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Prevalence of systemic autoimmune rheumatic
diseases and clinical significance of ANA profile: data
from a tertiary hospital in Shanghai, China

Zaixing Yang ', Yingpeng Ren 2, Donghong Liu 2, Feng Lin 2, Yan Liang "
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Abstract
It is necessary and useful to explore prevalence of various systemic autoimmune rheumatic
diseases (SARDs) in patients with suspicion of having SARDs and to characterize antinuclear
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Premature Mortality in Patients With RA

in the Pre-Biologic Era
Kaplan-Meier Survival Curves in a U.S. Population
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Medscapes www.medscape.com
The TICORA Study

Single-blind, 18-month, controlled trial of 110 patients with RA < 5 years
randomized to either intensive management with protocol-hased escalation of

D DS or routine care. Increase in Median TSS
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Table 1  Recommendations for the management of rheumatoid arthritis
with non-biological and biological disease-modifying antirheumatic
drugs.

Overarching principles

A Rheumatologists are the specialists who should primarily
care for patients with RA
B Treatment of patients with RA should aim at the best care

and must be based on a shared decision between the
patient and the rheumatologist

C RA is expensive in regards to medical costs and productivity
costs, both of which should be considered by the treating
rheumatologist.

Final set of 15 recommendations for the management of RA

1 Treatment with synthetic DMARDs should be started as
soon as the diagnosis of RA is made

n Trontmaoant chatilld ha aimoad at rancrhinn o tarnot nf




Recommendation

Table 1 2013 Update of the EULAR recommendations (the table of 2010 recommendations can be seen in the online sup
original publication)

Lo

Overarching principles

Treatment of RA patients should aim at the best care and must be based on a shared decision between the patient and the theumatologist
Rheumatologists are the specialists who should primarily care for RA patients

RA incurs high individual, societal and medical costs, all of which should be considered in its management by the treating theumatologist
Recommendations

Therapy with DMARDs should be started as soon as the diagnosis of RA is made

Treatment should be aimed at reaching a target of remission or low disease activity in every patient

Monitoring should be frequent in active disease (every 1-3 months); if there is no improvement by at most 3 months after the start of treatm
been reached by 6 months, therapy should be adjusted

MTX should be part of the first treatment strategy in patients with active RA
In cases of MTX contraindications (or early intolerance), sulfasalazine or leflunomide should be considered as part of the (first) treatment stra
In DMARD-naive patients, irrespective of the addition of glucocorticoids, csDMARD monotherapy or combination therapy of csDMARDs shoul¢

Low-dose glucocorticoids should be considered as part of the initial treatment strategy (in combination with one or more csDMARDS) for up t
be tapered as rapidly as clinically feasible

If the treatment target is not achieved with the first DMARD strategy, in the absence of poor prognostic factors, change to another csDMARD
considered; when poor prognostic factors are present, addition of a bDMARD should be considered

In patients responding insufficiently to MTX and/or other csDMARD strategies, with or without glucocorticoids, bDMARDs (TNF inhibitors*, at
and, under certain circumstances, rituximabt) should be commenced with MTX



Table 2 The 2019 updated EULAR RA management recommendations

Overarching principles LoE SoR LoA
® Treatment of patients with RA should aim at the best care and must be based on a shared decision between  n.a. n.a. 9.7
the patient and the rheumatologist.

B Treatment decisions are based on disease activity, safety issues and other patient factors, such as comorbidities n.a. n.a. 9.8
and progression of structural damage.

C Rheumatologists are the specialists who should primarily care for patients with RA. n.a. n.a. 9.9
Patients require access to multiple drugs with different modes of action to address the heterogeneity of RA; n.a. n.a. 9.9
they may require multiple successive therapies throughout life.

E RA incurs high individual, medical and societal costs, all of which should be considered in its managementby  n.a. n.a. 9.4
the treating rheumatologist.

