‘Practical considerations for pharmacy-
based interventions’ discusses the potential need for 
training of pharmacy staff and other means by which to 

Table 6 Quotes related to theme 4: Practical considerations for pharmacy based interventions

Quote no Quotes

1 “We have to do CPD, professionals we have to do CPD don’t we and also I did a community pharmacy diploma about three or four years ago and 
they have a section in that that you cover on arthritis and on pain management.” P07, Pharmacist

2 “Yes, absolutely. I think really for us the reason that I probably feel more confident and know a bit more is just because I’ve come out of university 
and we studied it. But I couldn’t say confidently that five years down the line I’d know as much as I did now.” P16, Pre-registration pharmacist

3 “Yeah, obviously, I love training but I think it’s tricky … I’ve got three kids and I work 43 h a week. It’s tricky to fit it in.” P01, pharmacist

4 “I mean the dispensers or the healthcare counter staff are not really trained or aware of things that they should be picking up so they do refer to us”, 
P06, Pre-registration pharmacist

5 “If healthcare counter staff are just sending them away with pain relief and then they leave it there’s always that downfall that they’re not getting 
treated”, P06, Pre-registration pharmacist

6 “I think it’s really good because it’s like with the inhaler technique with us, once that came out about 10% of patients actually knowing how to use 
their inhaler and then pharmacists didn’t really know so then where is the knowledge coming from when they’re prescribed it? So that was a big 
thing, I think things like this need to happen” P06, Pre-registration pharmacist

7 “A lot of other people would have the same situation where they can’t always attend. An e-learning course, promoted by CPPE, would be my prefer-
ence, or something like that, because they promote emails and everybody uses those on a daily basis. That would be something to highlight this 
e-learning package. It’s got to be simple and it’s not very long.” P04, Pharmacist

8 “I would think a more face-to-face kind of approach. It’s a lot more useful. I mean you would need to do some preliminary work first and in the 
face-to-face interaction you might not cover all the ground at that stage but I think face-to-face is needed to consolidate it.” P19, Pre-registration 
pharmacist

9 “CCGs have a good, important role as well and so they could roll that out across the area; whether it’s in GP practices or community pharmacies. I’m 
sure they could. I don’t know whether they can promote that.” P04, Pharmacist

10 “Yes, we see people on a regular basis. We can see deterioration in some people and that goes for lots of other medical issues going on as well.” P05, 
Pharmacist

11 “We’re a village pharmacy, I’ve been there 25 years and so have half my staff, so we know the individual people that walk in, so we might initiate a 
conversation with somebody… You’ve initiated the conversation and given them the opportunity to speak to somebody about something that is 
occurring with them.” P05, Pharmacist

12 “If you’re a locum and you’re only in there for a day it’s very difficult to even get an idea of how often this patient comes in so it can be missed” P15, 
Pre-registration pharmacist

13 “I tend to do formal referrals when I think it’s urgent and so it helps to ease people through the system because sometimes, a letter from a pharma-
cist actually does carry a little bit of clout that would get you past Reception. When I’ve felt that someone needs to be seen quite urgently, I have 
given people referral letters to take to the Walk-In Centre.” P01, Pharmacist

14 “Sometimes if it’s like a medication review, so like an MUR … that we’ve done, we can do a referral letter … or normally it’s just, ‘Oh, you just need to 
make an appointment […] with your GP so they can’, you know, we leave that with the patient to do themselves […] arrange themselves. Or if we 
find it an emergency or often not an emergency, if it’s something that we can do for them that they feel involved, ‘Actually I know your surgery quite 
well or I know the girls at XXX and that’s our local doctor’s surgery, we can just pass them a message or we can just give them a call’, especially the 
times if it’s elderly patients or housebound patients maybe that have popped in on the off chance. I will give them a call, say, ‘You know, a doctor 
probably wants to […] his patient’, we’ve done that in the past as well.” P09, Pharmacist
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enhance opportunities for pharmacists to identify and 
signpost new onset RA patients.

These themes highlight both existing and future oppor-
tunities and a desire for positive intervention to improve 
access to care for patients presenting to community phar-
macy settings with RA symptoms and to increase public 
and pharmacy team awareness of RA and musculoskel-
etal symptoms.

