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Introduction: Interstitial lung disease (ILD) is the
most common pulmonary manifestation of rheumatoid
arthritis (RA) and is associated with an increased mor-
tality. Clinical trials have demonstrated that antifibrot-
ics, including nintedanib and pirfenidone, might slow
connective tissue disease-associated ILD progression.
The aim of this work is to evaluate the effectiveness
and tolerability of antifibrotics in a national, real-world
cohort of patients with RA-ILD.

Methods: We conducted an observational, retrospec-
tive, multicenter study of RA-ILD patients treated with
antifibrotics, prospectively followed in Reuma.pt. De-
mographic and clinical data, pulmonary function tests
(PFTs) results and adverse events (AEs) were collected
until March 2024. A linear mixed model with random
intercept was used to compare results from PFTs with-
in 12 (+6) months before to 12 (+6) months after antifi-
brotic initiation. Drug persistence was evaluated using
Kaplan-Meier curves.

Results: We included 40 patients with RA-ILD treated
with antifibrotics, who had a median RA-ILD duration

at last follow-up appointment of 5 [2.3 — 7.5] years. Nin-
tedanib was used as first antifibrotic drug in 27 (67.5%)
patients and pirfenidone in 13 (32.5%). From the 13
patients receiving pirfenidone as first-drug, two were
switched to nintedanib due to AEs. The characteristics
at first antifibrotic initiation are showed in Table 1.
Effectiveness analysis was performed in 20 pa-
tients. The use of antifibrotics interrupted the decline
of/ slightly improved forced vital capacity (FVC; de-
cline of 300mL in the year before antifibrotic initia-
tion vs. improvement of 200mL in the year following
antifibrotic initiation, p=0.336) and total lung capacity
(TLC,; decline of 800mL in the year before antifibrotic
initiation vs. improvement of 600 mL in the year fol-
lowing antifibrotic initiation, p=0.147), but had no ef-
fect on diffusion capacity for carbon monoxide decline
(decline of 3% in the year before antifibrotic initiation
vs. decline of 2.9% in the year following antifibrotic
initiation, p=0.75). There were nine deaths, 6.7 = 3.5
years after RA-ILD diagnosis. Four deaths were related
to ILD progression and other four were due to infec-
tion (two SARS-CoV2, one Pneumocystis jirovecii, one
unknown agent). One patient died of unknown cause.
At the end of follow-up, AEs were reported in 16
patients (40%), thirteen receiving nintedanib and three
pirfenidone. Gastrointestinal events were registered in
the six patients who had the type of AE specified (four
nintedanib, two pirfenidone). In five patients treated
with nintedanib, dose reduction led to symptoms res-
olution in four of them. In the remaining patient the
drug was discontinued. From the five patients who
reported AEs with pirfenidone, two were switched to
nintedanib, which they kept until last appointment.
The initial antifibrotic was discontinued in eighteen
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TO 006 - Figure 1. Kaplan Meier curves comparing drug
persistence after starting the first antifibrotic

66 www.arprheumatology.com ¢ The official Journal of the Portuguese Society of Rheumatology



XXVI Congresso Portugués de Reumatologia

Demographic and lifestyle

709 7.1
18 (45%)

31 (93.9%)

Age (mean + SD)
Male sex
Caucasian, missing data = 7

Smoking habits, missing data = 2

- Current 6 (15.8%)

- Past 15 (39.5%)
- Never 17 (44.7%)
RA characteristics

RA duration (median [IQR]), missing data = 10 12 [5.5-21.75]
Positive RE missing data = 2 35(92.1%)
Positive ACPA, missing data = 2 36 (94.7%)

Concomitant RA medication

- Corticosteroids 25 (62.5%)
-MTX 15 (37.5%)
- Other csDMARDs 15 (37.5%)
- Rituximab 21 (52.5%)
- Anti-TNFa 3 (7.5%)
- Abatacept 3(7.5%)
- Anti-1L6 1(2.5%)
ILD characteristics
ILD duration (median [IQR]), missing data = 5 5[2.3-7.5]
HRCT ILD pattern, missing data = 6

- urp 29 (85.3%)

- Fibrotic NSIP 4 (11.7%)

- Unclassifiable 1 (3%)
Mean FVC % (L), missing data = 13 80.4 (2.5)
Mean TLC % (L), missing data = 21 80.3 (4.5)
Mean DLCO %, missing data = 19 58.1
Supplemental oxygen therapy 6 (15%)

TO 006 - TABLE 1. Characteristics of patients with RA-ILD at initiation of first antifibrotic drug

Overall (N=40)

Nintedanib (N=27; 67.5%)

Pirfenidone (N=13; 32.5%)

70372
9 (33.3%)
20 (95.2%)

722 +6.8
9 (69.2%)
11 (91.7%)

5 (20%) 1(7.7%

6 (24%) 9 (69.2%)
14 (56%) 3(23.1%)

15 [5.75-30] 12 [IQR 2.5-20]

24 (96%) 11 (84.6%)
24 (96%) 12 (92.3%)
17 (63%) 8 (61.5%)
9 (33.3%) 6 (46.2%)
10 (37%) 5 (38.5%)
18 (66.7%) 3(23.1%)
1 (3.7%) 2 (15.4%)

2(7.4%) 1(7.7%)

0 1(7.7%)

5.25 [3-7.38] 5[1-7.5]

18 (81.8%) 10 (83.3%)

3 (13.6%) 2 (16.7%)
1 (4.5%) 0
79.6 2.5) 81.2 (2.5
82 (4.6) 78.5 (4.4)
54.9 61.4
4 (14.8%) 2 (15.4%)

Legend: RA — rheumatoid arthritis; ILD — interstitial lung disease; RF — rheumatoid factor; ACPA — anti-citrullinated peptide antibodies; csDMARDs —
conventional synthetic disease modifying antirheumatic drugs; MTX — methotrexate; HRCT — high resolution computed tomography; UIP — usual interstitial
pneumonia; NSIP — nonspecific interstitial pneumonia; FVC — forced vital capacity; TLC — total lung capacity; DLCO — diffusion capacity for carbon monoxide

(45%) patients (thirteen nintedanib, five pirfenidone).
Reasons for discontinuation were AEs (n=12), death (n=5)
and patient decision (n=1). The median drug persistence
was 150.3 weeks (95 %CI 11, 289.6) with no difference
between nintedanib and pirfenidone (Figure 1).
Conclusions: This real-world study demonstrated a
benefit, albeit modest, of antifibrotics in stabilizing
lung function in RA-ILD. However, particular attention
must be paid to AEs, as they are quite common in pa-
tients receiving antifibrotics, and a major cause of drug
discontinuation. We expect this study to reinforce the
promising results demonstrated in clinical trials, lead-
ing to a widespread use of these drugs.
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Background: Axial spondyloarthritis (axSpA) fre-
quently leads to reduced spinal and hip mobility,
though evidence pertains mostly to patients with
longstanding disease and radiographic damage. More
recently, impaired mobility has also been reported in
early axSpA. However, little is known about how spinal
and hip mobility change in the first years of the dis-
ease, especially in comparison to patients with non-ax-
SpA chronic back pain (CBP). We aimed to compare
spinal and hip mobility at baseline and after 2 years
(2y) in early axSpA and non-axSpA CBP patients.

Methods: Baseline and 2y data of the SPondyloAr-

thritis Caught Early (SPACE) cohort (CBP >3 months
and <2y, starting <45 years) were analyzed. Patients
had a diagnosis of axSpA or non-axSpA given by the
treating rheumatologist at 2y, with a high level of
confidence.l The following mobility measures were
assessed: occiput-to-wall distance (OWD), cervical
rotation, chest expansion, lateral spinal flexion (LSF),
modified Schober test (mSchober) and intermalleolar
distance (IMD). BASMI was calculated. The proportion
of patients with an impaired measure (<2.5th percen-
tile curves derived from healthy individuals;2 >97.5th
for BASMI; >0cm for OWD) was also reported. For the
assessment of each outcome, only patients with data
available at both baseline and 2y were included. Paired
t-test (or Wilcoxon signed rank test, as appropriate)
was used to compare baseline and 2y results within
groups. Linear or zero-inflated negative binomial re-
gression was conducted to compare 2y outcomes be-
tween groups, adjusting for the baseline value (com-
parable to modelling a 2y change in the outcome), age,
sex and NSAIDs use.

Results: Data was available at both timepoints on >1 of
the assessed outcomes in 286 axSpA and 117 non-axS-
PA patients. AXSpA (vs non-axSpA) patients were more
frequently male (52% vs 25%) and had more SpA fea-
tures (mean [SD]: 5 [2] vs 3 [1]). Age (mean [SD]: 30
[8] vs 31 [8] years) and symptom duration (mean [SD]:

TO 007 - TABLE 1. Spinal and hip mobility measures at baseline and 2 years in axSpA and non-axSpA
chronic back pain patients
Non-axSpA
p-value p-value
Baseline Gt za) Baseline 2 years (within
group)
Occiput-to-wall distance, mean (SD) 0.5(1.2) 0.4 (1.1) p=0.267 0.1 (0.7) 0.1(0.5) p=0.474
Impaired, n (%) 65 (23) 61 (22) 6(5.1) 4(3.4)
Cervical rotation, mean (SD) 74.8 (12.0) 77.2 (10.6) p=0.001* 70.7 (12.0) 73.5(11.2) p=0.015%
Impaired, n (%) 32 (1D 16 (5.6) 12 (10) 9(7.7)
Chest expansion, mean (SD) 5.9(1.9) 6.0 (1.7) p=0.274 53 (1.9 5.4 (1.5) p=0.365
Impaired, n (%) 21 (7.6) 14 (5.0) 16 (14) 9(7.7)
Lateral spinal flexion, mean (SD) 17.9 (4.8) 19.0 (4.6) p<0.001* 16.4 (4.3) 17.1 (5.0) p=0.058
Impaired, n (%) 84 (30) 55 (20) 46 (39) 39(33)
Modified Schober test, mean (SD) 49(1.2) 52 (1.1 p<0.001* 4.7 (1.1) 4.8(1.2) p=0.346
Impaired, n (%) 23 (8.0 10 (3.5) 12 (10) 12 (10)
Intermalleolar distance, mean (SD) 117.4 (15.3) 118.2 (14.2) p=0.337 107.9 21.5) 108.2 (19.2) p=0.886
Impaired, n (%) 13 (4.6) 10 (3.5) 27 (23) 19 (16)
BASMI, mean (SD) 1.8 (0.9) 1.6 (0.7) p<0.001* 2.3(0.8) 2.1(0.9) p=0.010*
Impaired, n (%) 42 (19) 16 (7.3) 41 (39) 26 (25)
>1 impaired spinal mobility measure®, n(%) 146 (51) 117 (41) 62 (53) 55 (47)
# Includes occiput-to-wall distance, cervical rotation, chest expansion, lateral spinal flexion and modified Schober test.
* Statistical significance.
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A) Multivariable zero-inflated negative binomial model for occiput-to-wall distance. Logit model represented as odds ratio (95% CI).
B) to G) Multivariable linear regression models for cervical rotation, chest expansion, lateral spinal flexion, modified Schober test,
intermalleolar distance and BASMI. Results are presented in B (95% CI).

*p<0.05

TO 007 - Figure 1. Impact of axSpA vs non-axSpA chronic
back pain on 2-years spinal and hip mobility measures

13 [7] vs 14 [7] months) were similar between groups.
At baseline, 51% axSpA and 53% non-axSpA pa-
tients had >1 impaired spinal mobility measure (Table
1). Overall, poorer mobility was observed in non-ax-
SpA (vs axSpA) patients, except for OWD. After 2y,
cervical rotation and BASMI significantly improved
in both groups (mean [SD] improvement axSpA vs
non-axSpA: cervical rotation 2.4 [11.9] vs 2.8 [12.1];
BASMI 0.2 [0.8] vs 0.2 [0.7]), and LSF and mSchober
only in axSpA (LSF 1.1 [4.5]; mSchober 0.3 [1.2]).

In adjusted multivariable analysis (Figure 1), at

2y, axSpA (vs non-axSpA) was associated with larger
improvements in mSchober (f [95% CIJ: 0.26 [0.03;
0.50]), IMD (4.86 [1.93; 7.80]) and BASMI (-0.24
[-0.41; -0.08]), and with higher odds of OWD impair-
ment (OR [95% CI]: 0.09 [0.01; 0.83]). No differences
between groups were observed for cervical rotation,
chest expansion or LSF.
Conclusion: Impaired spinal and hip mobility are
common in early axSpA and, most notably, non-axSpA
patients. After 2y, mobility measures remain relative-
ly unchanged. Nevertheless, axSpA is associated with
larger improvements in mSchober, IMD and BASMI,
and with higher odds of OWD impairment.

REFERENCES:
1. Marques ML, ARD 2024;83:589-98; 2. Ramiro S, ARD
2015;74:1218-24
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Background: The ASAS-EULAR recommendations
for the management of axSpA prescribe the use of the
ASDAS to measure disease activity and response to
treatment in patients starting bDMARDs.[1] Evidence
on whether rheumatologists adhere to this recommen-
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the 2 follow-up visits

TO 009 - TABLE 1. ASDAS EVALUATION AFTER THE START OF THE 1ST BDMARD AT TO and in =1 of

ASDAS evaluation at T1 and/or T2

Yes No TOTAL

Yes 493 (74) 47 (7) 540 (81)

ASDAS evaluation at TO No 106 (16) 20(3) 126 (19)
TOTAL 599 (90) 67 (10) 666

Values are n (%). The denominator is the total number of patients (N=666) in all cells.

dation in clinical practice is still limited. [2]
Objectives: We assessed: i. how many patients with
axSpA, starting the first bDMARD, have ASDAS de-
termined at baseline and in =1 of two follow-up visits
within 6 months; and ii. which alternative outcome
measures are used in patients for whom the ASDAS is
missing.

Methods: Patients with axSpA from the Reuma.PT
registry starting the first bDMARD (2011-2022) were
included. Patients were required to have attended the
following 3 visits: TO (baseline visit at the start of the
bDMARD), T1 (3 months) and T2 (6 months). The cal-
culation of ASDAS at TO (yes vs no) was cross-tabulated
with the calculation of ASDAS in 21 of the two follow-up
visits. The use of other outcome measures among pa-
tients without an ASDAS evaluation was evaluated.
Results: In total, 666 patients with axSpA [male: 55%;
mean age: 43 (SD 12)] were included. Most patients had
an ASDAS calculation at baseline (N=540; 81%), and
in 493 (74%) of the patients, ASDAS was also assessed
at T1 and/or T2 (Table 1). No other outcome measure
was predominantly used when ASDAS was absent. For
instance, among 126 patients (19%) without ASDAS at
baseline, SJC (52%), PGA (44%) and BASDAI (35%) were
all similarly used without a clear preference. Of note,
CRP was available for most of these 126 patients (87%).
Conclusions: Portuguese rheumatologists adhere to
the ASAS-EULAR recommendation of using ASDAS.
Failing to use ASDAS does not seem to be explained by
missing CRP or a preference for another disease activi-
ty score, but rather by the rheumatologist’s willingness
to use measurement instruments in general.

REFERENCES:
1. S. Ramiro et al. Ann Rheum Dis. 2023; [2] E. Portier et al. Rheu-
matol Int. 2022
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Background: The relationship between smoking and
the risk of Sjogren’s disease (SjD) remains unclear.
Most studies show that current smoking is negatively
correlated with SjD whereas past smoking may be pos-
itively associated. The possibility of reverse causation,
whereby patients stop smoking due to dryness, has not
been excluded.

Objectives: To assess if smoking status is a risk factor
for SjD and how it affects the main features of the dis-
ease.

Methods: Patients referred with suspected SjD were
recruited into the Optimising Assessment in Sjogren’s
Syndrome (OASIS) cohort established in Birmingham,
UK (2014-2023). Subjects were assessed and diagnosed
as SjD or non-Sjogren’s sicca. Smoking status was reg-
ularly obtained within clinic with additional infor-
mation available through a risk factor questionnaire.
Univariate analysis was performed using chi-square,
Fisher’s exact, Mann- Whitney or t-test, and correla-
tion between continuous variables using Pearson or
Spearman, according to their distribution. Predictors
of Sjogren’s disease diagnosis were identified through
binomial logistic regression modelling.

