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Conclusions: This survey suggested that CTD have a major impact on FP and
family size, possibly mediated by the increased rate of miscarriages as compared
to CA. Concerns about reproductive issues could be positively overcome by
adequate counselling.
Rheumatologists should implement the discussion about FP and the compatibility
of drugs with pregnancy in the management of young women with RD,
especially those with CTD for whom contraception and pregnancy have particular
implications.
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Background: Medical Applications have the potential to support physicians
and patients to document the course of the disease and optimize therapies.
We describe the linkage and integration of patient reported outcomes (PROs)
into existing medical office software and rheumatologic documentation systems
by means of the digital applications RheumaLive and AxSpALive. RheumaLive
is certified as medical product class I, and certification for AxSpALive is in
preparation.
Methods: RheumaLive and AxSpALive are applications that can be downloaded
free of charge from the common app-stores (Android, Apple) and installed on
mobile devices (smartphones, tablets). A freeware version for PCs is also available
(Windows- und Mac OS X-Version). A diary functionality allows to document
the medication uptake (partially filed, memory-functionality for medication uptake
available), validated scores like VAS, SJC, morning stiffness, FFBh (comparable
to HAQ), BASDAI, RADAI, etc. and days of sick leave (+/- related to the rheumatic
disease). All App-versions are password-protected, which is provided by the
treating rheumatologist (relationship patient-physician).
The patient reported outcomes are stored locally on the respective device. For the
subsequent visit, they can be printed or sent encrypted to the treating physician
via internet in a prespecified interval. A specific software allows to integrate the
data into the existing medical office software.
In daily practise, data entered by patients into RheumaLive can be screened
and compared with collected clinical data and laboratory measures, because of
it’s certification as medical product. In case of an increasing disease activity the
patient can be rapidly contacted and medication can be modified, if necessary.
Regular F2F-appointments remain integral part of the medical care, even in case
of good controlled disease activity. But in case of F2F-appointments, PROs can
be delivered by patients, saving time and resources.
The PROs can be made available to rheumatologic documentation systems like
RheumaDok via predefined interfaces.
Results: In a first pilot phase 54 patients in 4 rheumatologic specialised practices
were documented. In the next phase the number of patients and participating
practices/centres shall be increased.
Further studies are necessary to show if the integration of PROs which are
collected via electronical application can lead to an improvement of rheumatologic
diseases.
Conclusions: The integration of PROs collected with RheumaLive and AxSpALive
into existing rheumalogic documentation systems allows a close monitoring of
disease courses and therapies according to the “tight control” principle.
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Background: The assessment of the quality of life is a current research issue
in patients with ankylosis spondylitis1,2. The tools for assessing the life quality,