The findings show that pharmacists and pre-regis-
tration pharmacists feel that with appropriate support 
they could have a role to play in the early identification 
of suspect RA, early symptom management and appro-
priate signposting towards prompt and definitive treat-
ment initiation in addition to their (future) role in the 
management of established disease. They also see a clear 
role for other members of the pharmacy team in identify-
ing suspected RA cases. This study further demonstrates 
the potential roles pharmacists and other members of the 
pharmacy team can have in raising public awareness of 
RA. This aligns with current policy in many countries, 
including the UK, to expand pharmacy services [35–38] 
and to facilitate integration within primary care [39, 40]. 
With the correct knowledge and training, pharmacists 
are well positioned to use their clinical skills to identify 
and refer patients with a wide variety of ailments, includ-
ing suspected RA, to their GPs where appropriate. The 
establishment of primary care networks and integrated 
care systems provide an important opportunity for col-
laboration between pharmacists and GPs, and improved 
care pathways for a range of conditions [41]. The evi-
dence presented in this paper underlines the need to 
address RA within such systems.

Implications for service development
Community pharmacy staff see people with, or at risk 
of, chronic conditions and see them longitudinally once 
diagnosed. Staff in local community pharmacies often 
build relationships with individual patients and their 
families and are well placed to identify new symptoms 
and discuss these with patients. There have been success-
ful pharmacy based interventions in a number of chronic 
diseases such as diabetes, and cardiovascular diseases 
including heart failure, with pharmacy staff both iden-
tifying new patients and managing existing disease [27]. 
There is no reason why such a service cannot be imple-
mented successfully for suspected RA as well. Indeed, 
our interview study has identified several ways in which 
pharmacists and other members of the pharmacy team 
can play an important role in reducing delays in initial 
GP consultation in the context of new onset RA, facili-
tating diagnosis within the 3-month window of oppor-
tunity. These include pharmacy assistants and medical 
counter assistants gaining skills to identify which MSK 

complaints should be referred onto the pharmacist on 
duty, additional training of pharmacists to enhance 
appropriate signposting and referral of suspected RA 
patients by pharmacists to the GP as well as increas-
ing public awareness of RA and other MSK conditions 
through pharmacy-based interventions.

There is evidence of public misperceptions around RA, 
the symptoms, and the seriousness of the condition [17]. 
These findings could inform materials to be used in phar-
macies to increase public awareness. This could take the 
form of leaflets for distribution within pharmacies and 
online resources the pharmacy staff could direct clients 
to. There is strong evidence that high quality pharmacy 
services can enhance the management of chronic condi-
tions and thus facilitate better health outcomes [42]. For 
example, a systematic review showed that pharmacy-
based interventions can contribute to improved treat-
ment adherence and better disease control (e.g., blood 
pressure control, cholesterol management, and asthma 
control) [43] and a recent Cochrane review highlighted 
the potential positive impact of health‐promotion inter-
ventions on the behaviour of pharmacy staff, patients’ 
health behaviour, intermediate clinical outcomes, and 
their quality of life [44].

The interview data highlighted issues to address in edu-
cational interventions to enhance the role of pharmacists 
in the management of musculoskeletal symptoms. The 
interviewed pharmacists have variable knowledge of RA, 
the symptoms of RA and the need for early treatment. 
For example, although most interviewed pharmacists 
were aware of approaches to the treatment of established 
RA not all pharmacists were aware of the ideal window of 
opportunity for treatment initiation; therefore, training 
should highlight the need for prompt referral and treat-
ment for new onset RA patients. Interestingly, the knowl-
edge around RA of the interviewed pre-registration 
pharmacists who were all at least 4 or 5 months into their 
pre-qualification training year varied considerably too. 
Addressing these knowledge gaps through both univer-
sity education and CPD presents an opportunity to ena-
ble effective signposting by (future) pharmacists which 
may lead to reduced treatment delay.

Among some of the interviewed pharmacists and pre-
registration pharmacists, there was further evidence of 
confusion around differences between common MSK 
conditions such as RA and OA. Further training should 
address this and highlight when a GP referral is neces-
sary and where (initial) self-management may be appro-
priate when patients present with MSK symptoms. MSK 
complaints currently account for around a third of GP 
consultations in the UK [45]. An estimated 18.8 mil-
lion people are affected by MSK conditions in the UK. 
By 2030, 40% of the working age population are likely to 
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have long-term conditions, with the prevalence of MSK 
conditions in the workforce predicted to increase [46]. 
Appropriate signposting and support of self-management 
directed by the pharmacist will be increasingly important 
for an effective primary care service.