70 www.arprheumatology.com ¢ The official Journal of the Portuguese Society of Rheumatology



XXVI Congresso Portugués de Reumatologia

Results: 487 patients were included, 170 non-Sjogren’s
sicca syndrome and 317 SjD patients, 81.1% of whom
(n=257) met 2016 ACR/EULAR classification crite-
ria for SjD. Compared to sicca, SjD patients meeting
2016 criteria are more frequently never smokers and,
amongst ever smokers, have a lower smoking expo-
sure measured by pack-year units (Table 1). Time be-
tween onset of symptoms and smoking cessation for
past smokers was calculated and the majority of pa-
tients stopped smoking before symptom onset. In the
multivariate analysis, both current smoking (OR 0.37,
95%CI: 0.15-0.92, p=0.032) and white ethnicity (OR
0.26, 95%CI: 0.12-0.56, p=0.001) were protective
factors for SjD diagnosis in suspected patients, irre-
spective of age and sex. Amongst SjD patients meet-
ing 2016 criteria, rheumatoid factor (p=0.038), IgG
(p=0.004) and IgM (p=0.006) levels are significant-
ly higher in never smokers with no passive smoking
history. Amongst patients with a clinical diagnosis of
Sjogren’s, those with smoking exposure are less fre-
quently positive for anti-Ro antibodies (p=0.008) and
rheumatoid factor (p=0.016) and have lower IgG levels
(p=0.002). An inverse correlation trend was observed
between smoking exposure (pack-years) and IgG levels
(tho=-0.186, p=0.076) in the whole population. Never
smoking was confirmed as a predictor of IgG levels (§
1.94, 95%CI: 0.12-3.77, p=0.037) in a linear regres-
sion model including age, sex, ethnicity, and disease

TO 013 - TABLE 1. Clinical and laboratorial
characteristics in cases and controls

Sjogren’s Sicca (n=170) Univariate
disease* (n=257) analysis
(p-value)

Age at inclusion, years 54.0%15.2 (256) 54.9%12.0 (168) | 0.765

Female sex 242/257 (94.2) 152/170 (89.4) 0.095

Age at symptom onset, years 45.7%15.5 (248) 48.0£13.3 (155) | 0.131

White 134/205 (65.4) 104/118 (88.1)
. [ Asian 50/205 (24.4) 10/118 (8.5)
Ethnicit <0.001
y Black 9/205 (4.4) 3/119 (2.5)
Other 12/205 (5.9) 1/119 (0.8)
BMI 27.4£9.0 (249) 28.5+6.5 (164) | 0.027

Never smoker 155/220 (70.5) 76/143 (53.1)
Smokin

g status

Current smoker 13/220 (5.9) 18/143 (12.6) 0.002

Past smoker 52/220 (23.6) 49/143 (34.3)

Passive smokers (amongst never
smokers)

43/92 (46.7) 27/51 (52.9) 0.491

Non-exposed 49/157 (31.2) 24/118 (20.3)

Smokin

Passive smoker
g status

43/157 (27.4) 27/118 (22.9) | 0.032

Ever smoker 65/157 (41.4) 67/118 (56.8)

Pack-year units 10.8£11.0 (37) 15.3£13.1 (40) | 0.048

>5 years before symptom

et 28/39 (71.8)

25/37 (67.6)

<5 years before symptom

et 7/39 (17.9)

5/37 (13.5)
Smoking

N 0.725
cessation

<5 years after symptom

et 2/39 (5.1)

4/37 (10.8)

>5 years after symptom

et 2/39 (5.1)

3/37 (8.1)

Data presented as mean + SD (N) or n/N (%), as adequate; Abbreviations: n - number of positive patients, N - number of
patients without missing information, SD - standard deviation, BMI - body mass index; *meeting 2016 ACR/EULAR
classification criteria

classification [R2=0.287, F (5,254) = 20.487, p<0.001].
Looking at 2016 criteria SjD patients, ESSPRI is higher
in ever smokers (p=0.039), with fatigue (p=0.040) be-
ing accountable for this difference. Likewise, amongst
sicca patients, symptoms of fatigue, but not dryness,
were significantly higher in ever smokers (p=0.022).
No differences in the main features of minor salivary
gland biopsies attributable to smoking were seen.
Conclusion: Our study shows that smoking is nega-
tively associated with SjD. In the multivariate analysis,
current smoking and white ethnicity were protective
factors for SjD classification in suspected patients, irre-
spective of age and sex. Avoidance of factors that may
exacerbate dryness symptoms might not explain the
association with smoking status. Clinically diagnosed
SjD patients exposed to tobacco are more frequently
seronegative and have lower rheumatoid factor and IgG
levels.

014 - ASDAS RESPONSES IN PATIENTS
WITH AXIAL SPONDYLOARTHRITIS
STARTING BDMARDS: RESULTS FROM A
MULTICENTRE PROSPECTIVE COHORT
Mariana Emilia Santos" 2, Sofia Ramiro> ¥, Désirée van der
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Background: ASAS-EULAR recommends the use of an
improvement >1.1 in ASDAS at 12 weeks to determine
the continuation of a bDMARD.[1] However, it is de-
bated whether improvements can occur and whether
patients’ characteristics influence (time to) response.
Objectives: To assess the likelihood of fulfilling the
ASAS-EULAR criteria for treatment continuation at 3
and 6 months after the start of bDMARDs and wheth-
er there are patient characteristics that influence this
response.

Methods: Patients with axSpA from the Reuma.PT
registry who started the first bDMARD (2011-2022)
were included. Complete data on ASDAS at TO (base-
line visit at bLDMARD starting), T1 (3 months), and T2
(6 months) were required. ASDAS response criteria
(decreased > 1.1 compared with baseline) at T1 and
T2 were determined. Patient characteristics (e.g., age,
sex) were compared across four groups: no response
in both visits, response only at T1 and only at T2, and
response in both visits. If relevant differences were

(n=78) a5
n=75) 54
Male 243 yrs 56
(n=88) 58
(n=104) 77
(n=346)
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TO 014 - Figure 1. ASDAS response between TO and each
follow-up visit, stratified by age and gender (%)

found, the response at T1 and T2 was then evaluated
in the subgroups stratified by these characteristics.
Results: In total, 346 patients [male: 56%; mean age:
43 (SD 12)] were included. After 3 months, 199 (58%)
patients fulfilled the criteria of treatment continuation
(Table 1). This number was similar at 6 months (N=207;
60%). The four groups were comparable except for sex
and age: compared with those who never responded,
patients who responded at both visits were more of-
ten male (65% vs 45%) and somewhat younger (mean
age: 42 vs 45). Analysis across subgroups showed that
young males had the highest likelihood of response,
while females had lower response rates regardless of
age (Table 2).

Conclusions: The likelihood of delayed response (>3
months) is low, which should prompt questioning
whether it is justified to wait for 6 months to decide
on the continuation of bDMARDs. Young male patients
are more likely to respond than female patients, irre-
spective of their age, and apparently, there are many
patients’ characteristics that influence the time to re-
spond.

REFERENCES:
1. S. Ramiro et al. Ann Rheum Dis. 2023

021 - IMPACT OF A BEHAVIOUR-CHANGE
INFORMED HYBRID PHYSICAL EXERCISE
PROGRAM FOR INDIVIDUALS WITH
FIBROMYALGIA
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Health Research Center, Escola Nacional de Saude
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available in all 3 visits

TO 014 - TABLE 1. ASDAS response between TO and each follow-up visit among patients with ASDAS

ASDAS response T0 > T2
Yes No TOTAL
Yes 171 (50) 28 (8) 199 (58)
ASDAS response T0 > T1 No 36 (10) 111 (32) 147 (42)
TOTAL 207 (60) 139 (40) 346 (100)

Values are n (%). The denominator is the total number of patients (N=346) in all cells.

72 www.arprheumatology.com « The official Journal of the Portuguese Society of Rheumatology



XXVI Congresso Portugués de Reumatologia

Lisboa, Portugal, ®Instituto Politécnico de Setubal -
Escola Superior de Tecnologia, Setubal, Portugal, 'NOVA
LINCS, NOVA - Faculdade de Ciéncias e Tecnologias da
Universidade de Lisboa, Lisboa, Portugal

Background: The recommendations for the interven-
tion in fibromyalgia have reinforced the importance
of self-management programs. Physical exercise plays
an important role, but adherence tends to be low [1].
The use of behaviour-change techniques, as well re-
mote and/ or digital solutions may promote adherence
and overcome barriers to regular physical exercise
[2]. This study is part of the Selfie Project “Supported
self-management of fibromyalgia, co-designing ehealth
interventions”, in which a behaviour-change informed
hybrid physical exercise program for individuals with
fibromyalgia was developed, concurrently with a mo-
bile app (Selfie), developed in collaboration with pa-
tients and health professionals.

Objectives: To study the impact of a behaviour-change
informed hybrid exercise intervention using a mobile
app (Selfie), on pain intensity, functional capacity and
impact, perceived global impression of change, self-ef-
ficacy to manage the chronic disease and physical fit-
ness in individuals with fibromyalgia, and to contrib-
ute for the study of usability of Selfie mobile app.
Methods: A case series study design with descriptive
analysis was used. After obtaining ethical approval,
participants completed a 12-week behaviour-change
informed hybrid exercise program, using a mobile app.
Participants were assessed before starting the program
and after 6 and 12 weeks, with the Numeric Pain Rat-
ing Scale, and the Portuguese versions of the Revised
Fibromyalgia Impact Questionnaire, Self-efficacy for
Managing Chronic Disease 6-Item, Patient Global
Impression of Change and System Usability Scale. At
the initial and final assessments, a physical fitness test
battery was applied. The program comprised 3 weekly
individual and personalized exercise sessions (aerobic,
resistance and flexibility), 2 with supervision by the
physiotherapist (face-to-face or remote), and the third
one autonomously.

Results: Twelve participants enrolled in the program;
two dropped out due to time restrictions. Ten partici-
pants completed the exercise program. The descriptive
analysis revealed clinically important differences in the
Numeric Pain Rating Scale (30%; 5participants), Re-
vised Fibromyalgia Impact Questionnaire (14%; 7par-
ticipants) and Patient Global Impression of Change
(25; 8participants), at the final assessment. Concerning
physical fitness, the analysis revealed minimal detect-
able changes in the lower limb strength test (2.52 rep-
etitions; 6participants), upper limb strength test (3.16
repetitions; 7participants), balance (1.6 seconds; 7par-

ticipants) and endurance (65.2 meters; 6participants).
Participants rated the Selfie app usability between 62.5
and 87.5, out of 100.

Conclusion: The hybrid physical exercise program
informed by behaviour change techniques promoted
important improvements in the studied outcomes,
suggesting that this approach might be promising for
people with fibromyalgia. The usability scores revealed
different experiences within participants and contrib-
uted for future improvements.

Keywords: fibromyalgia, self-management, behaviour
change, hybrid physical exercise program
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Background: Mixed connective tissue disease (MCTD),
systemic sclerosis (SS) and inflammatory idiopathic
myopathies (IIM) are uncommon conditions that can
occur in women of childbearing age. Pregnancies in
these patients seem to be associated with an increased
risk of adverse pregnancy outcomes (APOs), however,
data remain scarce.

Objectives: To describe maternal and perinatal out-
comes in women with rare connective tissue diseases
(CTD) and to identify potential risk factors for APOs.
Methods: Retrospective observational study including
pregnant women with CTD followed at our rheumatol-
ogy-obstetric clinic from 2009 to 2023. Variables were
compared using parametric or non-parametric tests, as
applicable.

Results: We identified 31 pregnancies in 23 women:
13 with MCTD, 6 with IIM and 12 with SS. Table 1
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TO 022 - TABLE 1. Maternal and Perinatal Outcomes in Women with Rare Connective Tissue Diseases
Mixed Connective Inflammatory Systemic Total
Tissue Disease Idiopathic Myopathy Sclerosis

Pregnancies, n (%) 13/31 (41.9) 6/31(19.4) 12/31(38.7) 31 (100)
Miscarriages, n (%) 2/13 (15.4) 26(33.3) 2120167 6/31(1.4)
Stillbirths, n (%) 1/13(7.7) 1/6 (16.7) 0/12 (0) 2/31 (6.5)
Gestational age delivery (weeks), median (IQR) 36.9[2.3] 37.9["] 38.9[2.4] 37.7[2.1]
Birth weight (grams), median (IQR) 2517.5[398] 2920 [*] 2870 [740] 2620 [540]
Small for gestational age, n (%) 3/10 (30) 0 0 3/23(13)
Fetal growth restriction, n (%) 2/8 (25) g A 3/20 (15)
Preterm births, n (%) 5/10 (50) 0/3 (0) 1/10(10) 6/23 (26.1)
Pregnancy flares, n (%) 4/11 (36.4) Vo (e S (e) SR
Postpartum flares, n (%) 3/11(27.3) 1/2 (50) 2/10(20) 6/23(26.1)
Legend: IQR: Interquartil Range. *Not applicable.

summarizes clinical data. The mean age at conception
was 33.4+5.1 years, with a median disease duration of
8.3 years (IQR 29-38). Most patients n=19/29 (66%)
had their disease stable at the time of conception. Ma-
jor-organ involvement was present in 5 (22%) patients,
all of whom exhibited interstitial pulmonary disease.
We documented 23 live births, 6 early miscarriages
and 2 stillbirths [one at 37 weeks of gestation (WG)
and one at 23 WG]. No congenital abnormalities were
found. There was one neonatal infection reported in
a baby of a mother with MCTD born at 32 WG. The
median gestational age at delivery was 37.7 (2.1) WG.
Six (26%) viable pregnancies resulted in preterm births
(only one before 34 WG), 5 in women diagnosed with
MCTD and 1 with SS. Fetal growth restriction was de-
tected in 3 (15%) pregnancies - 2 in one woman with
MCDT with active disease at conception on both occa-
sions; and 1 in a mother with SS. Tree (13%) newborns
were small for gestational age (SGA), all from mothers
with MCDT. Cesarean was performed in 9 (38%) pa-
tients, mostly for obstetric reasons. All patients were
ANA positive. SSA/B antibodies were detected in 10
(44%) women. No cases of neonatal lupus were record-
ed. Antiphospholipid antibodies were negative in all
women. Regarding disease activity 8 (28%) patients
relapsed during pregnancy (4 MCTD, 1 IIM and 3 SS) -
50% exhibited pulmonary involvement, 38% had mus-
cular involvement and all of them had vasculopathy.
In the postpartum period, 6 (26%) women had flares:
3 MCDT, 1 IIM and 2 SS. Concerning treatment, 19

(61%) patients received glucocorticoids (GC) during
pregnancy, most of them (63%) at low doses (<7.5mg/
day of prednisolone or equivalent). Twenty-two (71%)
pregnancies were managed with cDMARDs: hydroxy-
chloroquine (20), azathioprine (5), cyclosporine (2),
tacrolimus (1) and immunoglobulin (1). Only 1 patient
with IIM received a bDMARD (Rituximab) in the first
trimester. Disease activity before conception increased
the risk for APOs (p=0.020). No association was found
concerning maternal age, use of DMARDs/GC or flares
during pregnancy, and the risk of APOs (p>0.05).
Conclusion: Pregnant women with rare CTD, includ-
ing those with multiorgan involvement, can achieve
successful pregnancies. However, they are more likely
to experience APOs, particularly if disease activity is
present before conception. Multidisciplinary manage-
ment is of the most importance.