come to complete the other methods of investigation, which assess in a subjective
manner the negative impact of the disease on daily activities.
Objectives: The purpose of this study is to define the functional ability, the
disease activity, to investigate the correlation between work and quality of life,
and the impact of the quality of life in patients with AS.
Methods: The study is an observational prospective study, which includes a
total of 91 patients defined with AS in according to the modified New York
criteria, from the Rheumatology Clinic of Targu-Mures. Data were obtained
by questionnaires including several generic and disease related Quality of life
tools. It includes specific tools: BASDAI (Bath Ankylosing Spondylitis Disease
Activity Index); BASFI (Bath Ankylosing Spondylitis Functional Index); ASQOL
(Ankylosing Spondylitis Quality of Life); and generic tools:SF-36 (Short-Form
36), Eq 5D (European-Quality of life 5 Dimensions), HAQ (Health Assessment
Questionnaire and VAS (Visual Analogue Scale).
Results: Out of 91 patients, 82% were males, 18% were females; mean age
(years) 50,27±11,05SD; age at disease onset (years)36,20±13,51SD; duration
of disease (years) 14,22±9,69SD; retiring mean age (years) 44,54±7,65SD.
The mean values for BASDAI=4,23±2,21SD; BASFI=4,88±2,61SD;
EQ-5D=5,71±0,20SD; EQ-VAS=64,26±18,938D; HAQ=0,747±0,51SD; SF-
physical summary=33,53±8,33SD; SF-emotional summary=47,57±10,03SD;
ASQOL=6,94±2,68SD. We found a positive correlation between the disease
onset and retiring age p<0,0001, r=0,731a nd a negative significant correlation
between BASFI and SFphysical summary (p<0,0001, r=-0,798), ASQOL and
SF-emotional summary, p<0,0001, r=-0,595).
Conclusions: The results showed the invalidant potential of the AS, with major
impact upon the quality of life.
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Background: Road traffic accidents (RTAs) are the second leading injury health
burden and cause of death in Europe, after falls (1). A significant but as yet
unreported proportion of such burden is potentially due to low bone mineral
density (BMD), especially among older people, through its relationship with
fractures.
Objectives: To measure the percentage of deaths, disability-adjusted life years
(DALYs) and years lived with disability (YLDs) due to RTA in people aged 50 years
and above attributable to low BMD in the European population for the year 2015.
Methods: The estimates followed the Counterfactual Risk Assessment Method-
ology used in the GBD study (1). Systematic review was performed seeking
population-based studies with femoral neck BMD (FNBMD) measured by Dual-X-
Ray-Absorptiometry in people 50 years and over. Age- and sex- specific levels of
mean +/-SD FNBMD (g/cm2) were extracted from eligible studies, and this was
used as the exposure variable. The age and sex-specific 99th percentile from non-
Hispanic whites in National Health and Nutrition Examination Survey (NHANES)
2009–2010 was used as theoretical minimum risk factor exposure distribution,
to estimate the potential impact fraction (PIF) of FNBMD for fractures. Relative
risks of FNBMD for fractures were obtained from a previous meta-analysis (2).
Attributable deaths due to RTA-related fractures were obtained through coded
hospital data. Disability levels were established by applying disability weights to
each type of fracture. Then, PIFs were applied to obtain attributable deaths and
disability due to low BMD.
Results: In the European population aged 50–69 and 70 years and above,
10.8% (95% CI: 8.9–12.4%) and 30.9% (29.1–32.4%) of RTA-related deaths,
respectively, were attributable to low BMD. In the age group 50–69 this was the
second most important risk factor following alcohol use and in those 70 years and
above became the most important risk factor, with double the weight of alcohol
use. This represents 2,537 and 5,460 absolute deaths in those aged 50–69 and
70 years and above, respectively. The percentage of health burden and disability
caused by RTAs attributable to low BMD grew steadily from the ages of 50 and
onwards.
Conclusions: This data shows the non-previously reported important role of low
BMD as a preventable risk factor for European RTAs’ health burden in population
50 years and over, which requires urgent attention.
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Background: The lack of expertise and skills in the diagnosis of in rheumatoid
arthritis (RA) in primary level of Colombian medical centers can cause misdiag-
nosis of rheumatic diseases. Due to this issue in a specialized center in RA we
stablished a multidisciplinary model and a strict disease management algorithm to
diagnose properly our patients; as a consequence we have achieved the accurate
diagnosis of great proportion of patients that were false positives diagnosed
initially as RA.
Objectives: The aim of this study was to show effectiveness and accuracy of a
screening method to avoid false-positive diagnosis of RA in a cohort of patients
with supposed diagnosis of RA.
Methods: During two years we evaluated patients with presumptive diagnosis
of RA. We conducted a cross-sectional study; we included patients who were
referred from primary care centers to a RA specialized center in a 24 month
period with presumptive diagnosis of (RA). Each patient was evaluated to confirm
or rule-out diagnosis of RA as follows: a rheumatologist fulfilled a complete
medical record, including joint counts; it was assessed rheumatoid factor and
anti-citrullinated antibodies, and other laboratories depending on each case. Also
were made x-rays of hands and feet, and in some cases of persistent doubt about
the diagnosis was requested comparative MRI of hands or/and feet. Descriptive
epidemiology was perfomed.
Results: Between 2015 and 2016 6813 patients were evaluated in our specialized
center, in 76% of cases RA was confirmed, the remaining 1593 patients (24%)
had a wrong diagnosis of RA; of these misdiagnosed patients, (87%) were
female, and 205 (13%) male, with an average age of 62±12 years. Between
differential diagnosis which were found in this cohort of misdiagnosed patients:
osteoarthritis in 849 patients (63.3%), Sjögren syndrome (7%) Systemic lupus
erythematosus (6%) the remaining 30% of patients had conditions such as gout,
psoriasis, osteoporosis, myalgia, soft tissue diseases among others. The majority
of patients with wrong diagnosis took DMARDs (23%), calcium (11%), biologics
(10%) acetaminophen (9%), neuropathy medications (7%), acetaminophen plus
opioids (5%), osteoporosis medications (5%), opioids (4%), glucosamine (4%),
diacerein (3%), the remaining patients took medications such as NSAID,
glucosamine, antigout agents, gastritis drugs, among others.
Conclusions: The results of this program show that almost 25% patients with
presumptive RA diagnosis are misdiagnosed; this is evidence that can be
extrapolated to primary care centers in Colombia. The most important cofounding
diagnosis was osteoarthritis and many patients were receiving DMARDs for
treatment. For this reason there is an urgent need of education strategies for
primary care physicians and the implementation of centers of excellence in RA,
in order to conduct a proper diagnose and avoid clinical and health economics
consequences of misdiagnosis.
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Background: Epidemiological studies have established that rheumatoid arthritis is

