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Conclusions: In this large national survey in patients with RA we found that not
only disease activity, but also having control, especially the flexibility to influence
work and take breaks when needed, were associated with levels of presenteeism.
Preventing presenteeism should therefore be aimed at managing the disease, but
also toward adapting work circumstances and finding the right balance between
work requirements and personal needs.
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THU0668 CHOICE OF INITIAL BIOLOGIC DISEASE-MODIFYING
ANTIRHEUMATIC DRUG IMPACTS HEALTHCARE
RESOURCE USE AMONG PATIENTS WITH RAPIDLY
PROGRESSING RHEUMATOID ARTHRITIS

A.J. Klink1, K. Tuell2, R. Szymialis2, T. Curtice2, K. Gupta2, D. Nero1, B.
A. Feinberg1. 1Cardinal Health Specialty Solutions, Dublin; 2Bristol-Myers Squibb,
Princeton, USA

Background: Current management of rheumatoid arthritis (RA) in the United
States is often directed by payer medical policy, typically requiring a tumour
necrosis factor-a inhibitor (TNFi) as a first-line (1L) biologic disease-modifying
antirheumatic drug (bDMARD). Recent studies1 suggest clinical subsets of
patients with RA may benefit from early intervention with a non-TNFi bDMARD.
Objectives: To characterise 6 month healthcare resource utilisation (HRU) for
patients with RA in the United States when treated with different 1L bDMARDs (1L
TNFi or 1L abatacept) and assess the impact of initial bDMARD selection on
6 month HRU.
Methods: Early, rapidly progressive RA (eRPRA) is a recognised clinical entity
comprising a constellation of clinical and biomarker features: anti-cyclic citrulli-
nated peptide-2 positivity (ACCP+), DAS28 (CRP) �3.2, symptomatic synovitis
in �2 joints for �8 weeks and onset of symptoms£2 years. Physicians with adult
RA patients meeting these criteria for eRPRA used patient medical records to pro-
vide patient data via an electronic case report form. Patients received either aba-
tacept or TNFi in 1L. Patient characteristics and HRU in the first 6 months of
bDMARD treatment were summarised and compared across treatment groups.
Odds ratios (OR) of HRU were estimated using multivariable logistic regression to
adjust for baseline indicators of disease severity and patient mix (age, sex, race,
ethnicity, region, payer type, time from RA diagnosis to bDMARD start, baseline
concomitant medication use, baseline swollen joint count [SJC], tender joint count
[TJC], Clinical Disease Activity Index [CDAI], extra-articular manifestations).
Results: There were 60 abatacept and 192 TNFi patients in 1L. Mean ages at
bDMARD start were 49.1 and 49.9 years, and mean times from RA diagnosis to
bDMARD initiation were 1.5 and 6.4 months for abatacept and TNFi users,
respectively (all p>0.05). At bDMARD start, patients with eRPRA treated with aba-
tacept or TNFi, respectively, had mean SJC of 6.8 and 7.3, TJC of 10.4 and 10.2,
ESR of 39.8 and 44.0 mm/h, CRP of 8.1 and 8.2 mg/L and numbers of bony ero-
sions of 1.2 and 1.7 (all p>0.05). 45% and 47% (p>0.05) of abatacept and TNFi
users, respectively, had concomitant oral corticosteroids at bDMARD start. A
lower proportion of patients treated with abatacept had hospitalizations (72 vs
88%), emergency department (ED) visits (75 vs 90%) and MRI (65 vs 82%) (all
p<0.05), while use of ultrasound (82 vs 88%) and radiography (88 vs 93%) during
the first 6 months of bDMARD treatment was similar. After adjusting for patient

characteristics, those treated with 1L abatacept had significantly lower odds of
hospitalisation (OR 0.42; 95% CI 0.18, 0.95), ED visits (OR 0.39; 95% CI 0.16,
0.93) and MRI (OR 0.45; 95% CI 0.21, 0.97) compared with 1L TNFi (all p<0.05).
Adjusted odds of achieving CDAI low disease activity within 100 days of bDMARD
favoured 1L abatacept vs 1L TNFi (OR 3.26; 95% CI 1.32, 8.07; p<0.05).
Conclusions: After adjusting for baseline disease severity, patients treated with
1L abatacept were less likely to have hospitalizations, ED visits and MRIs during
the first 6 months of bDMARD treatment compared with those who received a 1L
TNFi.
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THU0669 A SELF-REPORT SYMPTOM CHECKLIST ON A
MULTIDIMENSIONAL HEALTH ASSESSMENT
QUESTIONNAIRE (MDHAQ) TO CAPTURE A “POSITIVE
REVIEW OF SYSTEMS” AS A STANDARD,
QUANTITATIVE, AND INFORMATIVE “SCIENTIFIC” CLUE
TO FIBROMYALGIA SIMILAR TO MODIFIED CRITERIA
FOR FIBROMYALGIA

T. Pincus, S. Jamal, I. Castrejon. Rheumatology, Rush University Medical Center,
Chicago, USA

Background: The scientific method is based on recording information as quanti-
tative standard data rather than as narrative descriptions, to test possible value in
diagnosis, management, and outcomes. This approach generally is applied to lab-
oratory tests and other data from high technology sources. However, information
from a patient history and physical examination can be analysed for scientific val-
idity if collected in as standard, quantitative and reproducible data. A symptom
checklist of 60 items was initially designed as a review of systems to screen for
symptoms and possible adverse events of medications, for which it has been
helpful. It has also been observed that patients who report a large number of
symptoms may provide a clue to the presence of fibromyalgia (FM);Clin Exp
Rheumatol. 2004. 22:453–61).
Objectives: To compare results of a 60-item symptom checklist on a multidimen-
sional health assessment questionnaire (MDHAQ) vs the modified 2016 revised
preliminary diagnostic criteria for fibromyalgia (Sem Arth Rheum 46:319–329,
2016).
Methods: All patients seen at an academic rheumatology clinic complete an
MDHAQ;J Rheumatol 2005 32:1432–9) at each visit, which includes a 60-item
symptom checklist. In April-July 2017, patients also completed a questionnaire to
identify the 2016 revised preliminary diagnostic criteria for FM. The likelihood of
reporting each symptom by a patient with RA who did not have FM was compared
to patients who met 2016 criteria for FM using a chi-square test. Receiver operator
characteristic (ROC) curves were performed of the 60 symptom checklist as well
as the 10 most discriminatory symptoms vs the FM criteria.

Abstract THU0669 – Table 1. Proportion of patients with rheumatoid arthritis (RA) who did
not meet fibromyalgia criteria versus patients with primary or secondary fibromyalgia to meet
fibromyalgia criteria who responded positively regarding the 10 most discriminatory
symptoms on a symptom checklist

Symptom RA
(84)

FM
(110)

Chi2*

Muscle pain, aches, or cramps 30 (35) 100 (31) 65.6367
Muscle weakness 16 (19) 82 (75) 58.6852
Dizziness 11 (13) 65 (59) 42.2875
Headaches 25 (30) 84 (76) 42.0177
Problems with thinking 7 (8) 57 (52) 40.7405
Problems with memory 12 (14) 65 (59) 39.9442
Neck pain 29 (35) 87 (79) 39.3505
Problems with sleeping 30 (36) 88 (80) 39.2017
Numbness or tingling of arms or
legs

16 (19) 70 (64) 38.3709

Unusual fatigue 23 (27) 79 (72) 37.7207

*all p<0.001
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