023 - OLDER PATIENTS WITH
ANTIPHOSPHOLIPID SYNDROME
PRESENTING WITH ARTERIAL
THROMBOSIS ARE AT RISK TO DEVELOP
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TOO023 - TABLE 1. Demographics, clinical and laboratory features of APS patients with and without small
vessel involvement

Overall population No SV involvement SV involvement P value
Number of patients, n (%) 85 (100) 73 (85.9) 12 (14.1) -
Demographics
Sex (female), n (%) 69 (81.2) 61 (83.6) 8 (66.7) 0.165
Age of symptom onset, mean (SD) 35.4 (13.9) 33.8 (13.5) 44.0 (12.9) 0.018
Caucasian, n (%) 80 (94.1) 68 (93.2) 12 (100) 0.832
Deaths, n (%) 2(2.4) 1(1.4) 1(8.3) 0.140
Classification
Primary APS, n (%) 54 (63.5) 44 (60.3) 10 (83.3) 0.145
APS associated with other rheumatic 31 (36.5) 29 (39.7) 2(16.7) 0.145
diseases, n (%)
Systemic lupus erythematosus, n (%) 21(24.7) 19 (26.0) 2 (16.7) 0.486
Antiphospholipid antibodies, n (%)
LA 62/81 (76.5) 54 (79.4) 8(66.7) 0.330
aCL 61/80 (76.3) 53 (79.1) 8 (66.7) 0.344
IgG 47/80 (58.8) 42 (62.7) 5(41.7) 0.172
IgM 27/80 (33.8) 23 (34.3) 4(33.3) 0.947
aB2GP 50/80 (62.5) 40 (59.7) 10 (83.3) 0.118
IgG 39/80 (48.8) 34 (50.7) 5(41.7) 0.562
IgM 22/80 (27.5) 16 (23.9) 6 (50) 0.063
Triple positivity 32/79 (40.5) 26 (38.8) 6 (54.5) 0.822
Cardiovascular risk factors*, n (%)
Hypertension 31/79 (39.7) 24 (32.8) 7 (63.6) 0.092
Obesity 24/79 (30.4) 21 (28.8) 3(30.0) 0.947
Diabetes 6/77 (7.9) 4(6.0) 2(182) 0.159
Dyslipidemia 32/77 (41.6) 25(34.2) 7 (63.6) 0.113
Smoking 35/74 (47.3) 32(49.2) 3(30.0) 0.246
APS presenting manifestation
Arterial event 30 (35.3) 20 (27.4) 10 (83.3) <0.001
Venous event 46 (55.4) 44 (61.1) 2 (16.7) 0.004
Obstetric manifestations ** 23/62 (37.1) 21/56 (37.5) 2/8 (25) 0.644
APS ever treatment, n (%)
Anticoagulation 72/81 (88.9) 62 (88.6) 10 (83.3) 0.608
Vitamin K antagonist 59/80 (72.8) 49 (71.0) 10 (83.3) 0.376
DOAC 11/80 (13.9) 11 (16.4) 0 (0) 0.13
Low dose aspirin 53/80 (65.8) 46 (63.0) 7 (63.6) 0.869
Hydroxychloroquine 40/80 (50) 36 (52.2) 4(33.3) 0.228
Statin 31/80 (38.8) 23 (33.8) 8 (66.7) 0.031

Legend: ab2GPIL: APS: Antiphospholipid syndrome; LA: Lupus anticoagulant; anti-$2-glycoprotein I; aCL: anticardiolipin; DOAC: Direct oral anticoagulants; SD:
Standard Deviation; SV: small-vessel. *Cardiovascular risk factors were retrieved as stated in the medical notes. ** Percentages according to total number of females
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sis, small vessel (SV) involvement may also be present
due to the formation of clots in capillaries, arterioles
and venules, potentially affecting any organ or system.
Globally, SV can be targeted in up to 12% of APS pa-
tients (1). We aim to describe the manifestations relat-
ed to SV involvement in a cohort of patients with APS
followed at a Rheumatology tertiary center.

Methods: We included all patients with APS followed
at a Rheumatology tertiary center from January 1996
until March 2024. Only patients meeting the Sydney
classification criteria were included. Descriptive statis-
tic was used to characterize the population, and the
appropriate statistical tests to compare groups. Signifi-
cance was set as an alpha<0.05.

Results: We included 85 patients with APS, 12 (14.1%)
of whom with manifestations related to SV involve-
ment (Table 1). Retinal involvement was found in 5
patients (5.9%): 2 retinal artery thrombosis, 1 retinal
vein thrombosis and 2 cases of non-granulomatous
ischemic optic neuropathy (ION). Central nervous sys-
tem (CNS) microvascular lesions, aPL-valvular throm-
bus and livedoid vasculopathy were found in 5 (5.9%),
3 (3.5%) and 1 (1.2%) patients, respectively. No APS
nephropathy or pulmonary microhemorrhages were
reported in this cohort. SV involvement represented
the presenting (and, to date, only) manifestation of APS
in 1 patient - incidental findings of microvascular le-
sions on brain magnetic resonance imaging (MRI) per-
formed due to suspicion of prolactinoma. One patient
with SV disease died from non-APS related causes at
66 years old.

Patients with SV involvement were older at disease
onset (44.0£12.9 vs 33.8+13.5 years, p=0.018) and
had more often a history of arterial thrombosis as the
presenting manifestation (83.3% vs 26.4%, p<0.001).
No other clinical or immunological differences were
noted, including sex, cardiovascular comorbidity, aPL
profile or obstetric morbidity. Most patients with SV
involvement (10/12, 83%) were treated with vitamin
K antagonists (VKA). The remaining 2 were on low-
dose aspirin (LDA): one due to asymptomatic micro-
vascular CNS disease; the other one had ION, but was
non-compliant to anticoagulation due to a psychiatric
disorder. Patients with SV involvement used statins
more frequently than the group without this involve-
ment (66.7% vs 33.8%, p=0.031).

Conclusions: Around one in seven patients in our APS
cohort had SV occlusions, which warrant prompt diag-
nosis and treatment. Our data suggest that particular
attention should be given to these manifestations in
older patients and those experiencing arterial throm-
bosis as the presenting manifestation. Larger and pro-
spective studies are needed to confirm these findings.
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Introduction: Spondyloarthritis (SpA) includes a group
of inflammatory rheumatic diseases were immune dys-
regulation plays a central role, although pathogenesis
is not fully understood. Recent studies have highlight-
ed the presence and potential role of antiphospholipid
antibodies (aPL) in SpA, adding complexity to the dis-
ease’s immunological management.

Aim: To identify the presence of aPL in patients with
SpA and its relationship with different clinical-epide-
miological data.

Methods: A prospective observational study between
September 2023 and February 2024 involved adult pa-
tients diagnosed with axial SpA followed in the rheu-
matology department at ULS Aveiro. Anticardiolipin
and anti-32 glycoprotein antibodies and Lupus anti-
coagulant (LA) were assessed and repeated 12 weeks
after, in case of positivity. Clinical data, including
thrombotic and obstetric events, were collected. Dis-
ease activity was measured based on ASDAS PCR, and
BASDAL

Results: A total of 141 patients were screened, 9 were
excluded due to coagulation therapy and active neo-
plasia. The majority were women (56.1%), with a
mean age of 52.2 years (+/-1.22), a mean disease du-
ration 10.8 years (+/-3.5), 62.9% were HLAB27 pos-
itive, 69.7% were classified as radiographic SpA and
30.3% as non-radiographic SpA, 26.5% presented
peripheral involvement. The most frequent cardiovas-
cular risk factors were dyslipidemia (42.4%), followed
by hypertension (33.3%), and obesity (15.9%). 40.2%
were under biotechnological therapy, being anti-TNF
the most common (94.3%). More than one-third had
ASDAS CRP > 2.1 and BASDAI > 4. Positive aPL were
found in 16.7% of the sample, of which 40.9% (6.8%
of total patients) were confirmed. LA was positive in
59%, followed by IgM anti-f$2 glycoprotein in 40.9%
and anticardiolipin IgM in 31.8%. None of the patients
presented thromboembolic or obstetric events. Radio-
graphic SpA (p=0.048), obesity (p=0.045), and higher
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CPR levels (p=0.000) showed a statistically significant
tendency to the presence of aPL.

Conclusions: This study identified the presence of aPL
in 16.7% of SpA patients, particularly those with radio-
graphic SpA, obesity, and elevated CRP levels. Despite
the detection of aPL, there were no associated throm-
boembolic or obstetric events. While aPL is present
in some SpA patients, their clinical implications with
thrombotic risk require further investigation.
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Introduction: Both Spondyloarthritis (SpA) and Psori-
atic Arthritis (PsA) are classified under spondyloarthriti-
des, a group of disorders characterized by inflammation
of the spine and joints, although they exhibit distinct

clinical features. The advent of biologic therapies has
significantly impacted the treatment landscape for these
diseases. However, not all patients respond equally and
some may even experience treatment failure. We aimed
to investigate the differences in treatment persistence
between patients with SpA and PsA.

Methods: This is a retrospective, observational study
including adult patients followed in our department
with axial or peripheral SpA and PsA, all of whom were
treated with their first biologic or targeted synthetic
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TO 033 - TABLE 1. Population characteristics
All (n=62) SpA (n=42) PsA (n=20) p-value

Gender, F (%) / M (%) 34 (54.8) /28 (45.2) 23 (54.8) /19 (45.2) 11 (55) /9 (45) p=0.986
Age at diagnosis, years, mean+SD 44.6+12.5 43.36+2.2 47.1+2.0 p=0.296
Follow up time since bDMARD prescription, weeks, mean+SD 243 + 246 285 + 269 154 + 161 p =0.050
Involvement type, N (%)
Axial 49 (79.0) 40 (95.2) 9 (45.0) p <0.001
Peripheral 17 (27.4) 2 (4.8) 15 (75.0)
Manifestations, N (%)
Arthritis 22 (35.5) 9 (21.4) 13 (65.0) p < 0.001
Psoriasis 18 (29.0) 0(0.0) 18 (90.0) p <0.001
Enthesitis 11 (17.7) 8 (19.0) 3(15.0) p =0.697
Dactylitis 6(9.7) 1(2.4) 5 (25.0) p =0.005
Uveitis 3 (4.8) 3(7.0) 0(0.0) p=0220
Nail distrophy 1(1.6) 0 (0.0) 1 (5.0) p=0.144
HLA-B27, N (%) 21 (33.9) 20 (62.5) 1(11.1) p =0.006
Sacroileitis on magnetic resonance imaging, N (%) 44 (71.0) 37 (94.9) 7 (46.7) p <0.001
First prescribed bDMARD, N (%)
Adalimumab
Golimumab 30 (48.4) 20 (47.6) 10 (50.0)
Secukinumab 10 (16.1) 8 (19.0) 2(10.0)
Etanercept 7 (11.3) 4(9.5) 3 (15.0)
Infliximab 5(8.1) 5(11.9) 0(0.0)
Tofacitinib 4(6.5) 3(7.1) 1(5.0)
Certolizumab 3(4.8) 1(2.4) 2(10.0)
Risankizumab 2(3.2) 1(2.4) 1(5.0)

1(1.6) 0(0.0) 1(5.0)
Methotrexate at biologic initiation, N (%) 18 (29.0) 7 (16.7) 11 (55.0) p =0.002

F — female; M — male; SD — standard deviation; Bdmard — biological/targeted syntethic Disease-Modifying Antirheumatic Drugs;
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Disease-modifying antirheumatic drug in our center.
Socio-demographic, disease and treatment-related data
were collected. Primary endpoint was overall survival
(OS), defined as the time from treatment initiation to
treatment failure from any cause. Kaplan-Meier sur-
vival analysis was performed using SPSS®. Survival
curves were compared using the log-rank test. Chi-
squared and T-tests were also performed.

Results: 62 patients were analyzed. Table 1 summariz-
es population characteristics and existing differences
between SpA and PsA.

19 patients failed first-line biologic treatment: 6 had
primary failure and 13 had secondary failure, with in-
flammatory back pain being the most common reason
for failure in the latter group (11 patients).

Figure 1 shows the results of the Kaplan-Meier survival
function.

The mean OS time for biological treatment was 524
weeks (95% CI, 376 to 673), and it was greater in SpA
(mean OS of 586 weeks, (95% CI, 417 to 754) than in
PsA (mean OS of 292 weeks, (95% CI, 157 to 426).
Alogrank test indicated no statistically significant differ-
ences between the two groups (%2(2) = 1.898, p=0.168).
Conclusions: The survival curve suggests a trend to-
wards better biological persistence for the SpA group,
though this difference is not statistically significant.
However, patients with PsA had a significantly inferior
follow-up time compared to SpA patients, suggesting
that PsA patients fail sooner than the SpA patients.
they tend Further research with larger sample sizes is
needed to better estimate biological persistence out-
comes in spondyloarthritides.

045 - ANXIETY DISORDERS IN
SPONDYLOARTHRITIS PATIENTS ON
BIOLOGIC THERAPY REGISTERED IN
REUMA.PT: PREVALENCE, ROLE OF
DISEASE-RELATED FACTORS AND
INFLUENCE OF BIOLOGIC THERAPY
Duarte Augusto', Rita Silva-Vieira®, Catarina Cortesao?,
Mariana Diz-Lopes °, Patricia Nero®, Carlos Costa’, Miguel
Sousa®, Daniel Melim’, Inés Almeida®, Graca Sequeira’,
Margarida Santos Faria'®, Mariana Luis'', Fernando
Pimentel-Santos'?, Augusto Faustino”, Filipe Barcelos',
Helena Santos?, Candida Silva?, Nathalie Madeira', Luis
Cunha-Miranda’

!Servico de Reumatologia, Unidade Local de Saude

da Guarda - Hospital Sousa Martins, Guarda,

Portugal, Rheumatology Department, Instituto Portugués
de Reumatologia, Lisboa, Portugal, Rheumatology
Department, Unidade Local de Saude de Sdo Joao,
Porto, Portugal, *Hospital CUF Descobertas, Lisboa,
Portugal, "Rheumatology Department, Unidade

Local de Saude de Tras-os-Montes e Alto Douro,
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Portugal, "Hospital de Egas Moniz, Unidade Local de
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Portugal, *Rheumatology Department, Unidade Local de
Saude de Viseu Dao-Lafoes, Viseu, Portugal, ‘Rheumatology
Department, Unidade Local de Satide do Algarve, Faro,
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Centro Hospitalar e Universitario de Coimbra, Coimbra,
Portugal, *“NOVA Medical School, Faculdade de Ciéncias
Médicas, Lisboa, Portugal, ’Clinica de Reumatologia de
Lisboa, Lisboa, Portugal, **Hospital CUF de Torres Vedras,
Torres Vedras, Portugal

Introduction: Anxiety disorder prevalence is higher in
chronic conditions like axial and peripheral Spondy-
loarthritis (SpA), possibly linked to inflammation. We
aimed to determine anxiety disorder prevalence in SpA
patients at first biologic prescription (- DMARD) and to
assess its impact on anxiety disorder.

Methods: We conducted a multicenter, retrospective,
observational study including adult patients registered
in Reuma.pt with SpA treated with their first bD-
MARD. Patients that completed the Hospital Anxiety
and Depression Scale (HADS) at baseline (T0), after 3
(T1) and/or 6 months (T2) of treatment were included.
Socio-demographic, disease and treatment-related data
were collected. Anxiety disorder was considered when
subscale anxiety (HADS-A) > 11. Pearson and Spear-
man correlations, ANOVA and T-tests were used.
Results: Of the 141 patients included, 55.3% were
female. Mean age at diagnosis was 374 + 10.5 years.
Adalimumab was the most frequently bDMARD pre-
scribed (59.6% of initial prescriptions).

At the moment of first biologic prescription, 34.8% of
the patients (n=49) had anxiety symptoms.

At TO, more females had anxiety than males (43.6%
versus 23.8%) (p = 0.014).

People with anxiety were older at diagnosis (40.5 +
10.9 versus 36.0 + 10.1) (p= 0.034).

Clinical indices of disease activity and patient reported
outcomes (PROs) reported in table 1 all correlated with
the presence of anxiety disorder (p<0.05).

