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with a higher total disease activity score (SLEDAI ≥6) (OR 9.9, 95% CI 2.1 to
49.9, p=0.0056), neither of the single SLEDAI items and organ manifestations
including musculoskeletal manifestations was associated with physical inactivity.
Interestingly, the study could not detect any statistical difference in organ
manifestations and SLEDAI scores between patients with moderate and high
PA. According to the patient’s report, the main SLE-related reasons “not to
be physically active” for all three groups were “lupus flare” (35.6%), “fatigue”
(26.9%) as well as “joint complaints” (15.7%). The main general barriers for PA
were “comorbidity” (35,6%) and “lack of motivation” (26,9%). Furthermore, the
subjective impact of “bad weather conditions” on physical activity was significantly
greater in physically inactive patients compared with the two other groups (the
patient’s report: 6.58±2.3 vs. 3.49±0.7, p<0.03).
Conclusions: The main reason for the patients not to be physically active was
fatigue and pain. The study also indicates that not only somatic symptoms could
decrease the levels of PA in SLE patients. Further research on psychological
factors is needed. The study underlines the need for management strategies
that specifically target physical activity as a part of an overall SLE management
program.
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Background: New consensual classification criteria for primary Sjögren’s syn-
drome (pSS) have been recently developed and endorsed by ACR and EULAR.
They differ substantially from previously used AECG criteria in that they consider
systemic involvement (defined as ESSDAI score ≥1) as well as sicca symptoms
as entry criteria before applying a weighted score. Evaluation of the concordance
and differences between the two sets of criteria in independent patient populations
is mandatory to establish how future clinical studies using the new criteria will be
comparable to previously published studies. Major salivary gland ultrasonography
(SGUS) has demonstrated promising diagnostic performance in previous studies,
but was not included in these new classification criteria.
Methods: This cross-sectional study was conducted in the monocentric Brittany
cohort (DIApSS cohort) of patients with suspected pSS (sicca symptoms,
parotidomegaly or extraglandular manifestations suggestive of pSS). All patients
had standardized clinical examination, basic biology, immunological tests and
minor labial salivary gland biopsy. SGUS in mode B was performed by the same
experienced operator, who was blinded to the diagnosis. Agreement between
the two sets of criteria was assessed using Cohen’s κ coefficient and the
characteristics of discordant patients were detailed.
Results: 290 patients were prospectively included between 2006 and 2016.
Mean age was 55.6±13.2 years, 92.1% were female and mean duration of the
symptoms 6.0±6.6 years. More patients fulfilled ACR/EULAR criteria (n=125,
43.1%) than AECG criteria (n=114, 39.3%). 114 patients (39.3%) fulfilled both
criteria, 11 (3.8%) fulfilled ACR/EULAR only, 0 AECG only and 165 (56.9%)
none of the criteria. Concordance between both criteria was good (kappa=0.9).
Compared to patients fulfilling both criteria, patients fulfilling ACR/EULAR but not
AECG criteria (n=11) had similar age, similar symptom duration, but less frequent
sicca symptoms (eye dryness 18.2% versus 96.5%; mouth dryness 54.5% versus
97.4%, p<0.01 for both), and less frequent salivary gland dysfunction (salivary
flow ≤0.1 ml/min: 20% versus 70.9%, p<0.01).They had characteristic features
of pSS, with frequent systemic involvement at diagnosis (90.9%), positive salivary
gland biopsy (90.9%), abnormal SGUS (44.4%) and presence of anti-SSA/SSB
autoantibodies (45.4%). 46.5% of them had a diagnosis of pSS according to
the physician. Among patients negative for the two sets of criteria, 12% had
an abnormal SGUS and 10.3% received a clinical diagnosis of pSS based on
physician opinion.
Conclusions: Agreement between AECG criteria and new ACR/EULAR criteria
is good suggesting that they select quite similar patients. ACR/EULAR criteria
display a slightly higher sensitivity and are able to detect more patients with
systemic involvement, but some of these patients did not have pSS according
to the physician diagnosis. As previously demonstrated for AECG criteria, SGUS
inclusion into ACR/EULAR criteria may further enhance their sensitivity.
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Background: Patients with systemic lupus erythematosus have a very high
burden of comorbidities. Identification and management of these comorbidities
are critical for optimal medical care to this population.
