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forces increase in the KTG; flexion, extension, internal and external rotation
muscle forces increased in the GPTG (p<0,05 for all). But there was no significant
difference between the two groups.

Table 1. The level of pain in GPTG and KTG

GPTG (mean ± sd) KTG (mean ± sd)

Before After p Before After p
Therapy Therapy Therapy Therapy

Night pain severity 6,69±3,4 3,62±2,9 <0,001 5,28±3,18 2,32±2,23 <0,001
Rest pain severity 3,97±3,31 2,45±2,78 0,005 2,96±3,29 1,08±1,75 0,031
Pain severity with motion 8,07±1,81 5,14±2,47 <0,001 7,72±2,03 4,36±2,21 <0,001
Severity of general pain 7,76±4,54 4,66±3,99 <0,001 8,40±3,13 4,8±2,69 0,005

Active internal and external rotation ROM increased in KTG (p<0,05). Functionality
and disability scores were improved in two groups. It was detected that while
there was no difference between the groups in terms of the values of muscle
strength, functionality and disability scores.
Conclusions: The kinesiologic band can be used as an supportive therapy
method in the early shoulder treatment program because of it provides painless
shoulder motion to clinicians. We consider that KT applications in addition to
general physical therapy applications may have positive effects in the treatment
of impingement syndrome.
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Background: Physiotherapy and exercise are highly important in the management
of Ankylosing Spondylitis (AS). Physiotherapy is delivered to patients with AS
in either in-patient or out-patient settings. Knowledge of the effectiveness of an
in-patient delivered programme is useful for physiotherapists in assisting patients
to achieve their goals.
Objectives: To assess the short-term effectiveness of an intensive rehabilitation
programme using BASMI and EASI-QOL outcomes, and long-term patient
satisfaction and physical activity behaviour and adherence to exercise plan.
Methods: Thirty-two AS patients (25 males and 7 females) admitted to an in-
patient rheumatology ward underwent a 1 to 2-week physiotherapy-led intensive
rehabilitation programme and were then discharged with a home exercise
programme. Pre/post rehabilitation BASMI scores were available for 26 patients.
The primary outcome measure was the proportion of patients achieving an
improvement on BASMI scores at discharge. Secondary outcome measures
included improvements in physical activity levels and adherence to home exercise
plan for longer than 3 months which was obtained via a postal patient satisfaction
and physical activity questionnaire achieving a response rate of 50% (n=16).
Results: Improvements in BASMI scores was achieved in 69% of patients (n=18)
at the end of the in-patient rehabilitation period. Improvements in EASI-QOL were
achieved in 83% of patients (n=15) at the end of the in-patient rehabilitation
period. Ninety- four percent of patients (n=15) increased their physical activity
levels after discharge, with 81% (n=13) of patients maintaining their home exercise
programme for 3 months or more. Thirty-seven percent (n=7) of patients carry
out at least 150 minutes of physical activity per week (National Recommended
Physical Activity Guidelines is 150 minutes/week of moderate intensity).
Conclusions: This recent audit shows the effectiveness of an intensive
physiotherapy-led in-patient rehabilitation programme for Ankylosing Spondylitis
improving BASMI scores in the short-term and increasing physical activity be-
haviour over the long-term. Future work will aim to compare demographics and
medical treatment differences between improvers and non-improvers.
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Background: Treating knee osteoarthritis (OA) in the medical phase is today

well standardized. Guideline orientated approaches aiming at increasing physical
activity (PA), improving pain and disability.
Objectives: To assess effectiveness of self-management exercise program
associated to spa therapy at 3 month on the improvement of physical activity (PA)
level, disability, pain, anxiety, fears and believes in symptomatic knee osteoarthritis
people.
Methods: Prospective, multicentric, quasi-randomized controlled trial with alter-
nate month design method (one month periods). People with symptomatic knee
OA people (stage I-IV, Kelgren and Lawrence scale) with low and moderate PA
level were included in 3 spa therapy resorts. Intervention group (IG) received 5
self-management exercise sessions (1h30; education, aerobic, strength training,
range of motion) + information booklet + 18 sessions (1h) of conventional spa
therapy (STC). Control group (CG) received information booklet + 18 sessions
of STC. The primary outcome was changes at 3 months in PA level (IPAQ short
form score) and secondary outcomes were WOMAC function, pain (VAS), HAD
anxiety/depression, KOFBeQ fears and believes changes.
Results: 131 subjects were included. The mean age was 65.6 years [± 6.7].
WOMAC function score was 22.1/68 [±11.3] and pain was 4.6/10 [± 1.9] at
inclusion. Both groups significantly increased PA level measured with continuous
IPAQ total score (MET-minutes/weeks), with superiority for IG (+77.8%; p=0.0062)
than CG (+50.7%; p=0.0099). There was no change in setting time. Disability
(-11.3%; p=0.0370) and pain (-15.2%; p=0.0032) also decreased significantly
for both groups. Anxiety (-11.6%; p=0.0195) and fears and believes (-18.2%;
p=0.0146) decreased significantly only in intervention group. Other data will be
presented later.
Conclusions: This study confirms the impact of STC on disability and pain and
gives news data’s on physical activity level. Self-management exercise program
improve anxiety, fears and believes. Complex educational strategies comprising
information booklet with or without self-management exercise program can be
proposed and adapted to OA phenotypes.
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Background: Anti-citrullinated protein antibodies (ACPA) are highly specific to
RA and patients (pts) who are ACPA positive (+) tend to develop more severe,
erosive disease than ACPA-negative pts.1 In an observational study exploring the
status of ACPA on RA treatment response to abatacept (ABA) or a TNF inhibitor
(TNFi), mean (SE) changes from baseline in CDAI at 6 months was –8.8 for ABA
and –5.6 for TNFi initiators.2

Objectives: To evaluate the costs and benefits of treating pts with RA who are
ACPA+ with ABA vs TNFi on background MTX.
Methods: An economic analysis was carried out estimating lifetime direct costs
and quality-adjusted life years (QALYs) of ACPA+ pts with RA treated with ABA
or TNFi from a UK National Health Service (NHS) perspective. QALYs are a
measure of disease burden, adjusted to reflect quality of life lived. As data for
the economic analysis were derived from a real-world study, an “average” pt
was modelled, whose baseline characteristics were based on the observational
study. CDAI changes at 6 months for each treatment were converted to HAQ
changes, and disease progression was based on HAQ score changes over a
lifetime. Continuation of therapy was based on rates from the real-world study.
Mean long-term survival on treatment with ABA or TNFi was derived from the
literature.3 In the base case, pts discontinuing ABA or TNFi moved to palliative
care (MTX). Direct medical costs and quality of life scores were correlated to
HAQ scores.3,4 Costs included hospitalizations, joint replacements and treatment
costs. Estimates of differences in costs and QALYs between ABA and TNFi
initiators were used to calculate an incremental cost-effectiveness ratio (ICER;
cost per QALY gained). The annual cost of TNFi was calculated as an average
of TNFi drugs in the UK (£ 9113). For ABA, an average cost of five biologics
was used (£ 9244) to reflect a realistic cost to NHS UK. A sensitivity analysis
examined the effect of varying the input parameters of efficacy, cost and utilities
on costs and outcomes.
Results: Based on an “average” pt from the observational study, the total
estimated QALYs for ABA and TNFi initiators were 6.4 and 6.27, respectively.
Total lifetime costs were £ 41,378 and £ 40,627, respectively. The lifetime cost for