Patients with anxiety disorder had significantly high-
er Bath Ankylosing Spondylitis Disease Activity Index
(p<0.001), Ankylosing Spondylitis Disease Activity
Score — C-reactive protein (p=0.004) and Bath Anky-
losing Spondylitis Metrology Index (p=0.007) scores at
TO than those who did not have anxiety disorder.
Mean scores of HADS-A significantly differed between
the three time points (F(1.862, 158.264) = 15.321,
p<0.001). Post hoc analysis with Bonferroni adjustment
revealed that HADS-A significantly decreased from TO
to T1 (1.709 (95% CI, 0.750 to 2.669), p<0.001), from TO
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TO 045 - TABLE 1. Correlations between disease
activity scores or patient reported outcomes
with anxiety disorder at baseline.
Pearson Spearman p-value
Disease activity scores
ASDAS-CRP 0.245 0.004
BASMI 0.228 0.016
BASDAL 0.411 <0.001
Patient reported outcomes
PGA 0.255 0.002
BASFI 0.464 <0.001
PAP 0.270 0.001
FACIT-F -0.507 <0.001
SF36 — PF -0.348 <0.001
SF36 — RP -0.254 0.003
SF36 — BP -0.390 <0.001
SF36 — GH -0.425 <0.001
SF36 — VT -0.306 <0.001
SF36 — SF -0.344 <0.001
SF36 - RE -0.497 <0.001
SF36 - MH -0.647 <0.001
ASDAS - PCR - Ankylosing Spondylitis Disease Activity Score — C-reactive
protein; BASMI - Bath Ankylosing Spondylitis Metrology Index; BASDATI -
Bath Ankylosing Spondylitis Disease Activity Index; PGA - Patient Global
Assessment; BASFI - Bath Ankylosing Spondylitis Functional Index; PAP
- Patient Assessment of Pain; FACIT-F - Functional Assessment of Chronic
Illness Therapy — Fatigue Scale; SF36 - 36-Item Short Form Survey; PF —
physical functioning; RP — physical role; BP — bodily pain; GH — general
health; VT — vitality; SF — social function; RE — emotional role; MH — mental
health.

to T2 (1.733 (95% CI, 0.828 to 2.637), p<0.001), but not
from T1 to T2 (0.023 (95% CI, -0.730 to 0.777), p=1).
No significant differences were found in HADS-A at the
three time points between patients with axial disease
and those with peripheral disease (F(2.000, 52.000)
= 3.020, p=0.057) and between patients treated with
anti-tumor necrosis factor-alpha and those with an an-
ti-interleukinl7 (F(1.862, 156.391) = 0.768, p= 0.457).
Conclusions: Anxiety prevalence in SpA aligns with
chronic disease estimated rates (between 18-35.1%), mean-
ing that it should be evaluated in all stages of the disease.
Anxiety disorder improvement with bDMARD ther-
apy suggests a relationship with disease activity and
physical function. Inflammation hypothesis in anxiety
should be considered and further investigated.

048 - BONE VOLUME VERSUS BONE
MINERAL DENSITY: THE IMPACT ON
FRACTURES IN PREDIALYSIS CHRONIC
KIDNEY DISEASE

Mariana Diz-Lopes "2, Bernardo Fernandes*?, Carlos
Marques-Gomes'?, Teresa Martins-Rocha' %, Neto R*?,

Lucia Costa'

'"Rheumatology Department, Centro Hospitalar de Sao
Jodo, Porto, Portugal, “Department of Medicine, Faculty of
Medicine, University of Porto, Porto, Portugal, *Servico de
Nefrologia, Centro Hospitalar de Sdo Joao, Porto, Portugal

Background: Chronic kidney disease (CKD) patients
develop mineral bone disorder and are at increased
fracture risk. Bone turnover, mineralization and vol-
ume (TMV) classification defines different subtypes of
renal osteodystrophy (ROD) and is evaluated through
bone biopsies and respective histomorphometric anal-
ysis. Whether the subtype of ROD and these parame-
ters contribute to fracture risk is not currently known
since bone biopsies are not commonly performed.
Objectives: We aim to evaluate the relationship of
ROD subtypes and bone volume (BV) with the occur-
rence of fractures in predialysis CKD patients.
Material and Methods: Retrospective study with
54 patients followed in a predialysis clinic between
2014-2023. Blood tests including bone biomarkers,
bone biopsies and histomorphometric analysis were
performed at the beginning of follow-up. Data from
dual x-ray absorptiometry (DXA) scan and regarding
clinical evident fractures was recorded from medical
registries. Radiographies of the thoracic and/or lum-
bar spine were evaluated to detect asymptomatic verte-
bral fractures. Two groups (with or without fractures)
were compared, and p-values were calculated using
Mann-Whitney U test for continuous variables and
Chi-square with Fisher exact test for categorical vari-
ables.

Results: Median follow-up time was 7,5+3 years. Mean
age at time of bone biopsy was 65.4+9.8 years old and
most patients were male (79.6%). The majority had
CKD stage 4 (53.7%), 20 patients progressed to dialy-
sis and 5 died. DXA scan was performed in 19 patients
and 5 had osteoporosis. In the histomorphometric
analysis, 40.7% (n=22) patients had normal bone his-
tology, 37% (n=20) low bone turnover (BT) with nor-
mal mineralization and 22.3% (n= 12) high BT with
normal mineralization. Two patients sustained clinical
evident fractures and asymptomatic vertebral fractures
were identified in radiographies in 3 (5.9%) patients.
Patients who fractured had higher phosphorus levels
(4.1 mg/dL vs 3.5 mg/dL, p=0.047, table 1). None of the
patients with osteoporosis diagnosed by DXA scan had
a prevalent fracture.

Bone mineral density (BMD), histomorphometric sub-
types and circulating bone biomarkers did not cor-
relate with the incidence of fractures.

Patients with low bone volume, defined by bone vol-
ume fraction (BV/TV) <18% and assessed with histo-
morphometry, had higher incidence of any fractures,
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TO 048 - TABLE 1. Characteristics of the groups with and without fractures during
follow-up.
Fractures during follow-up No fractures during
n=5 (9.3%) follow-up p-value
n=49 (90.7%)
Biochemistry
Creatinine, mg/dL 2.2 (1.1) 2.2 (0.5) 0.415
GFR, mL/min/1.73m2 26.5 (15.0) 30.5 (12.0) 0.157
Calcium, mg/dL 4.7 (0.0) 4.8 (0.4) 0.685
Phosphorus, mg/dL 4.1(0.8) 3.5(0.95) 0.047
25(0OH)Vitamin-D, ng/mL 13.5 (3.0) 16 (9.8) 0.221
Alkaline Phosphatase, U/L 75.5 (19.0) 71 (43.0) 0.815
PTH, pg/mL 105.7 (40.6) 79.9 (93.7) 0.728
FGF23, pg/mL 30.9 (10.8) 22.1(21.1) 0.874
Sclerostin, pmol/L 83.9(105.0) 58.4 (44.7) 0.986
DKK1, pg/mL 1004.5 (283.9) 738.0 (498.9) 0.366
SRANKL, pg/mL 2.7(0.3) 2,5 (1.4) 0.231
Osteoprotegerin, pg/mL 1554.4 (408.3) 1404.1 (545.3) 0.385
DXA scan, n=19
Femoral neck T-Score -1.05 (0.7) -1.4(1.8) 0.530
Femoral neck BMD 0.90(0.103) 0.89 (0.185) 0.530
Osteoporosis, n (%) 0(0.0) 5(9.3) 0.665
Bone Histomorphometric Classification, n (%) 0.833
Normal Bone Histology 3(60.0) 19 (38.8)
Low-turnover bone disease 1(20.0) 19 (38.8)
High-turnover bone disease 1(20.0) 11(22.4)
0.579

Bone volume, n (%) 2(400) 12 (24.5)

Low (<16%)

3(60.0) 24 (49.0)
Normal (16-23%) 0(0.0) 13 (26.5)
High (>23%) ' ’

BV/TV 16.1(11.9-17.2) 19.0 (16.2-23.6) 0.052
Footnote: GFR — glomerular filtration rate; PTH- Parathyroid hormone; FGF-23- Fibroblast growth factor-23; DKK1- Dickkopf-1;
SRANKL- Soluble receptor activator of nuclear factor-kappaB ligand; DXA - Dual x-ray absorptiometry; BMD- bone mineral density;
BV/TV: bone volume fraction; IQR- interquartile range; PTH- Parathyroid hormone; FGF-23- Fibroblast growth factor-23; DKK1-
Dickkopf-1; SRANKL- Soluble receptor activator of nuclear factor-kappaB ligand; BMD- bone mineral density; FRAX - Fracture Risk
Assessment; CKD — chronic kidney disease.

although not significant (40% vs 24.5%, p=0.579). BV/
TV was lower in the group that sustained fractures
during follow-up (16.1 (11.9-17.2) vs 19.0 (16.2-23.6))
and this achieved borderline significance (p=0.052).
Femoral neck BMD measures in the patients who had
an available DXA scan did not show any correlation
with BV/TV (r=0.039, p=0.874).

Conclusion: Different ROD subtypes had no association
with the incidence of fractures. When considering BV
isolated (but not BMD assessed by DXA), a marginally
significant association was found between low BV frac-
tion and the occurrence of fractures. High phosphorus
levels also associated with fractures and have been pre-
viously described as a possible risk factor for fractures
not only in CKD patients but also in general population.
Further studies with a larger population are needed to
validade these results with statistical power.

049 - DIAGNOSTIC ACCURACY OF FRAX®
IN PREDIALYSIS CHRONIC KIDNEY
DISEASE PATIENTS

) i , ,
Mariana Diz-Lopes 2, Bernardo Fernandes? >, Carlos

Marques-Gomes' %, Teresa Martins-Rocha'-?, Neto R*?,
Lucia Costa'

'"Rheumatology Department, Centro Hospitalar de Sao
Jodo, Porto, Portugal, “Department of Medicine, Faculty of
Medicine, University of Porto, Porto, Portugal, *Servico de
Nefrologia, Centro Hospitalar de Sdo Jodo, Porto, Portugal

Background: Fracture Risk Assessment (FRAX®)
predicts 10-year fracture risk. Although it is used in
chronic kidney disease (CKD) patients, it can under-
estimate fracture risk and some adjustments may be
needed.

Objectives: To evaluate the fracture risk and the inci-
dence of fractures in patients with predialysis CKD and
estimate the accuracy of FRAX® in this population.
Methods: Retrospective study that enrolled 54 patients
(40-89 years old) followed in a predialysis clinic be-
tween 2014-2023. Relevant data and information re-
garding clinical evident fractures was recorded from
medical registries. Radiographies of the thoracic and/
or lumbar spine were evaluated to detect asymptom-
atic vertebral fractures. FRAX® without bone mineral
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TO 049 - TABLE 1. Comparison of the accuracy of FRAX® (without BMD) with or without
CKD as secondary osteoporosis in predicting fracture risk.

FRAX® (without BMD) including
CKD as secondary osteoporosis

FRAX® (without BMD)

Sensitivity

80% (95% Cl 0.372-0.987)

20% (95% Cl 0.013-0.628)

Specificity

77.3% (95% Cl 0.639-0.879)

95 % (95% Cl 0.866-0.992)

Positive Predictive Value

28.6% (95% Cl1 0.099-0.545)

33.3% (95% Cl1 0.023-0.839)

Negative Predictive Value

97.1% (95% Cl 0.880-0.998)

91.3% (95% CI 0.809-0.972)

AUC for major fracture risk

0.882 (95% C1 0.777-0.987)

0.886 (95% C1 0.781-0.992)

AUC for hip fracture risk

0.820 (95% Cl 0.685-0.956)

0.814 (95% Cl 0.671-0.956)

95% Cl- 95% confidence interval.

Footnote: FRAX- Fracture Risk Assessment; BMD- bone mineral density; CKD — chronic kidney disease; AUC- area under the curve;

density (BMD) was calculated with the web-based tool
(portuguese version). To determine the ability of the
FRAX® tool to discriminate prevalent fractures, we
constructed receiver operating characteristic (ROC)
curves for each predictor variable: FRAX® tool with-
out BMD and FRAX® without BMD considering CKD
as secondary osteoporosis. We evaluated the area un-
der the ROC curves (AUC) for each model of FRAX®.
Results: Median follow-up time was 7.5+3 years. Mean
age at the beginning of follow-up was 65.4+9.8 years
old and most patients were male (79.6%). Median glo-
merular filtration rate was 28.5 ml/min/1.73m2 (22-
33), 20 patients (37%) progressed to dialysis and 5 pa-
tients (9.3%) died.

Median FRAX® was 3.2% (1.9-5.1) for major fracture
risk and 0.9% (0.4-1.9) for hip fracture risk. When
including CKD as secondary osteoporosis, median
FRAX® was 4.6% (2.7-7.6) for major fracture risk and
1.5% (0.6-3.4) for hip fracture. A total of 14 (25.9%)
patients achieved the intervention threshold (FRAX®
major fracture risk >11% and/or hip fracture risk
>3%) when including CKD as secondary osteoporosis,
but only 3 patients were in the high-risk group with
FRAX® without adjustments.

Two patients sustained clinical evident fractures. Ra-
diographies of 51 patients were reviewed and asymp-
tomatic vertebral fractures were identified in 3 (5,9%).
High-fracture risk calculated by FRAX® was more
prevalent in the group who sustained fractures, but
this difference was only statistically significant when
considering CKD as secondary osteoporosis (80% vs
22.7%, p=0.019).

Area under the curve (AUC) for FRAX® for major
fracture risk without adjustments was 0.886 (CI 95%
0.781-0.992) and 0.882 (CI 95% 0.777-0.987) with
CKD as secondary osteoporosis. For hip fracture risk,
AUC for FRAX® without adjustments was 0.814 (95%
CI 0.671-0.956) and with CKD as secondary osteopo-
rosis 0.820 (95% CI 0.685-0.956). The sensitivity for
the prediction of occurrence of fractures by FRAX®

was higher when including CKD as secondary osteo-
porosis (80% vs 20%) and so was the negative predic-
tive value (97.1% vs 91.3%, table 1).

Conclusion: FRAX® (without BMD), independently
of the inclusion of CKD as secondary osteoporosis,
showed an overall good diagnostic accuracy for pre-
dicting fractures in predialysis CKD. However, consid-
ering CKD a cause of secondary osteoporosis improved
the sensitivity of FRAX® in this population.

051 - LOCAL GLUCOCORTICOID
INJECTIONS AND THE RISK OF
SECONDARY ADRENAL INSUFFICIENCY:
A SINGLE-CENTER PROSPECTIVE STUDY
Mariana Diz-Lopes 1.2 Helena Ferreira®, Teresa Martins-
Rocha' ?, Sandra Belo’, Pedro Madureira', Raquel Miriam
Ferreira"?, Salomé Garcia?, Sara Ganhao', Maria Seabra
Rato"?, Bruno Miguel Fernandes" 2, Joana Queirés®, Lucia
Costa!