Objectives: To assess the prevalence of comorbidities in SLE patients with
pulmonary involvement.
Methods: In a cross-sectional study, patients who fulfiled the SLICC (2012)
classification criteria for SLE, were recruited from Rheumatology Departement.
Data collection included demographics, disease duration, physician-rated indices
of disease activity (by SLAM), damage (by SLICC/ACR DI) and Charlson
comorbidity Index. The pulmonary involvement was assessed by chest X-ray,
EcoCG Doppler and pulmonary functional tests.
Results: The study included 106 patients (97 women, 9 males) with a mean
age (±SD) of 41,1±12,6 yrs, mean disease duration of 90,3±87,3 months. The
disease activity by SLAM was 11±5,17 points and mean SLICC/ACR DI 1,9±2,4
points (66% of patients had at least 1 point). Pulmonary assessment revealed that
45 (42,5%) patients had different types of pulmonary involvement due to lupus:
pleuritis - 24 patients, pneumonitis – 1 patient, pulmonary embolism – 4 patients,
interstitial lung disease – 15, shrinking lung syndrome – 1 and pulmonary arterial
hypertension – 9 patients. The most frequent comorbidities in study group were:
arterial hypertension - in 57 (53,7%) cases, from which 33 (57,9%) patients had
pulmonary involvement and 24 (42,1%) without, obesity (BMI>30 kg/m2) had 29
(27,4%) patients, from which 17 (58,6%) with lung involvement and 12 (41,4%)
without, anemia (Hb<110g/l) had 24 (22,6%) patients, from them 14 (58,3%) with
lung disease and 10 (41,7%) patients - without, heart failure (I-II NYHA) had 23
(21,7%) patients, from them 20 (86,9%) were with lung implication, thyroiditis had
22 (20,8%) and 15 (68,2%) of them were with pulmonary involvement, diabetes
mellitus type II had only 6 (5,7%) patients and half of them had lung disease.
Assessing the impact of associated diseases through Charlson comorbidity index,
we found that the score for patients diagnosed with damage to the respiratory
system was twice as big vs. patients without respiratory impairment from SLE
(6,3±2,4 vs. 3,4±1,4 points). Also, Charlson comorbidity score ≥1 was identified
as a risk factor for lung involvement (OR 5,5294, 95% CI 2,367 – 12,91, p<0,01).
Evaluation of disease activity by SLAM showed that patients with lung involvement
have a higher disease activity vs. patients without (13,9±6,0 vs. 8,9±4,0, p<0,05).
Conclusions: On the one hand, according to our results patients with SLE and
pulmonary involvement have a higher prevalence of comorbidities comparative
with patients without them. Hypertension was found to be the most common
comorbidity and it was determined in 73,3% of patients with impaired respiratory
system (p<0,01). On the other hand, association of comorbidities (Charlson
comorbidity score ≥1) was identified as a risk factor for lung lesions.
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Background: The current American-European Consensus Criteria (AECC) from
2002 has been the most widely used and applied all over the world. New
classification criteria for Sjögren’s syndrome was published in 2016, designed in
a collaboration between ACR and EULAR. They are made up of a scoring system
in which 4 points are required for classification. The weight/score is as follows:
• Labial salivary gland biopsy with focal lymphocytic sialadenitis and focus score

of ≥1 foci/4 mm2 – 3
• Anti-SSA/Ro positive – 3
• Ocular Staining Score ≥5 (or van Bijsterveld score ≥4) in at least 1 eye – 1
• Schirmer’s test ≤5 mm/5 minutes in at least 1 eye – 1
• Unstimulated whole saliva flow rate ≤0.1 ml/minute – 1.
Objectives: Comparison of classification criteria for Sjögren’s syndrome from
2002 and 2016 in a 5 year cohort of incident patients diagnosed 2007 to 2011
from Karolinska University Hospital, Stockholm County, Sweden.
We wanted to examine the consistency between the different classification criteria.
Methods: We compared a cohort of all diagnosed patients with primary Sjögren’s
syndrome during the years 2007 to 2011 at the Dep. of Rheumatology at
Karolinska University Hospital in Stockholm Sweden. Data on the item Ocular
Staining Score ≥5 was not available since it is not included in AECC. The cohort
consisted of 199 patients all fulfilling the 2002 AECC. Another eight patients did