associated with an increase in cardiovascular disease1,2. The evaluation of tumour
necrosis factor inhibitors (TNFi) on the reduction of the risk of acute myocardial
infarction and death due to cardiovascular causes has shown promising results3.
The economic evaluation for these outcomes are not established yet.
Objectives: To evaluate the cost-effectiveness of TNFi versus disease-modifying
antirheumatic drugs (Dmards) to avoid a new case of acute ischemic heart
disease and death in rheumatoid arthritis patients.
Methods: A cost-effectivenes analysis (CEA) was performed using a Markov
model 6-month transition cycle, with time horizon of 30 years, under the Brazilian
public healthcare system perspective. Costs are expressed in 2015 Reais and
effectiveness measures are new cases of acute ischemic coronary disease and
cardiovascular death.
Results: The average cost in 30 years of Dmards and TNFi was 14,291,105.28
and 96,151,873.86 Reais, respectively. The incremental effectiveness was 2.69
cases of coronary artery disease and consequent incremental cost-effectiveness
ratio (ICER) of 30,527,502.27 Reais per new cases avoided, while for cardiovas-
cular death, incremental effectiveness was 1.33 and an ICER of 61,634,231,69
Reais per new cases avoided. The univariate analysis identified that the most
relevant parameter in the ICER on both outcomes was the TNFi drug. The
sensitivity analysis established that, in order to, reach the amount of willingness to
pay (WTP) per semester to avoid an acute myocardial infarction, the average cost
of TNFi should be 1,337.47 Reais per case avoided and the average cost for the
cardiovascular death avoidence sould be 954.22 Reais. All the analyzes performed
establish an unfavorable relationship of the drug treatment strategy with TNFi.
Conclusions: The findings of the CEA among patients with rheumatoid arthritis for
cardiovascular outcomes when compared to the strategy of TNFi drug treatment
with the dominant strategy Dmards after the first 6 months of exposure point out
an unfavorable relationship, surpassing the amount of expenses recommended
by the Ministry of Health of Brazil in the year 2015.
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Background: Previous research has found that young minority women tend to
be more risk averse compared to their Caucasian counterparts. The reasons
underlying these differences, however, are not understood.
Objectives: The objective of this study was to examine whether factors influencing
perceived treatment importance vary by race.
Methods: Women between the ages of 20 and 45 completed a survey. The
survey recorded sociodemographic data, trust in healthcare systems and beliefs
in medications. It also included a hypothetical scenario in which subjects were
asked to rate the importance of taking a medication for a patient with joint pain,
migraines and fatigue that benefits 70% of people and is well tolerated except for
the rare risk (1 per 100,000) of a neurologic disease that may cause weakness,
trouble with vision and numbness. Associations between patient characteristics,
medication beliefs, and trust with perceived importance of taking the medication
were evaluated for each race. Variables found to be statistically significant were
subsequently evaluated using multiple linear regression.
Results: 299 women completed the survey. Baseline characteristics by ethnicity
are described in Table 1.Hispanic women had more negative medication beliefs
than did Non-Hispanic Whites, and both Non-Hispanic Black and Hispanic

Table 1. Patient characteristics by race

Variable Non-Hispanic White Non-Hispanic Black Hispanic P value

Age (mean, SD) 34.1 (7.2) 35.2 (8.4) 32.8 (8.6) 0.1
Poor self-reported health (%) 12 14 12 0.9
Some college education (%) 75 61 43 <0.01
Income <12,000/year (%) 23 33 34 0.2
Difficulty paying for meds (%) 68 58 60 0.3
Medication beliefs (mean, SD) 20.6 (4.6) 21.6 (4.4) 22.3 (4.7) 0.04
Trust (mean, SD) 27.9 (5.5) 28.6 (5.7) 29.1 (5.5) 0.3
Hopeful (mean, SD) 4.2 (1.6) 3.5 (1.7) 3.6 (1.7) <0.01
Worried (mean, SD) 4.6 (1.6) 4.8 (1.8) 5.1 (1.6) 0.2
Important (mean, SD) 5.3 5.6 5.5 0.3