'"Rheumatology Department, Centro Hospitalar de

Sao Jodo, Porto, Portugal, “Department of Medicine,
Faculty of Medicine, University of Porto, Porto,

Portugal, *Endocrinologia, Centro Hospitalar e
Universitario de Sao Jodo, Porto, Portugal

Background: Local glucocorticoid injections (LCI) are
commonly used in rheumatic patients. Even though
their safety profile is better than systemic glucocor-
ticoids (GC), a small proportion of injected GC can
reach systemic circulation and have an impact on the
hypothalamic-pituitary-adrenal axis (HPAA). Studies
have reported an incidence of secondary adrenal in-
sufficiency (SAD after LCI between 20-50%. Multiple
injections, higher doses, triamcinolone acetonide, in-
flammatory arthropathies and concomitant treatment
with strong cytochrome P450 3A4 inhibitors contrib-
ute to a higher risk of SAL

Objectives: To evaluate the incidence and persistence
of SAT in patients submitted to LCI and identify possi-
ble predictors for SAL
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TO 051 - TABLE 1. Serum matinal cortisol and ACTH levels of patients at baseline and at
different timepoints.
Time Week 2 Week 4 Week 8 Week 12
Patient  Cortisol ACTH Cortisol ACTH Cortisol ACTH Cortisol ACTH Cortisol ACTH
1 14,3 18,7 14,9 16 12,1 9,9 15,9 17,9 N/A N/A
2 16 10 15,2 5,7 16,3 1M 18,9 6,8 N/A N/A
3 10,6 13,1 8,5 16,2 12,1 11,3 10,8 24,9 8,7 11,2
a4 12,8 13,5 15,6 11 14,7 11,5 15,2 10,6 19,2 12,6
5 15,7 30,9 14,3 30,6 16,8 18,1 10,7 25,8 15,9 23
6 14,6 29,1 16,3 26,2 12,1 18,7 17,6 43,2 12,9 22,5
7 28,3 28,2 26,5 18 16,6 22,8 14,4 15,5 34 55
8 14,4 12,5 15,6 12,5 20,6 5,7 18,5 13 13,1 16,3
9 11,3 24,2 10,7 22,5 N/A N/A 12,6 34 11,9 20,1
10 17,3 21,2 17,4 24 12,7 13,4 17,7 30,6 13,9 18,1
11 15,8 61,8 17,5 49,2 15,5 42,3 15,3 54,7 18,4 55,5
12 20,5 28,3 20 28,4 20,2 27,3 17,6 23,2 18,1 21,6
13 13,6 30,5 17,2 26,8 12 19,6 11,7 22,7 11,3 22
14 16,1 19,6 15,1 22,7 17,4 31,4 21,5 25,6 16,7 44
Footnote: ACTH - adrenocorticotropic hormone

Methods: Prospective single-center study. Patients
were recruited sequentially from the rheumatology de-
partment between october 2023 and february 2024 if
they had an indication for an intra-articular or peri-ar-
ticular GC injection. Exclusion criteria included having
had a LCI or systemic, topical, nasal spray, eye drops
and inhalation of steroid compounds in the previous 3
months or during the follow-up. After informed con-
sent, patients were submitted to an ultrasound guided
LCI and measurements of morning serum adrenocorti-
cotropic hormone (ACTH) and cortisol were obtained
prior to the injection (week 0) and at weeks 2, 4, 8 and
12. Cortisol levels of <11.2ug/dL were considered for
risk and <5.5pg/dL for high risk of SAL

Results: Fourteen patients were included, two were
lost to follow-up at week 12, and one patient missed
the evaluation at week 4. Mean age was 59.43+9.37
years and 71.4% were female. Most patients had axial
spondyloarthritis (n=4) and rheumatoid arthritis (n=3).
Seven LCI were peri-articular (50%), 5 intra-articu-
lar (35.7%) and 2 (14.3%) patients were submitted to
shoulder hydrodistension. Methylprednisolone acetate
(MPA) in the median dosage of 40mg (20-40) was the
GC used in 11 (78.6%) and triamcinolone hexaceton-
ide 20mg) in 3 (21.4%) patients.

All participants had normal serum morning cortisol at
baseline. Three patients (21.4%) had a morning corti-
sol level <11.2ug/dL at some point during follow-up,
but none had levels <5.5pg/dL (table 1). A 63-year-old
man with radiographic spondyloarthritis submitted to
a LCI of the subacromial-subdeltoid bursa with 40mg
of MPA had a cortisol of 8.5ug/dL at week 2, with
normalization between weeks 4 to 8 and recurrence

at week 12 (8.7pg/dL). An additional measurement
was performed at week 20, and morning cortisol was
10.8pg/dL. During follow-up he had no symptoms sug-
gestive of SAI. Two other patients had isolated values
of cortisol <11.2pg/dL, with subsequent normalization
(patient 5: 10.7pg/dL at week 8; patient 9: 10.7ug/dL at
week 2). There were no significant differences between
cortisol levels at baseline and at weeks 2,4,8 and 12 (p=
0.753, p=0.925, p=0.925, p=0.433, respectively).
Conclusion: To the best of our knowledge, this is the
first study to report the incidence and persistence of
SAT after LCI evaluated until week 12. Median cortisol
levels were similar throughout the defined timepoints.
The patient that was at risk of SAI showed low morning
cortisol levels at week 2 with recrudescence at week
12, suggesting that there is a continuous and variable
absorption of the GC from the injected joint over time.
The type and doses of GC used, and the precision pro-
vided from the use of ultrasound to guide LCI may
have contributed to the low incidence of SAIL Due to
the low number of participants, we could not find sig-
nificant predictors for SAL

054 - CLINICAL AND IMMUNOLOGICAL
FEATURES OF PRIMARY SJOGREN’S
SYNDROME WITH ARTICULAR
INVOLVEMENT: RESULTS FROM A
PORTUGUESE TERTIARY CENTER

Maria Jodo Cadorio!, Ana Isabel Maduro', Ana Rita Prata?,
Jodo Alexandre Oliveira!, Catia Duarte!, Ines LY >* JAP da
Silva'?

'"Rheumatology Department, Unidade Local de Saude de
Coimbra, Coimbra, Portugal, ‘Rheumatology Department,
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Unidade Local de Saiude Regido de Aveiro, Aveiro,
Portugal, *Faculdade de Medicina, Universidade de
Coimbra, Coimbra, Portugal, *Faculdade de Ciéncias da
Saude, Universidade da Beira Interior, Covilha, Portugal

Background: Primary Sjogren’s syndrome (pSS) is a
complex and heterogeneous disorder characterized
by a wide spectrum of glandular and extraglandular

features.(1) Articular involvement (AI) is frequent and
usually mild, but such manifestations have been asso-
ciated with pluri-systemic involvement in pSS.(2) Data
regarding Al in pSS patients, including its prevalence
and associated features, is scarce.

Objectives: To characterize articular involvement in
patients with pSS and identify associated features.
Methods: Cross-sectional study in a tertiary sin-

TO 054 - TABLE 1. Frequency of pSS-associated clinical manifestations, comorbidities, and serological
characteristics in patients with and without articular involvement

Whole

Cohort
n = 155 (100%)

Age at time of study median (IQR) 61.0 (20.0)
Age at pSS diagnosis median (IQR) 53.3 (22.5)
Sex (n [%])
- Female 145 (93.5)
- Male 10 (6.5)
Clinical features [n (%)]
- Xerophthalmia 152 (98.1)
- Xerostomia 145 (93.5)
- Parotitis 22 (14.2)
- Parotid gland enlargement 16 (10.3)
- Lymphadenopathies 10 (6.5)
- Raynaud’s phenomenon 29 (18.7)
- Neurological involvement 5(3.2)
- Renal involvement 6(3.9)
- Cutaneous involvement 28 (18.1)
- Pulmonary involvement 15 (9.7)
Previous or current treatments [n (%)]
- NSAIDs 27 (174)
- Immunosuppression 70 (45.2)
- Hydroxychloroquine 58 (37.4)
- Methotrexate 3(1.9
- Leflunomide 1(0.6)
- Azathioprine 8(5.2)
- Mycophenolate mofetil 3(1.9
- Prednisolone 20 (12.9)
* Prednisolone dose (median (IQR)) 09 44
Other common comorbidities and clinical
manifestations [n (%)]
- Lymphoma 9(5.8)
- Fibromyalgia 44 (28.4)
- Chronic fatigue 53 (34.2)
- Depression 58 (37.4)
- Osteoporosis 25 (16.1)
Laboratory features [n (%)]
- Leukopenia (<3.5x10°L) 58 (374)
- Lymphopenia (<1.5x10°L) 50 (32.3)
- Thrombocytopenia (<150x10°L) 19 (12.2)
- Hypergammaglobulinemia 95 (61.3)
- Hypocomplementemia 37 (23.9)
- Antinuclear antibodies 154 (99.4)
- Anti-Ro/SSA positive 141 (91.0)
- Anti-La/SSB positive 74 (47.7)
- Rheumatoid factor 77 (49.7)
ESSDAI median (IQR) 0.9 (2.8
Inpatient admission ( 1) 31 (20.0)

With Articular Without Articular
Involvement Involvement
n = 55 (35.5%) n = 100 (64.5%)
57.0 (22.0) 64.0 (18.0) 0494
49.0 (24.0) 55.2 (20.3) 0.084
54 (98.2) 91 (91.0) 0.098
1(1.8) 9 (9.0)
53 (96.4) 99 (99.0) 0.254
49 (89.1) 96 (96.0) 0.094
7(12.7) 15 (15.0) 0.698
4(7.3) 12 (12.0) 0.355
3(5.5) 7 (7.0) 0.708
15 (27.3) 14 (14.0) 0.043
1(1.8) 4 (4.0) 0455
3(5.5) 3(3.0) 0.574
13 (23.6) 15 (15.0) 0.181
9 (16.4) 6 (6.0) 0.037
15 (27.3) 12 (12.0) 0.018
33 (60.0) 37 (37.0) 0.006
27 (49.1) 31 (31.0) 0.026
2 (3.6) 1(1.0) 0.254
1(1.8) 0(0.0) -
3(5.5) 5(5.0) 0.903
1(1.8) 2(2.0) 0.937
12 (21.8) 8 (8.0) 0.014
12 (2.8 0.7 (5.1) 0.010
4(7.3) 5 (5.0) 0.563
17 (30.9) 27 (27.0) 0.606
20 (36.4) 33 (33.0) 0.704
18 (32.7) 40 (40.0) 0.371
7(12.7) 18 (18.0) 0.393
22 (40.0) 36 (36.0) 0.622
18 (32.7) 32 (32.0) 0.926
6 (10.9) 13 (13.0) 0.717
32 (58.2) 63 (63.0) 0.790
13 (23.6) 24 (24.0) 0.911
54 (98.2) 100 (100.0) 0.176
49 (89.1) 92 (92.0) 0.545
27 (49.1) 47 (47.0) 0.803
33 (60.0) 44 (44.0) 0.064
0.8 2.5 0.9 (3.0) 0.614
19 (34.5) 12 (12.0) 0.007

IQR: Interquartile range.
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gle-center including pSS patients fulfilling the ACR/
EULAR 2016 and/or AECG 2002 classification criteria.
Demographic features, clinical manifestations, comor-
bidities, treatment, and immunological characteristics
were collected and compared between the groups. Al,
defined as inflammatory arthralgias or arthritis attrib-
utable to the disease(3), was ascertained by clinical
assessment and/or articular ultrasound during the fol-
low-up. Articular activity at the last visit was assessed
through Disease Activity Score-28 (DAS28-CRP).
Sjogren’s syndrome disease activity index (ESSDAI)
score was used to evaluate disease activity. The con-
tinuous variables were described as means or medians,
according to distribution. Categorical variables were
expressed in percentages. The Chi-squared test/Fisher
test and Mann—Whitney U-test were used to compare
categorical and continuous variables, respectively. A
p-value <0.05 was considered statistically significant.
Results: 155 pSS patients were included [female:
93.5%, median age 61.0 (IQR 20.0) years]. The median
ESSDALI score was 0.9 (IQR 2.8). Al was registered in
35.5% (n=55) of patients, with a median disease mani-
festation time of 8.0 (IQR 13.0) years. Of these, 85.5%
(n=47) presented inflammatory arthralgias, and 40.0%
(n=22) had arthritis at any point during the disease.
Hands and wrists were the most frequently involved
joints, affecting 83.6% (n=46) of the patients with
Al Most patients presented a symmetrical polyartic-
ular pattern (63.6%). No patients presented erosions.
The median DAS28-CRP score at the last visit was 0.2
(IQR 0.9). pSS-AI group showed a higher frequency of
some clinical features, such as Raynaud’s phenomenon
(273% vs 14.0%, p=0.043) and pulmonary involve-
ment (16.4% vs 6.0%, p=0.037). Significant differenc-
es were found regarding treatment, with the pSS-AI
group demonstrating a higher use of NSAIDs (27.3
vs 12.0%, p=0.018) and immunosuppressive drugs
(60.0% vs 37.0%, p=0.006), including hydroxychlo-
roquine (49.1% vs 31.0%, p=0.026) and prednisolone
(21.8% vs 8.0%, p=0.014). Furthermore, these patients
also had a higher frequency of hospitalization (34.5%
vs 12.0%, p=0.007). No other statistically significant
differences were found between the groups concerning
demographic, glandular and immunological character-
istics (Table 1).

Conclusion: Al was reported in 35.5% of our 155 pa-
tients with pSS, with 40.0% of them presenting with
arthritis. These patients showed a higher frequency of
Raynaud’s phenomenon and pulmonary involvement.
Additionally, they had increased use of NSAIDs and
immunosuppressive agents, as well as higher rates of
hospitalization. This subgroup may require more fre-
quent monitoring, early appropriate treatment and
pulmonary involvement screening.

056 - O IMPACTO DO BLOQUEIO
NERVOSO SUPRAESCAPULAR NA
OMALGIA CRONICA: EXPERIENCIA DE
UM CENTRO

Mariana Diz-Lopes %, Daniela Oliveira' >, Francisco
Silva', Ana Martins" 2, Pedro Madureira!, Sofia Pimenta’?,
Miguel Bernardes' ?, Carlos Vaz"* >, Lucia Costa', Teresa
Martins-Rocha'

'"Rheumatology Department, Centro Hospitalar de Sao
Jodo, Porto, Portugal, “Department of Medicine, Faculty of
Medicine, University of Porto, Porto, Portugal, *Center for
Health Technology and Services Research (CINTESIS),,
Faculdade de Medicina da Universidade do Porto, Porto,
Portugal, Porto, Portugal

Introducao: A omalgia crénica (=3 meses de evolucédo)
¢ uma condicdo frequente com um impacto funcional,
social e economico significativos. Pode originar-se em
diferentes estruturas anatémicas do ombro e as opcoes
terapéuticas podem incluir tratamento farmacologico,
infiltracoes locais ou tratamento fisiatrico. O nervo su-
praescapular enerva aproximadamente 70% das fibras
sensoriais do ombro e o bloqueio nervoso supraescapu-
lar (BNS) pode ser um tratamento alternativo na omal-
gia cronica refrataria a tratamentos convencionais.
Objetivos: Implementar o BNS ecoguiado e avaliar o
seu beneficio clinico e funcional na omalgia crénica ao
longo de 12 semanas.

Métodos: Estudo piloto observacional prospetivo entre
junho de 2022 e maio de 2024. Doentes adultos com
omalgia crénica foram submetidos a BNS ecoguiado
com ropivacaina 0.2% (4 mL) e acetato de metilpred-
nisolona (40 mg, 1ml). Foram excluidos doentes que
tinham feito tratamento fisiatrico dirigido ao ombro ha
menos de 6 meses, infiltracdo dirigida ao ombro nos
3 meses anteriores e com histéria prévia de cirurgia
ao ombro. Foram colhidos dados sociodemograficos
e realizada a caracterizacdo da omalgia, exame obje-
tivo (amplitudes de movimento ativas e palm up test)
e ecografia musculoesquelética do ombro. Aplicou-se a
Escala Numérica de Dor (END) e a versdo portuguesa
da escala de dor e funcdo do ombro Oxford Shoulder
Scale (OSS) no momento inicial e nas semanas 1,4 e 12
apos o BNS. Para avaliar as diferencas na END e OSS
entre o inicio e os diferentes momentos foi utilizado o
Wilcoxon Signed-rank test.

Resultados: Um total de 13 doentes foram incluidos, a
maioria (53.8%) do sexo masculino. A média de idades
foi 66.6£10.8 anos e a maioria dos doentes tinham an-
tecedentes de doenca reumadtica inflamatoria (66.7%)
incluindo artrite reumatoide (n=3), artrite psoriatica
(n=2), sindrome de Sjogren (n=2) e ltpus eritemato-
so sistémico (n=1). No que diz respeito a etiologia da
omalgia, 6 doentes (46.2%) apresentavam rotura com-
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pleta da coifa dos rotadores. A amplitude global do om-
bro foi considerada diminuida em 61.5% dos doentes e
o teste palm up foi positivo em 9 (69.2%).