Recommendations

Therapy with DMARDs should be started as soon as the diagnosis of RA is made. la A 0.8
Treatment should be aimed at reaching a target of sustained remission or low disease activity in every patient.* 1a A 9.7
Monitoring should be frequent in active disease (every 1-3 months); if there is no improvement by at most 2b B 9.3
3 months after the start of treatment or the target has not been reached by 6 months, therapy should be

adjusted.

4. MTX should be part of the first treatment strategy. 1a A 9.4
In patients with a contraindication to MTX (or early intolerance), leflunomide or sulfasalazine should be 1a A 9.0

considered as part of the (first) treatment strategy.
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AB0324 | SHARED DECISION MAKING IN STANDARD RHEUMATOLOGY
PRACTICE: FROM POLICY TO PRACTICE

Y. El Miedany "2, M. El Gaafary 3, S. Youssef', D. Palmer*. " Rheumatology &
Rehab, Ain Shams University, Cairo, Egypt; °Rheumatology, Darent Valley
Hospital, Dartford, United Kingdom; °Community and Publich Health, Ain Shams
University, Cairo, Egypt; * Rheumatology, North Middlesex University Hospital,
London, United Kingdom

Background: Shared decision making (SDM) is based on setting up a good
relationship between the patient and the treating doctor. To accomplish this, we
adopted a SDM model based on 3 pillars: a)Presenting choice, b) defining options,
and c) supporting patients discover preferences and make decisions. The model
s centered on respecting “what matters most” to the patients and respecting their
“informed choice”

Objectives: To assess 1. The patients’ perception and impact of SDM on drug
compliance in RA patients. 2. the cost effectiveness of shared decision making in
standard practice.

Methods: A double-blind randomized controlled study which included early
arthritis patients diagnosed according to ACR/EULAR criteria. The patients were
randomly stratified into: Active aroup (69 patients) who were aiven a Shared



culieidieu wiut vl lduges I FRVIVIS pdidItieiers Wit siytimnudiit 1Iess Lollidul 0 e
advice line in comparison to the control group. Stopping the DMARDs therapy
because of intolerance was significantly less in the active group. The improvement
of disease activity parameters was associated with improvement in functional
disability and quality of life scores as well as less absence days from work. There
was no significant difference on comparing the time taken for discussion with the
patient to explain their DMARDs therapy and options available.

Conclusions: SDM did facilitate a longer term positive impact on the patients’
management. SDM was cost effective as it led to reduced health service use over
a 1-year period as well as better patients’ adherence to therapy and less number
of sick leaves. Furthermore, SDM was not found to be time consuming.

The shared partnership had a direct impact on the patients’ management as
it allowed the patients to have a better attitude toward their management,
self-efficacy/self-confidence which were both correlated with improved clinical
outcomes.

Disclosure of Interest: None declared

DOI: 10.1136/annrheumdis-2015-eular.1410
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C. Everett Koop, M.D.

"Drugs don’t work in
patients who don’t take
them"™



OP0250-PARE | SHARED DECISION MAKING IN RHEUMATOID
ARTHRITIS - PATIENTS/DOCTORS WORKSHOP

E. Kritza on behalf of the Arthritis Foundation of Crete. The Arthritis Foundation
of Crete, Heraklion, Crete, Greece

Background: As in most countries in Greece, medical consultations for RA are
too short especially in public hospitals. Therefore there isn't enough time for
doctors to educate patients about their disease, to discuss treatment options, to
review the side effects and finally to adjust treatment strategies according to their
patient’s life and priorities.

Objectives: After campaigning for change for so many years, we wanted answers
to our main questions: a. Do doctors and patients view the importance of Shared
Decision Making in the same way b. Is shared decision making possible within
the current social, economic and cultural climate?

Methods: Two full day mixed workshops were organized to discuss the realities
of SDM in Greece today, to share ideas and explore solutions. One in Heraklion
on 6/6/2015 involving 30 experienced patients and 6 Healthcare Professionals (4
rheumatologists, 1 GP. 1 nurse, 1 Anesthesiologist specializing in chronic pain).



more time during the first consultation, prepare patients before their consultation
for better use of time, recruit trained nursing staff who will be in more active contact
with patients and the management of their disease, exploit new technologies for
patient data transfer to doctors and vice versa, educate patients and doctors to
appreciate the benefits of SDM.

