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at least �750 million a year. Ensuring that people who have been recently
diagnosed with an RMD (or who have been living with one for a long time), have
the opportunity to remain in or return to work, is central to the ideas behind
Fit-for-Work. Everyone has a role to play to make this happen, and everyone
needs to be flexible & realistic, because in the end of the day, everyone stands to
benefit.
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Background: Despite demonstrated influence of country of residence on labour
force participation among patients with RA, little attempt has been made to
understand the users’ perceptions of support and social security (SS) systems.
Objectives: To explore the patterns in perceptions among patients with RA
and rheumatologists from different European countries across five domains (1)
importance and support to remain employed, (2) process of applying for WD, (3)
obtaining and living with WD pension, (4) role of the rheumatologists in support
to remain employed or apply for WD pension and (5) performance of the system.
Methods: A survey among RA patients and rheumatologists was conducted in
44 countries of European WHO Region. For each domain, several questions (4
to 6 questions per domain, each on a 1–5 Likert answer scale, dichotomized as
1 (“totally (agree)”) and 0 (“not agree, not disagree”, “totally (disagree)”) were
asked (Table). Next, sum scores were calculated for each domain and averaged
per country. The domain “remaining employed” was assessed in patients who
currently have or ever had work. Analyses in domains “process of applying for
WD” and “obtaining and living with WD” were limited to patients who currently
have or ever considered applying for WD. Comparisons of scores in all domains
were explored by: EU-15, new EU member states and non-EU countries, the
five types of social welfare system (Anglo-Saxon, Bismarckian, Mediterranean,
Post-Communist, and Scandinavian) and by countries’ wealth (GDP per capita
adjusted for purchasing power parity [PPP]) using ANOVA or Pearson correlation,
as appropriate.

Results: Of 44 countries, 31 (70%) and 30 (68%) have provided data for patients
and rheumatologists, respectively. In total, 646 patients (mean age (SD) 53
(12), 76% female, 519 (78%) ever worked) and 500 rheumatologists filled in the
questionnaires. Overall, positive weak to no relationships were present between
the GDP per capita and perceptions from rheumatologists or patients about SS
arrangements. However, significant differences were observed across the systems
type with the Scandinavian type (Finland, Norway, Sweden) consistently scoring
higher than the others on most domains (table). Remarkably, rheumatologists in
less wealthy and non-EU countries felt more confident in their role related to WD
pension.
Conclusions: Patients’a nd rheumatologists’ perceptions of systems to support
persons with RA encountering work restrictions varied mostly according to the
type of the social welfare system, while remarkably little differences were related
to country’s wealth and membership in EU. Scandinavian employment support
and social security system appeared to most adequately meet the expectations
of patients and rheumatologists in questions of remaining at work and application
to WD pension.
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Background: Confounding by indication occurs when factors associated with the
choice of therapy are also predictors of the studied outcome, and is generally con-
sidered the major limitation of non-randomized comparisons of different therapies.
In RA, age, sociodemographic factors, disease activity, and medical history may
influence the choice of e.g. a non-TNFi over a TNFi bDMARD. The degree of bias
is difficult to assess since most studies have limited data on potential confounders,
and residual confounding cannot be separated from true treatment effects.
Objectives: To quantify the expected confounding by indication caused by
baseline differences in patient characteristics at initiation of different bDMARDs
in RA.
Methods: All RA patients in the Swedish Rheumatology Register (SRQ) were
linked to nationwide registers to assess whether a comprehensive list of
covariates predicted the choice of bDMARD to such a degree that different rates
of adverse events (AEs) would be expected. Among considered confounders
were demographic variables, RA related factors (including RF, disease duration,
HAQ, DAS28 w. components) and medical history (health care utilization and 20
specific conditions).
We used historical data on the 5 year risk of several AEs among RA patients
starting any bDMARD 2005–2009 to predict the risk among RA patients (bionaïve
and switching from a first TNFi) starting specific bDMARDs 2010–2014. Risk
was modelled in logistic regressions, as a function of baseline characteristics but
assuming no effect from the therapy itself.
Results: Patients starting non-TNFi were older than those starting a TNFi, had
lower socioeconomic status, higher disease activity and more often a history of
diseases including malignancy, serious infections, and diabetes. These factors
were in general also significant predictors of AEs, and the predicted proportions
of all AEs were substantially higher for non-TNFi compared to TNFi bDMARDs,
highest for rituximab. Within the TNFi-group, only minor differences were seen.
Age was a strong confounder, and standardizing to the age/sex-distribution of the
TNFi group reduced the group difference dramatically.

Predicted percentage with AE within 5 years, based on observed baseline characteristics. Crude
and standardized to age-sex distribution of TNFi as first bDMARD

All-cause All-cause Malignancy MACE Serious
mortality hospitalization infection

Crude Std Crude Std Crude Std Crude Std Crude Std

First bDMARD
TNFi 4.9 60.3 5.4 6.2 15.3
Rit. 12.8 6.7 74.0 67.6 7.7 5.7 11.9 7.3 25.6 18.9
Toc. 8.5 7.7 63.6 64.2 5.8 5.2 8.4 8.8 19.4 18.8
Aba. 11.6 6.9 67.5 61.5 6.2 5.0 12.4 7.1 22.1 17.3

Switch from TNFi
TNFi 5.3 5.5 68.8 68.6 5.0 5.1 7.0 7.2 17.8 18.0
Rit. 7.8 6.4 74.6 71.7 5.7 4.9 9.3 7.3 22.4 20.1
Toc. 6.5 6.8 72.3 68.3 5.3 5.0 8.4 8.0 19.8 18.8
Aba. 7.5 5.6 71.1 71.4 5.5 5.0 8.8 7.6 20.7 18.9

Conclusions: Even if there are no true differences in risk by bDMARD,