Ao longo das 12 semanas apés o BNS houve uma re-
ducao da intensidade da omalgia em repouso, em mov-
imento e noturna (tabela 1). Esta reducdo foi estatisti-
camente significativa as 1 e 4 semanas, no que diz res-
peito a dor em repouso e dor noturna (p=0.005 e 0.011,
respetivamente). Embora se observe este efeito até as
12 semanas, os resultados nao foram estatisticamente
significativos. Além disso, observou-se uma melhoria
da funcionalidade do ombro (avaliada pela escala OSS)
significativa na primeira semana (p=0.033), manten-
do-se este efeito no primeiro més, mas com agrava-
mento ulterior até a 12% semana.

Os doentes foram estratificados relativamente a pre-
senca de doenca reumatica e a presenca ou nao de
rotura tendinosa completa, ndo existindo diferencas
estatisticamente significativas nas escalas END e OSS
no momento inicial e no final do seguimento, nestes
subgrupos.

Ao longo do periodo de follow-up nao foram reporta-
dos eventos adversos.

Conclusio: Este estudo permitiu a implementacdo do
BNS num centro de reumatologia como uma alterna-
tiva terapéutica na omalgia cronica e o procedimento

TO 056 - TABLE 1. Caracterizacao da
intensidade da omalgia (END) e funcionalidade
do ombro (OSS) nos diferentes momentos
avaliados

Caracteriza¢do da omalgia Momento
Momento inicial | Semanal | Semana4 | Semana 12
Mediana, (VIQ)
N=13 N=13 N=11 N=10
END em repouso 5.0 1.0 1.0 1.0
(2.5-8.5) (0-4.0) (0-5.0) (0-5.5)
p=0.005 p=0.011 p=0.075
END em movimento 7.0 50 5.0 55
(3.5-8.5) (3.0-8.0) (3.0-8.0) (1.5-8.3)
p=0.190 | p=0.291 p=0.355
END noturna 8.0 3.0 5.0 6.5
(5.0-9.5) (0-7.5) (3.0-5.0) (2.3-83)
p=0.015 p=0.037 p=0.283
0SS total 29.0 34.0 30.0 215
(20.5-37.0) (29.5-42.0) | (19.0-42.0) | (14.0-46.0)
p=0.033 p=0.722 p=0.508

VIQ: variancia interquartil; END: Escala Numérica da Dor; OSS: Oxford
Shoulder Scale

demonstrou ser seguro e bem tolerado pelos doentes.
O BNS ecoguiado com ropivacaina e metilprednisolo-
na em doentes com omalgia cronica associou-se a uma
melhoria na intensidade da dor até as 12 semanas e do
impacto funcional no primeiro més. A pequena amos-
tra incluida limita as conclusdes sobre o potencial de
beneficio deste procedimento.

058 - RHEUMATIC IMMUNE-RELATED
ADVERSE EVENTS ASSOCIATED WITH
IMMUNE CHECKPOINT INHIBITORS: A
DESCRIPTIVE STUDY REGARDING THE
EXPERIENCE OF A RHEUMATOLOGY-
ONCOLOGY CONSULTATION

Mariana Diz-Lopes 2, Miguel Correia Natal', Lucia Costa',
Georgina Terroso', Teresa Martins-Rocha'?
'Rheumatology Department, Centro Hospitalar de Séo
Jodo, Porto, Portugal, *Department of Medicine, Faculty of
Medicine, University of Porto, Porto, Portugal

Introduction: Immune checkpoint inhibitors (ICIs)
are antibodies targeting inhibitory molecules on T
cells, such as programmed cell death protein 1 (PD-1),
programmed cell death ligand 1 (PD-L1) or cytotoxic
T-lymphocyte-associated protein (CTLA-4) and in the
last decade have improved prognosis and survival in
several cancers. As a consequence of the non-specific
activation of T-cells, ICIs are also associated with im-
mune-related adverse events (irAEs), including rheu-
matic irAEs, which can occur in 5-10% patients.

At our institution, since 2021, there is a multidisci-
plinary referral process between Rheumatology and
Oncology to evaluate patients under ICIs with suspect-
ed rheumatic irAEs.

Objectives: To describe the experience with rheumatic
irAEs secondary to ICI in a Portuguese rheumatology
center.

Methods: Descriptive retrospective study. All adult pa-
tients with suspected rheumatic irAEs secondary to ICI
referred to a specialized appointment of Rheumatolo-
gy-Oncology between July 2021 and June 2024 were
included. Data was collected from the clinical regis-
tries.

Results: A total of 12 patients were evaluated, with a
median follow-up time of 9 months (3.0-11.8). Mean age
was 66.3 (7.8) years, most patients were male (66.7%),
and the majority had either lung cancer (n=4) or mel-
anoma (n=3). Pembrolizumab (n=3) was the most used
agent, followed by durvalumab (n=2), nivolumab (n=2),
avelumab (n=2), a combination regimen of nivolumab
and ipilimumab (n=2) and atezolizumab (n=1). Four
patients had a previously diagnosed rheumatic dis-
ease, namely rheumatoid arthritis (RA), psoriatic ar-
thritis, gout and undifferentiated oligoarthritis. Of the
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TO 058 - TABLE 1. Description of the patients with rheumatic irAEs.
Age Sex Malignancy (=]} Previous Rheumatic Tenosynovitis = Other irAEs = Latency of us CRP at RF ANAs Treatment Improvement IC1 held
rheumatic IrAEs rheumatic = evidence = onset (U/mL) ENAs with treatment ~ for IrAEs
disease IrAEs of (mg/L) ACPA
(days) | synovitis (U/mL)
1/1000
62 M Lung Durvalumab N/A PMR-like No N/A 180 N/A 41 Negative Negative Systemic GC Yes No
Symmetric 403 1/1000
69 F Lung Durvalumab RA polyarthritis Yes N/A 40 Yes 176.1 820 Negative Systemic GC Yes Yes
Nivolumab + Symmetric " Systemic GC +
54 M Melanoma Ipilimumab N/A polyarthritis Yes N/A 58 Yes 1013 Negative Negative Suifsssalazine Yes Yes
74 M | Urothelial Avelumab N/A Sv::'fm N/A Psoriasis 49 N/A 62  Negative = Negative =~ Symptomatic Yes p:?;n(a':;)
Symmetric 1/640
7% M Gastric Nivolumab N/A ; No Rash 149 N/A 778 Negatve  Ant-  Systemic GC Yes Yes
polyarthritis it
Symmetric 1/320
56 F Tongue Nivolumab N/A polyarthritis Yes N/A 119 Yes 6.2 Negative Negative Systemic GC Yes No
64 M Renal 'f"f""""‘b’ Gout Monoarthritis No N/A 4 N/A 356 | Negatve | (1/540 | Intre-articular Yes No
pilimumab Negative
68 M Lung Unspecified | Asymmetric No Systemic 390 N/A 14690 Negative  Negative  Systemic GC Yes Yes
8
78 M Urothelial Avelumab N/A PMR-like No Rash 40 N/A 515 N/A N/A Systemic GC Yes No
Footnote: ICI — immune checkpoint inhibitor; irAEs — immune-related adverse events; US — ultrasound; CRP — c-reactive protein; RF —
rheumatoid factor; ACPA - anti-citrullinated protein autoantibodies; ANAs — antinuclear antibodies; ENAs - extractable nuclear antigen
antibodies; M — male; F — female; N/A: - not applicable; RA — rheumatoid arthritis; GC - glucocorticoids

referred 12 patients, 2 patients had osteoarthritis, 1 pa-
tient had a sensitive polyneuropathy secondary to ICIs
and 9 (75%) had rheumatic irAEs. Three patients died
during follow-up, due to the oncological disease.
When examining the 9 patients with rheumatic irAEs
(table 1), 4 patients presented with symmetric poly-
arthritis, 2 with a polymyalgia rheumatica-like syn-
drome, 1 with sicca syndrome, 1 with knee monoar-
thritis and 1 with asymmetric oligoarthritis. Of these,
3 patients had previously diagnosed rheumatic diseas-
es and were considered to have a RA flare, a gout flare,
and an exacerbation of a previously diagnosed undif-
ferentiated oligoarthritis, respectively. Alongside the
rheumatic irAEs, four patients had additional irAEs:
psoriasis, an unspecified rash, pneumonitis and mul-
tiple manifestations (anemia, diarrhea, and peripheral
edema). The time from start of ICI therapy to onset of
rheumatic irAEs was variable, ranging from 40 to 390
days (median 58 days).

ICI was withdrawn due to irAEs in 5 (55.5%) patients.
Most patients (n=6, 75%) were treated with systemic
glucocorticoids, one patient required additional thera-
py with sulfasalazine, an intra-articular glucocorticoid
injection was performed in another patient and the pa-
tient with sicca syndrome was adequately controlled
with artificial tears and saliva. Clinical improvement
was observed in all patients during follow-up.
Conclusion: Our results are in line with current
knowledge and show that rheumatic irAEs that devel-
op in cancer patients under ICIs can occur either as a
flare of a previously known rheumatic disease or as a
de novo manifestation. Almost all patients showed an
adequate response to glucocorticoids, but ICIs had to
be held in half. Given the important decisions regard-
ing immunotherapy discontinuation and the starting
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of immunosuppression, a multidisciplinary approach
should be pursued in these patients.

068 - CLINICAL AND IMMUNOLOGICAL
FEATURES OF PRIMARY SJOGREN’S
SYNDROME WITH CUTANEOUS
MANIFESTATIONS: RESULTS FROM A
PORTUGUESE TERTIARY CENTER

Adriana Carones', Maria Jodo Cadorio', Ana Isabel
Maduro', Ana Rita Prata?, Ines L"3, JAP da Silva'*
!Servico de Reumatologia, Centro Hospitalar e
Universitario de Coimbra, Coimbra, Portugal, *Servico
de Reumatologia, Centro Hospitalar do Baixo Vouga,
E.P.E., Aveiro, Portugal, *Faculdade de Ciéncias da Saude,
Universidade da Beira Interior, Covilha, Portugal, “Faculty
of Medicine, University of Coimbra, Coimbra, Portugal

Background: Primary Sjogren syndrome (pSS) is a
chronic autoimmune inflammatory disease that mainly
affects the exocrine glands and strongly associated with
anti-SSA(Ro) and anti-SSB autoantibodies (1). Notably,
in patients with lupus, anti-SSA(Ro) is a major risk fac-
tor for rashes, namely subacute cutaneous lupus, neo-
natal lupus and photosensitive rashes. However, in pSS,
reported cutaneous manifestations are annular erythe-
ma, alopecia, angular cheilitis and eyelid dermatitis (2).
Objectives: To characterize cutaneous manifestations
in patients with pSS and identify associated features.

Methods: Cross-sectional study in a tertiary single cen-
ter including pSS patients fulfilling the ACR/EULAR
2016 and/or AECG 2002 classification criteria. Demo-
graphic features, clinical manifestations, comorbidities
and immunological characteristics were collected and
compared between groups. Cutaneous manifestations
were defined based on clinical evaluation by a der-
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matologist and/or histological examination. Sjogren’s
syndrome disease activity index (ESSDAI) score was
considered to assess disease activity. The continuous
variables were described as means or medians, ac-
cording to distribution. Categorical variables were ex-
pressed in percentages. The Chi-squared test/Fisher
test and Mann—Whitney U-test were used to compare
categorical and continuous variables. A p-value <0.05
was considered statistically significant.

Results: 152 pSS patients were included [female:
93.4%, median age: 61 (IQR 20.0) years]. The median
ESSDAT score was 0.88 (IQR 2.8). Cutaneous manifes-
tations were registered in 17.1% (n =26) of the patients
and cutaneous small-vessel vasculitis was the most
frequent feature (n =13; 8.6%). Other cutaneous mani-
festations included annular erythema (n =9; 5.9%), er-

ythema nodosum (n =2; 1.3%), alopecia (n =2; 1.3%),
eyelid dermatitis (n =1; 0.7%), angular cheilitis (n =1;
0.7%), and chilblains lupus (n =1; 0.7%). Patients with
cutaneous small-vessel vasculitis presented more fre-
quently with Raynaud phenomenon (38.5% vs 17.3%,
p=0.041), renal involvement (15.4% vs 2.9%, p=0.020)
and cryoglobulinemia (38.5% vs 9.4%, p=0.038) (Table
1). No other statistically significant differences were
found between patients with and without cutaneous
manifestations concerning demographic, clinical and
laboratory features.

Conclusion: In this cohort with 152 patients with pSS,
cutaneous manifestations were reported in 17.1%. Cu-
taneous small-vessel vasculitis was the most frequent
(8.6%) and associated with Raynaud’s phenomenon,
renal involvement, and cryoglobulins.

TO 068 - TABLE 1. Frequency of pSS-associated clinical manifestations, comorbidities, and
serological characteristics in patients with and without cutaneous small-vessel vasculitis. IQR:
Interquartile range
Whole Cutaneous Vasculitis Without Cutaneous
Cohort n = 13 (8.6%) Vasculitis
n =152 (100%) n = 139 (91.4%)
Age at time of study median (IQR) 61.0 (20.0) 54.5 (23.0) 61.0 (20.3) 0.250
Age at pSS diagnosis median (IQR) 52.3(22.2) 492 (23.2) 52.0 (22.1) 0.319
Sex (n [%])
- Female 142 (93.4) 13 (100) 129 (92.8) 0.334
- Male 10 (6.6) 0(0) 10 (7.2)
Clinical features [n (%)]
- Xerophthalmia 150 (98.7) 13 (100) 137 (98.6) 1.000
- Xerostomia 142 (93.4) 13 (100) 129 (92.8) 1.000
- Parotitis 22 (14.5) 1(7.7) 21 (15.1) 0.676
- Parotid gland enlargement 16 (10.5) 1(7.7) 15 (10.8) 1.000
- Lymphadenopathies 10 (6.6) 1.7 9 (6.5) 0.184
- Arthritis 22 (14.5) 2 (15.4) 20 (14.4) 0.640
- Raynaud’s phenomenon 29 (19.1) 5(38.5) 24 (17.3) 0.041
- Neurological involvement 5(3.3) 0 (0) 5G4 1.000
- Renal involvement 6 (3.9 2(154) 4.9 0.020
- Pulmonary involvement 15 (9.9) 1(7.7) 14 (10.0) 0.470
Other common comorbidities and clinical
manifestations [n (%)]
- Lymphoma 8 (5.3) 0 (0) 8(5.8) 0.391
- Fibromyalgia 43 (28.3) 4(30.8) 39 (28.1) 0.770
- Depression 56 (36.8) 8 (61.5) 48 (34.5) 0.104
- Osteoarthritis 43 (28.3) 2(15.4) 41 (29.5) 0.362
- Osteoporosis 25 (16.4) 1(7.7) 24 (17.3) 0.419
Laboratory features [n (%)]
- Leukopenia (<3.5x10°L) 58 (38.2) 6 (46.2) 52 (37.4) 0.538
- Lymphopenia (<1.5x10°L) 51 (33.6) 4(30.8) 47 (33.8) 0.959
- Thrombocytopenia (<150x10°L) 19 (12.5) 3(3.1) 16 (11.5) 0.186
- Hypergammaglobulinemia 94 (61.8) 10 (76.9) 84 (60.4) 0.536
- Hypocomplementemia 36 (23.7) 323.1) 33(23.9) 0.944
- Cryoglobulinemia 18 (11.8) 5(38.5) 13 (9.4) 0.028
- Antinuclear antibodies 151 (99.3) 13 (100) 138 (99.3) 1.000
- Anti-Ro/SSA positive 138 (90.8) 13 (100) 125 (89.9) 0.605
- Anti-La/SSB positive 73 (48.0) 8 (61.5) 65 (46.8) 0.556
- Rheumatoid factor 77 (50.7) 9 (69.3) 68 (48.9) 0.547
ESSDAI median (IQR) 0.88 (2.8) 0.88 (2.9) 0.58 (1.4) 0.866
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AND QUALITY OF LIFE OF OLDER
ADULTS WITH HIP FRACTURE
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Introduction: Hip fractures are one of the major con-
sequences of osteoporosis in the older population, rep-
resenting a global public health concern[1]. Although
most of these patients were independently living before
the fracture, many patients do not regain pre-fracture
function. This study aimed to characterize the func-
tional ability, functional mobility, and quality of life of
older adults with a hip fracture in a Portuguese Hos-
pital.