Conclusions: SDM allows the patient, to be an equal partner in their health care,
working with their doctor, nurse or other health professional to make an informed
decision about their treatment. However to be implemented in clinical practice
doctors and patients need to be educated.

Disclosure of Interest: E. Kritza Grant/research support from: Bristol-Myers
Squibb Greece

DOI: 10.1136/annrheumdis-2016-eular.3951
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Roles of Nurse Practitioners and Physician
Assistants in Rheumatology Practices in the US

DANIEL H. SOLOMON,' ASAF BITTON,' LIANA FRAENKEL,? ERIKA BROWN,! PETER TSAO,’
anD JEFFREY N. KATZ!

Objective. A recent workforce study of rheumatology in the US suggests that during the next several decades, the demand
for rheumatology services will outstrip the supply of rheumatologists. Midlevel providers such as nurse practitioners and
physician assistants may be able to alleviate projected shortages.

Methods. We administered a nationwide survey of midlevel providers during 2012. Invitations with the survey were sent
with one followup reminder. The survey contained questions regarding demographics, training, level of practice inde-
pendence, responsibilities, drug prescribing, use of objective outcome measures, and knowledge and use of treat-to-target
(TTT) strategies.

Results. The invitation was sent to 482 eligible midlevel providers via e-mail and 90 via US mail. We received a total of
174 responses (30%). The mean age was 46 years and 83% were women. Nearly 75% had =10 years of experience and 53%
had received formal training in rheumatology. Almost two-thirds reported having their own panel of patients. The top 3
practice responsibilities described were performing patient education (99%), adjusting medication doses (98%), and
conducting physical examinations (97%). More than 90% felt very or somewhat comfortable diagnosing rheumatoid



Safety and effectiveness of nurse telephone consultation in

out of hours primary care: randomised controlled trial
Val Lattimer, Steve George, Felicity Thompson, Eileen Thomas, Mark Mullee, Joanne Turnbull,
Helen Smith, Michael Moore, Hugh Bond, Alan Glasper (the South Wiltshire Out of Hours Project

(SWOOP) Group)
Editorial Abstract advice from a general practitioner, together with a
by Pencheon 0 . . . .
. . . 38% reduction in patient attendance at primary care
University of Objective To determine the safety and effectiveness of ../ res and a 9306 reduction in home visits was
South ton, i 1 ] . . . . . .
ngthﬁgtgﬁ nurse te'lepho'ne f:()nsultatlon in out of hours primary observed during intervention periods. Statistical
SO16 6YD care by investigating adverse events and the equivalence was observed in the number of deaths
Health Care man.agement of calls. _ _ within seven days, in the number of emergency
Research Unit, Design Block randomised controlled trial over a year hospital admissions, and in the number of
geigfg Sﬁmf;for of 156 matched pairs of days and weekends in 26 attendances at accident and emergency departments.
€ €sear . . R
and Development blocks. One of each matched pair was randomised to Conclusions Nurse telephone consultation produced
Val Lattimer, receive the intervention. substantial changes in call management, reducing
research student Setting One 55 member general practice cooperative overall workload of general practitioners by 50%
zzféfofeorge’ SerVi.ng 97 000 registered patients in Wiltshire. while allowmg callers faster access to health
Felicity Thompson, Subjects All patients contacting the out of hours information and advice. It was not associated with an
project nurse service or about whom contact was made during increase in the number of adverse events. This model
Eileen Thomas, specified times over the trial year. of out of hours primary care is safe and effective.
principal in public Intervention A nurse telephone consultation service
health and primary . L. . .
care nursing integrated within a general practice cooperative. The
B out of hours period was 6 15 pm to 11 15 pm from Introduction

Care Monday to Friday, 11 00 am to 11 15 pm on Saturday,
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