Many of the pharmacy graduates in second or third 
quarter of their pre-registration training year appeared to 
have accurate knowledge about RA and the management 
of RA (sometimes more so than qualified pharmacists). 
This might be due to a stronger emphasis on RA and 
other MSK conditions during their formal undergradu-
ate education. However, as discussed, misperceptions 
also existed amongst both qualified pharmacists and the 
pre-registration pharmacists. The current study was not 
designed to identify associations between participants’ 
degree of experience and their knowledge and ability to 
identify RA, however this would be an interesting area 
for future research and would help identify appropriate 
training needs for different career stages.

As indicated by some of the interviewees, for sign-
posting to be delivered effectively in the context of RA, 
training is required for all pharmacy staff (i.e., not only 
pharmacists). Other pharmacy staff need to know when 
to refer to the pharmacist rather than simply advising 
symptomatic management with OTC medications. To 
do this effectively they would need to ask patients ques-
tions about their clinical history, identifying features 
strongly indicative of inflammatory arthritis and then 
seeking pharmacist input. Provision of RA specific flow 
charts with questions to elicit relevant symptoms may 
be a useful tool to aid pharmacy staff in making correct 
assessments.

Interviewees further suggested that awareness of the 
clinical knowledge of pharmacists and the role phar-
macy staff can play in signposting and managing patients 
should be highlighted to both the general public and the 
wider primary care community. Various other studies 
have also confirmed that the public awareness of phar-
macy services other than medicines supply is low [47–
49]. However, the 2021 education and training standards 
for pharmacists will likely change public perception over 
the next decade as the pharmacist role is transformed 
[50]. The change in training standards means that all 
pharmacists will be independent prescribers upon com-
pletion of their pre-registration training (now referred to 
as the Foundation training year), thus increasing access to 
medicines for patients. This will require increased clinical 
and diagnostic skills to be developed in both undergradu-
ate and post-graduate training [50] and in the long term 
increase the general public’s awareness and confidence in 
the clinical knowledge of pharmacists.

Finally, despite some pharmacies having guidelines and 
forms for direct referral to GPs or other health services, 

others rely on giving verbal advice to their clients to see a 
GP or other healthcare professional. Clear referral guide-
lines within a structured and nationwide referral system 
would benefit the evolving community care workforce, 
to ensure patients self-presenting at pharmacies can be 
formally referred to NHS services. Similarly, the NHS 
Community Pharmacist Consultation Service (CPCS), 
implemented in 2019, allows patients who request a GP 
appointment to be seen by a community pharmacist the 
same day for consultation. This consultation is docu-
mented and sent digitally to the patient’s GP. This service 
is designed for patients who have already decided that 
they need to see someone about their symptoms and if 
accessed by patients, this referral service and two-way 
communication between the pharmacist and the GP may 
improve delays in diagnosis and initiation of treatment, 
especially for those struggling to access primary care GP 
services [40]. There is clear potential for pharmacists to 
make appropriate referrals of patients with suspected RA 
to other NHS services and in doing so decrease patient 
delay and/ or other sources of delay in getting RA patients 
started on treatment within the window of opportunity.

Limitations
A limitation to this study is that only one geographical 
region of the UK was studied and the perceptions and 
knowledge of pharmacists in other parts of the country 
might be different. Furthermore, although it was practi-
cal for the current study, convenience sampling may lead 
to selection bias, as it may not provide a representative 
sample of all the different types of pharmacy staff. For 
example, we were able to attract a relatively large sam-
ple of pre-registration pharmacists and pharmacists, 
but were not able to interview other staff, such as medi-
cines counter assistants, who interacted with patients for 
advice about medications under the supervision of the 
pharmacist. Detailed data on work experience of partici-
pants was not recorded in the present study, limiting our 
ability to identify the impact of participants’ experience 
on their perceived ability to contribute to the identifica-
tion of RA.

Conclusion
Pharmacy staff believed they could play a greater role 
in the identification and management of new onset RA, 
and in raising public awareness of musculoskeletal condi-
tions. There was wide variation amongst pharmacists and 
other pharmacy staff in their understanding of RA and of 
the importance of early treatment. This study highlights 
clear opportunities for intervention to provide training 
and resources for community pharmacy teams to raise 
public awareness about inflammatory joint symptoms 
and facilitate enhanced counselling and signposting/
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referral of patients presenting with such symptoms. 
We suggest that an effective intervention of this kind 
could contribute to a reduction in treatment delay and 
improved clinical outcomes.
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