Methods: Older adults with stable trochanteric frac-
ture surgically stabilized with cephalomedullary nails
(=8, 79+10y.0./5 females) who were admitted to
the ULS SJosé CRI-TO and were aged >65y.0., with-
out cognitive impairment (Montreal Cognitive As-
sessment [MoCA]>22) and could walk independent-
ly, were recruited. Functional ability was tested at 1
month (pre-fracture function), 3 months (3M), and 6
months (6M) post-surgery (post-op), through the Hip
Disability and Osteoarthritis Outcome Score-HOOS.
The Timed Up and Go Test (TUG) was performed to
measure functional mobility and EQ5D to assess the
health-related quality of life (HRQoL), at 3M and 6M
post-op. Differences in HOOS dimensions, EQ5D,
and TUG were determined between timepoints using
t-tests (0=0.05).

Results: The HOOS score at 6M post-op significantly
decreased in all its dimensions [pain, symptoms, ac-
tivities of daily living (ADL), sports/recreational activ-

ities (Sport/Rec), and QoL] compared to the pre-frac-
ture period (Fig.1). The biggest difference was found
in HOOS-QoL dimension (p<0.01). The mean EQS5D
at 3M was 0.73 and 0.85 at 6M, increasing significantly
from 3M to 6M (p<0.001). At 3M post-op, the partic-
ipants performed a 195’ TUG and a 17s at 6M, mean-
ing no differences between the 2 timepoints post-op
(p=0.58).

Fig. 1. Functional ability at pre-fracture, 3M, and 6M
post-op (*p<0.05;*#<0.01;***<0.001).

Discussion: The older hip fracture adults didnt achieve
their pre-fracture function level at 6M post-surgery, the
period in which much of the recovery has been shown
to occur[2]. The HOOS-QoL showed a more significant
reduction, but the lowest average score was found in
the sports/recreational dimension, representing the
most strenuous activities. Although all dimensions had
improved during the post-op period, none reached the
pre-fracture scores. These results are in line with other
studies(3], although the scores were generally higher
in our study. Still, it is important to note that we only
included patients with stable trochanteric fractures.
The HRQoL at 6M post-op also remained below what
is considered “perfect health” (=1). While the TUG has
not improved significantly from 3M to 6M, it represents
better functional mobility when compared to the re-
sults in the other study mentioned[3] (TUG=22.5s),
although above the value (12s) of which there is con-
sidered to be a high risk of falling for older adults.

In conclusion, older hip fracture patients presented
lower functional ability than before the fracture and
a high risk of falling 6M after surgery, which seems to
affect their HRQoL.
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070 - UPADACITINIB TREATMENT IN
MODERATE TO SEVERE RHEUMATOID
ARTHRITIS PATIENTS; REAL WORLD
DATA FROM THE PORTUGUESE REGISTRY
REUMA.PT - RAPORT STUDY

Lidia Teixeira', Miguel Bernardes*?, Carlos Marques-
Gomes*?, Catarina Tenazinha®, Graca Sequeira®, Célia
Ribeiro®, Joaquim Polido Pereira™®, Ana Catarina Duarte®
¢, Susana Fernandes'®, Maria Pontes Ferreira'!, Jodo Lagoas
Gomes'?, Couto M"?, Paula Valente', Patricia Nero", Ana
Bento da Silva'® '8 Filipe Aragjo'®, P Pinto?, Carlos
Costa?!, Carolina Vilafanha??, Catia Duarte?’, Ana Valido*,
Filipa Farinha®’, Jodo Madruga Dias*, Ana Margarida
Correia?, Filipe Barcelos®®, Patricia Martins®, Rodrigues
AMSO, 31,32

'Servico de Reumatologia, Hospital Central do Funchal,
Funchal, Portugal, ‘Rheumatology Department, Unidade
Local de Satde de Séo Jodo, Porto, Portugal, *Departamento
de Medicina, Faculdade de Medicina da Universidade do
Porto, Porto, Portugal, “Rheumatology Department, Centro
Hospitalar de Sao Jodo, Porto, Portugal, >Department

of Medicine, Faculty of Medicine, University of

Porto, Porto, Portugal, °Servico de Reumatologia,

Centro Hospitalar e Universitario do Algarve, Faro,
Portugal, "Rheumatology Department, Unidade Local

de Saude de Santa Maria, Lisboa, Portugal, 8Unidade

de Investigacdo em Reumatologia, Instituto de

Medicina Molecular, Centro Académico de Medicina de
Lisboa, Lisboa, Portugal, "Rheumatology Department,
Unidade Local de Saude de Almada-Seixal, Almada,
Portugal, “Instituto Portugués de Reumatologia,

Lisboa, Portugal, "'Servico de Reumatologia, Unidade
Local de Saude do Alto Minho, Ponte de Lima,

Portugal, *Rheumatology Unit, Centro Hospitalar do
Tamega e Sousa, Penafiel, Portugal, ?"Rheumatology
Department, Unidade Local de Satde de Viseu Déo-
Lafoes, Viseu, Portugal, "*Rheumatology Department,
Unidade Local de Saude de Entre o Douro e Vouga,

Santa Maria da Feira, Portugal, "Rheumatology
Department, Hospital CUF Descobertas, Lisboa,

Portugal, '*'Rheumatology Department, Centro Hospitalar
de Lisboa Ocidental, Hospital Egas Moniz EPE, Lisboa,
Portugal, "Rheumatology, Leiden University Medical
Center, Leiden, Netherlands, "*Comprehensive Health
Research Centre (CHRC), NOVA Medical School |
Faculdade de Ciéncias Médicas, NMS|FCM, Universidade
Nova de Lisboa, Lisboa, Portugal, "’"Rheumatology

and Osteopororis Unit, Hospital de Sant Ana, Lisboa,

Portugal, 2’Rheumatology Department, Centro Hospitalar
Vila Nova de Gaia/Espinho, Gaia, Portugal, Vila Nova de
Gaia, Portugal, *Rheumatology Department, Unidade
Local de Saude de Tras-os-Montes e Alto Douro, Vila Real
Portugal, 2*Servico de Reumatologia, Centro Hospitalar
do Baixo Vouga, E.P.E., Aveiro, Portugal, 2?Rheumatology,
Centro Hospitalar e Universitario de Coimbra, Unidade
Local de Satde de Coimbra, Coimbra, Portugal, **Servico
de Reumatologia, Unidade Local de Saude do Litoral
Alentejano, Santiago do Cacém, Portugal, 2?Rheumatology

>

Department, Hospital Distrital de Santarém, Santarém,
Portugal, 2°Servico de Reumatologia, Centro Hospitalar
Médio Tejo, Torres Novas, Portugal, ’Rheumatology
Department, Unidade Local de Satde de Braga, Braga,
Portugal, 2Hospital CUF de Torres Vedras, Torres
Vedras, Portugal, 2?Medical, AbbVie, Portugal, Lisboa,
Portugal, **CEDOC, EpiDoC Unit, NOVA Medical School
| Faculdade de Ciéncias Médicas - Nova University of
Lisbon, Lisboa, Portugal, *’Reuma.pt, Sociedade Portuguesa
de Reumatologia, Lisboa, Portugal, **Unidade de
Reumatologia, Hospital dos Lusiadas, Lisboa, Portugal

Background: Upadacitinib (UPA), an oral JAK inhibi-
tor (JAKI), was evaluated in the SELECT-RA program
in patients (pts) with moderate-to-severe Rheumatoid
Arthritis (RA), both as monotherapy and in combina-
tion with conventional synthetic (cs) Disease Modi-
tying Antirheumatic Drugs (DMARDs). However, re-
al-world (RW) effectiveness and safety of UPA in these
patients is still needed.

Objectives: To investigate the RW effectiveness and
safety of UPA for the treatment of pts with active RA
included in Reuma.pt registry.

Methods: RAPORT is a multicentre, single-country,
non-interventional study of RA pts treated with UPA
15mg once a day, included in the Portuguese registry.
All procedures followed local routine clinical practice.
Patients were followed-up for 6 months and those with
available data on disease activity at baseline (UPA ini-
tiation) and 6 months were included.

The primary endpoint was the proportion of pts achiev-
ing DAS28-CRP (Disease Activity Score-28 C-reactive
protein) remission (<2.6) at 6 months. Secondary and
exploratory efficacy endpoints included the proportion
of pts achieving remission defined as CDAI (Clinical
Disease Activity Index) <2.8 and SDAT (Simplified Dis-
ease Activity Index) <3.3; DAS28-CRP Low Disease
Activity (LDA) <3.2 at 6 months; and change from
baseline to 6 months in pt-reported outcomes (PROs).
Results are presented using descriptive statistics. Safe-
ty was assessed throughout the 6-month observation
period by collection of adverse events (AE) data. AEs of
special interest (AESIs) were based on the known safe-
ty profiles of JAKi, and included serious infections, op-
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TO 070 - TABLE 1. Patient demographics and
disease characteristics at UPA initiation and
after 6 months of follow-up and reasons for
discontinuing UPA.

Characteristic Baseline 6 months

Demographic data

Age, years, mean (SD) 56.4 (11.49)
Sex, female, n (%) 116 (86.57)
>65 anos n (%) 39 (29.10)
Comorbidities, n (%)

Total 80 (59.7)
Hypertension 19 (14.1)
Diabetes mellitus 6 (4.5)
Dyslipidaemia 1(0.7)
Osteoporosis 32.2)
Smoking habits, n (%)

Unknown 10 (7.5)
Ex-smoker 10 (7.5)
Smoker 22 (16.4)
Non-smoker 59 (44)
Missing data 40 (29.9)

RA disease duration, years, mean 1691 (10.54)

(SD)
RA previous therapy, n (%) patients
Corticosteroids 86 (64.2) -
csDMARDs 21 (15.7)
bDMARDs 103 (76.9)
tsDMARDs 13 (9.7)
RA current therapy, n (%) patients
Corticosteroids 71 (53.0) 66 (49.25)
csDMARDS 89 (66.42) 81 (60.42)
Monotherapy with b/tsDMARDs 35(33.58) 53 (39.55)
1 bDMARD or tsDMARD treatment, n (%) -
Anti-TNF 74 (55.22)
Anti-IL-6 14 (10.48)
Anti-CD20 4(2.99)
tsDMARD 42 (31.34)
non-UPA tsDMARD 4(2.99)
UPA as first line 38 (28.4)
UPA as second line 41 (30.58)
UPA as third line 33 (24.63)
UPA as fourth and more line 18 (13.43)

Parameters of disease activity

Disease activity, mean (SD)

2.56
DAS28-CRP 4.19 (1.19) 1.22)
8.82
CDAI (total /%) %fé%;?; (7.40)
: (85/63.43)
0.14
SDAI (total n/%) %5030/(71‘%69;))) (7.60)
: (86/64.18)

continues on the next page
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TO 070 - TABLE 1. continuation

Characteristic Baseline 6 months

Patient Report Outcomes, mean (SD)

57.9 (25.5) 33.01 (23.9)
(109/81.34) (93/69.4)

61.96 (25.03)  34.7 (25.12)
(111/82.84) (94/70.15)

1.17 (0.68) 0.94 (0.66)
(73/54.48) (61/45.52)

31.37 (10.26)  34.76 (6.81)
(25/18.66) (n=25/18.66)

44.49 (27.20)  58.87(22.02)
(30/22.39) (n=33/24.63)

Pain VAS(total n/%)

PGA (total n/%)

HAQ- DI (total n/%)

FACIT (total n/%)

SE-36 — PCS (total n/%)

Routine labs and serology

ESR (mm/hr), mean (SD) 26.37 (23.24) 19.37 (17.73)
CRP (mg/dl), mean (SD) 1.25(1.87) 0.86 (1.75)
RE n (%) patients 87 (64.92) NA
ACPA, n (%) patients 88 (65.67) NA

Remission and LDA, n (%) patients

DAS28-CRP<3.2 59 (44.1)
CDAI<10 52 (38.8)
SDAI<11 52 (38.8)

Discontinuation of UPA and adverse events

Discontinuation of UPA, n (%) patients

Total 22 (16.4)
Therapeutic ineffectiveness 6 (4.5)
Adverse events 11 (8.2)
Other / unknown 5(3.7)

Adverse events (AE), n (%) patients

Total AE 13 (9.7)
Infections” 42.2)
GI manifestation” 2(1.5)
Skin manifestation® 2(1.5
Malignancy® 1(0.7)
Hematological AE (cytopenia)® 1(0.7)
Other/unknown 32.2)
MACE 0

VTE 0

Creatine phosphokinase (CPK)

) 0
elevation

AE. adverse events; cs/b/tsDMARD. conventional synthetic/biologic/targeted
synthetic disease-modifying antirheumatic drugs; CDAI. Clinical Disease
Activity Index; CRP. C-reactive protein; DAS28-CRP. disease activity score
28 joints — CRP; ESR. erythrocyte sedimentation rate; Gl. gastrointestinal;
HAQ-DI. Health Assessment Questionnaire - Disability Index; Anti-IL-6.
anti-interleukin-6; LDA. low disease activity; MACE. Major cardiovascular
event; PGA. patient global assessment; RA. rheumatoid arthritis; RE
rheumatoid factor; SD: standard deviation; SDAL Simple Disease Activity
Index; Anti-TNE tumour necrosis factor inhibitor; UPA. Upadacitinib; VTE.
Venous thromboembolic event. a) Two cases of COVID infections and two
urinary tract infections; b) Two cases of raised liver enzymes; ¢) One case of
acne and one of dermatitis; d) One case of testicular neoplasia; e) One case
of neutropenia
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portunistic infections (excluding herpes zoster and tu-
berculosis(TB)), herpes zoster, active TB, malignancy,
hepatic disorder, major adverse cardiovascular events
(MACEs), venous thromboembolism (VTE), and cre-
atine phosphokinase (CPK) elevation. Safety data are
reported as numbers of AEs.

Results: Out of 194 pts registered in Reuma.pt with a
6-month follow-up period, 134 pts were included in
the analysis (the remaining were excluded due to miss-
ing data). Pt demographics and disease characteristics
at UPA initiation are summarized in Table 1. 28.4% of
patients started UPA as a first-line advanced therapy,
while almost 40% have been previously treated with
>3 DMARDs. 33.6% of patients were on monotherapy
with UPA. At 6 months, 44% were on LDA and 39.6%
were on remission (DAS28-CRP), regardless of pop-
ulation characteristics, such as disease duration, and
failure to previous b/tsDMARDs. Improvements from
baseline to 6 months were observed across different
PROs, including pain, PGA (Patient Global Assess-
ment), HAQ-DI (Health Assessment Questionnaire
Disability Index), FACIT (Functional Assessment of
Chronic Illness Therapy) and SF-36-PCS (Short Form
36 physical component summary) (Table 1). A total of
22 pts (16.4%) of the analysed sample discontinued
UPA during the follow-up period. The most common
reasons for discontinuation were AEs (n=11 [8.2%])
and lack of effectiveness (n=6 [4.5%]). Infections were
the most common AE reported (n=4 [2.2%]). No MAC-
Es, VTE events or deaths were reported.

Conclusion: The results of the RAPORT study suggest
that UPA 15mg is effective for the treatment of moder-
ate-to-severe RA in RW practice, with more than 40%
of pts achieving remission or LDA at 6 months and
improvements in PROs such as pain and fatigue. The
difference between these results and other RW studies
reported from other registries or RW cohorts may be
due to a highly experienced population (several prior
DMARDES) in this cohort.
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Background: Anti-SSA and -SSB antibodies are asso-
ciated with neonatal lupus (NL), a condition that can
affect fetuses/mewborns of women with these circu-
lating antibodies regardless of the presence of a sys-
temic disease. However, data is inconclusive regarding
the association of these antibodies and other obstetric
complications.

Objectives: To describe maternal and perinatal out-
comes of women with anti-SSA and SSB followed at
a high-risk multidisciplinary pregnancy clinic and to
address possible risk factors for adverse pregnancy out-
comes (APO) in this population.

Methods: Retrospective observational study of pa-
tients followed at a tertiary hospital from 01/2009 to
05/2023. Included patients exhibited serum anti-SSA
and/or anti-SSB determined by ELISA.

Results: A total of 103 pregnancies in 85 patients were
included. There was 1 twin pregnancy. The median age
at conception was 35.0 (IQR 31.0-37.0) years. System-
ic Lupus Erythematosus (SLE) was the main diagnosis
(=36, 35.0%) followed by primary Sjogren syndrome
(SSj) (n=19, 18.4%). Concerning SLE patients, 7 had
secondary antiphospholipid syndrome and 7 had sec-
ondary SSj. One patient with primary SSj had concom-
itant primary biliary cholangitis and another one had
concomitant mixed cryoglobulinemia. All pregnancies
were anti-SSA positive - 69 (67.0%) anti-Ro52 and 86
(83.5%) anti-Ro60; 39 (37.9%) were anti-SSB positive.

Table 1 summarizes clinical data. There was 1 still-
birth from a preterm labor, 1 medical termination of
pregnancy because of severe malformations, and 11
(10.9%) miscarriages. Preeclampsia (PE) occurred in
4 (4.5%) pregnancies and preterm labor (PTL) in 12
(13.3%), 1 before the 34th week of gestation (WG).
Fetal growth restriction (FGR) occurred in 7 (8.0%)
cases and 16 (19.8%) newborns were small for gesta-
tional age. There were 4 (5.5%) cases of NL, expressed
as skin rash (2) thrombocytopenia (1) and first-degree
congenital heart block (1). The latter successfully re-
verted after dexamethasone and IVIG treatment. The
occurrence of PTL was associated with hypocomple-
mentemia (p=.042). We found no correlation between
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TO 071 - TABLE 1. Maternal and perinatal outcomes in women with anti-Ro/SSA and anti-La/SSB
followed at a rheumatology-obstetric clinic.
Main N (%) Gestational age BW (meant SGA Miscarriages | FGR Preterm Preeclampsia | NL
diagnosis at delivery SD; grams) N (%) N (%) N (%) births N (%) N(%)
(meant SD; weeks) N (%)
SLE 45 (43.7) | 35.8+9.0 2954 +662 | 7(19.4) 6(13.3) 4(10.3) 7(18.4) 2(4.4) 2(5.3)
SSj 21(20.4) | 38.7+1.1 3141+£357 | 1(5.9) 1(4.8) 0(0) 0(0) 0(0) 0(0)
UcTtD 13 (12.6) | 38.0+1.7 2842 +630 | 2(20.0) 2(15.4) 1(10.0) 1(9.1) 0(0) 1(9.1)
MCTD 11(10.7) | 36.3+2.2 2694 +596 | 2(28.6) 2(27.3) 2(33.3) 2(25) 1(12.5) 1(12.5)
RA 5(4.9) 369+3.7 2807 +961 | 1(25.0) 0(0) 0(0) 2 (40) 0(0) 0(0)
SSc/lim 2(1.9) 379+1.2 2578 +81 0(0) 0(0) 0(0) 0(0) 0(0) 0(0)
No SRD 2(1.9) 40.0 2950+778 | 1(50) 0(0) 0(0) 0(0) 0(0) 0(0)
SSc 1(1.0) 371 2720 0(0) 0(0) 0(0) 0(0) 0(0) 0(0)
axSpA 1(1.0) 40.3 3430 0(0) 0(0) 0(0) 0(0) 0(0) 0(0)
AAV 1(1.0) 40.6 2845 1(100) 0(0) 0(0) 0(0) 0(0) 0(0)
PAN 1(1.0) 38.0 2440 1 (100) 0(0) 0(0) 0(0) 1 (100) 0(0)
Total 103 (100) | 37.5+4.6 2913 +£599 | 16(19.8) | 11(10.9) 7(8.0) 12 (13.3) 4(4.5) 4(5.5)
AAV: ANCA associated vasculitis; AxSpA: axial spondyloarthritis; BW: body weight; FGR: fetal growth restriction; [IM: idiopathic inflammatory myopathy; MCTD:
mixed connective tissue disease; PAN: polyarteritis nodosa; RA: rheumatoid arthritis; SGA: small for gestational age; SLE: systemic lupus erythematosus; SRD:
systemic rtheumatic disease; SSc: systemic sclerosis; SSj: Sjogren syndrome; UCTD: undifferentiated connective tissue disease.

anti-SSA/SSB titers and the occurrence of APOs.
Conclusions: Only one case of 1st degree heart block
was recorded, reverting after treatment. PTL was as-
sociated with hypocomplementemia in our cohort.
The majority of pregnant patients managed at our
rheumatology-obstetric high-risk clinic had successful
gestations. The risk of APO in positive anti-SSA/SSB
pregnant women does not seem to be related with an-
tibody titers. Further studies are needed to definitively
establish if anti-SSA/SSB positive pregnant women are
at higher risk of maternal and perinatal outcomes.
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Background: Recently, a EULAR/ACR 2019 systemic
lupus erythematosus (SLE) classification criteria (EU-
LAR/ACR 2019) score>20 was identified in a SLE in-
ception cohort with less than 2 years from diagnosis
as a marker for more severe disease, including high-
er disease activity, more frequent flares, higher use of
immunosuppressants, lower probability of achieving
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remission, and more damage accrual. However, this
analysis has not been performed in SLE patients with
longer disease duration.1

Objective: To assess a EULAR/ACR 2019 score =20 as
a marker for severe disease in a prevalent SLE cohort.
Methods: We performed a cross-sectional multicenter
study of patients fulfilling the EULAR/ACR 2019 clas-
sification criteria for SLE in the Portuguese registry
of rheumatic diseases (Reuma.pt). Disease activity
(SLE-DAS) and the EULAR/ACR score were assessed
at the last visit (June 2023-March 2024). Groups of pa-
tients with EULAR/ACR 2019 score=20 or <20 were
compared for demographic, clinical and treatment
features, with parametric and non-parametric tests,
as appropriate.Separate models were tested using dif-
ferent definitions of severe SLE (dependent variable),
as present/absent: (1) cumulative SLE major organ in-
volvement;(2) moderate/severe disease activity, defined
as SLE-DAS>7.64;(3) ongoing immunosuppressants;
(#) ongoing systemic prednisolone>7.5 mg/day;(5) or-
gan damage, defined as SLICC/ACR Damage Index
(SDD=1. Predictors for each of these definitions were
assessed in a two-step approach with logistic regres-
sion (LR) univariate analysis, followed by multivariate
LR models including variables with p<0.10 in the first
step, while excluding variables with multicollinearity.
Multivariate analysis was used to identify independent
predictors and estimate the respective adjusted odds
ratios (OR) with 95% confidence intervals.

Results: There were 2459 patients registered in Reu-
ma.pt, from 37 participating centers. A total of 709 pa-
tients, from 18 centers, who had data on and fulfilled
the EULAR/ACR 2019 classification criteria and had a
SLE-DAS scoring were included, 65.6% having an EU-
LAR/ACR 2019 score>20. These patients were young-
er at diagnosis (p<0.001), had longer disease duration
(p<0.001), higher SLE-DAS score (p=0.001), received
less frequently antimalarials (p=0.004) and were more
frequently treated with synthetic and/or biologic im-
munosuppressants (p<0.001) and glucocorticoids
(p<0.001). On univariate LR analysis, a EULAR/ACR
2019 score>20 was associated with all definitions of
severe disease (table 1).

On multivariate LR analysis, a EULAR/ACR 2019
score=20 was an independent predictor of cumulative
major organ involvement (OR 7.30, 95%CI 4.86-10.95,
p<0.001), moderate/severe disease activity (OR 7.36,
95%Cl 2.18-24.82, p=0.001), ongoing immunosup-
pressants (OR 2.73, 95%CI 1.82-4.09, p<0.001) and
ongoing systemic prednisolone>7.5 mg/day (OR 2.71,
95%ClI 1.29-5.69, p=0.009), adjusted for significant co-
variates. In multivariate LR, a EULAR/ACR score>20
was not associated with organ damage, defined as
SDI>1.
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TO 072 - TABLE 1. Univariate and multivariate
logistic regression analysis for severe SLE

MODEL 1 (dependent variable: cumulative major organ involvement )

Unadjusted OR (90%CI) | p Adjusted OR (95% C1) P

Female 0.46 (0.31-0.70) 0.002 0.47 (0.26-0.84) 0.010
Age at diagnosis 0.97 (0.96-0.98) <0.001 - -
Early onset* 1.91 (1.46-2.51) <0.001 1.61(1.10-2.36) 0.015
Disease duration 1.05 (1.03-1.06) <0.001 1.03 (1.01-1.05) 0.002
Score EULAR/ACR 220 8.80 (6.42-12.07) <0.001 7.30 (4.86-10.95) <0.001
MODEL 2 (dependent variable: SLE-DAS>7.64)

Unadjusted OR (90%Cl) | p Adjusted OR (95% CI) P
Female 0.51(0.26-1.01) 0.103 - -
Age at diagnosis 097 (0.95-1.00) 0.040 0.97(0.94-1.00) 0.034
Early onset* 1.24(0.72-2.13) 0509 - -
Disease duration 097 (0.94-1.00) 0.065 0.94(0.91-0.98) 0.003
Score EULAR/ACR 220 3.89 (1.75-8.64) 0.005 736 (2.18-24.82) 0.001

MODEL 3 (dependent variable: ongoing immunosuppressants)

Unadjusted OR (90%CI) | p Adjusted OR (95% C1) P

Female 0.71 (0.48-1.05) 0.152

Age at diagnosis 0.98 (0.97-0.99) <0.001 - -
Early onset* 151 (1.16-1.97) 0.010 1.51(1.04-2.20) 0.030
Disease duration 0.98 (0.96-0.99) 0.001 0.95(0.93-0.97) <0.001
Score EULAR/ACR 220 2.78 (2.12-3.65) <0.001 2.73 (1.82-4.09) <0.001
Hydroxychloroquine 0.49 (0.33-0.71) 0.002 0.53(0.30-0.93) 0.027
Oral corticosteroids 4.98 (3.86-6.41) <0.001 4.47 (3.12-6.40) <0.001

MODEL 4 (dependent variable: ongoing systemic prednisolone >7.5 mg/day)

Unadjusted OR (90%CI) | p Adjusted OR (95% Cl) P
Female 068 (0.38-1.21) 0.268
Age at diagnosis 0.9 (0.98-1.01) 0412
Early onset* 089 (0.57-1.37) 0652
Disease duration 1.00 (0.98-1.02) 0.782 - -
Score EULAR/ACR 220 3.72 (2.03-6.81) <0.001 2.71(1.29-5.69) 0.009
Hydroxychloroquine 043 (0.26-0.70) 0.004 0.46 (0.23-0.91) 0.026
Cou L AT IO S 2.47 (1.62-3.77) <0.001 1.40 (0.78-2.50) 0.255
biologics
SLE-DAS score 118 (1.12-1.23) <0.001 117 (1.10-1.24) <0.001

MODEL 5 (dependent variable: SDI score 21)

Unadjusted OR (90%CI) | p Adjusted OR (95% C1) P
Female 047 (0.31-0.69) 0.001 0.40 (0.24-0.67) <0.001
Age at diagnosis 1,01 (1.00-1.02) 0.019 - -
Early onset™ 0.68 (0.52-0.90) 0.021 052 (0.36-0.75) <0.001
Disease duration 1.05 (1.04-1.06) <0.001 1.05(1.03-1.07) <0.001
Score EULAR/ACR 220 1.79(135-2.37) <0.001 1.43 (0.98-2.08) 0.063
*Diagnosis at age <26 years
tPresence of one or more of the following items: nephritis, neuropsychiatric lupus, hemolytic anemia, deforming or erosive arthritis
and pulmonary items of SDI.
€I, Confidence Interval; EULAR/ACR, European League Against College of Systemic Lupus

Erythematosus Classification Criteria; OR, Odds Ratio; SDI, Systemic Lupus International Collaborating Clinics/American College of
Rheumatology Damage Index; SLE-DAS, Systemic Lupus Erythematosus Disease Activity Score.

Conclusion: A EULAR/ACR 2019 score>20 is associ-
ated with severe disease in a prevalent SLE cohort. Al-
though this is not surprising, given the similarity and
close relationship between items included in all instru-
ments, this score may, in association with measures of
disease activity, contribute to management in clinical
practice, stratification of cases in observational studies
and selection of patients for clinical trials.
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CHARACTERIZATION OF A PORTUGUESE
COHORT IN A TERTIARY CENTRE
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Background: Pulmonary arterial hypertension (PAH),
group 1 of pulmonary hypertension classification, is
a rare disease (with prevalence ranging from 48 to 55
cases/million adults) which can be primary (idiopathic
and heritable forms) or secondary to other conditions
including connective tissue diseases (CTD-associated
PAH). CTD-associated PAH is the second most com-
mon subtype of PAH.

Objective: To describe clinical, functional and hemo-
dynamic parameters in a Portuguese cohort of patients
with CTD-associated PAH. To assess its evolution
during the disease follow-up.

Methods: Single-centre retrospective cohort study in
a tertiary hospital. All patients included had the di-
agnosis of CTD (based on classification criteria) and
pulmonary hypertension based on right heart cathe-
terization (RHC; hemodynamically defined as a mean
pulmonary artery pressure (mPAP) >20 mmHg). De-
mographic, clinical, functional and hemodynamic data
were collected from 3 moments: TO, time of PAH di-
agnosis; T1, at 12th month of PAH treatment; T2, last
visit at the Rheumatology department — PAH consulta-
tion.Descriptive statistics were performed. Data were
analyzed using student’s t test for continuous variables
with normal distribution, non-parametric tests for
continuous variables not normally distributed. Pear-
son’s %2 or Fisher’s exact tests were used for categorical
variables and Wilcoxon test was used to assess differ-
ences between ordinal variables.

Results: Sixteen patients were included, mostly fe-
male (68.8%) with a mean age at PAH diagnosis of
61.9+11.9 years. The median of follow-up duration
was 2 years (IQR of 4; maximum of 13 years). Eight
patients (50%) had systemic sclerosis (SS¢), 4 had sys-
temic lupus erythematous (SLE), 1 (6.3%) patient had
primary Sjogren’s syndrome (pSS), 1 (6.3%) had SLE/
pSS overlap syndrome, 1 (6.3%) had mixed CTD and 1
(6.3%) had undifferentiated CTD. Six (37.6%) patients
died and their average follow-up time was 1.67(x0.8)
years. Regarding initial treatment, 62.5% of patients
received monotherapy with endothelin receptor antag-
onist (ERA) or phosphodiesterase 5 inhibitor (PDES5i),
and only 5 patients started dual therapy (31.3%). Five

TO 079 - TABLE 1.
Patients characteristics
Sex - n (%)
Female
Male
Age at CTD diagnosis - mean+SD
Age at last evaluation - median (IQR)
Age at PAH symptoms - mean+SD
Age at PAH diagnosis - mean+SD

Years between CTD and PAH diagnosis - median
IQR)

Follow-up duration since PAH diagnosis, years -
median (IQR)

Minimum
Maximum

CTD -n (%)

SSc

SLE

pSS

MCTD

SLE/pSS

UCTD

PID - n (%)

No

NSIP

UIp

NSIP/UIP

LIP

Death/ cause - n (%)
Acute heart failure
Unknown

COPD exacerbation
HCAP

Follow-up duration since PAH diagnosis in
deceased patients - mean+SD

TO WHO functional class - n (%)
Class 1

Class 11

Class 11T

Class IV

T1 WHO functional class - n (%)*
Class

Class 11

Class 111

Class IV

T2 WHO functional class - n (%)*
Class

Class 11

Class 11T

Class IV

11 (68.8)
5(31.3)
53.1£14.3
65.0 (13.0)
60.2£12.3
61.9+11.9
6.0 (16.0)

2.0 (4.0)

1
13

8 (50.0)
4(25.0)
1(6.3)
1(6.3)
1(6.3)
1(6.3)

9 (56.3)
3(18.8)
2(12.5)

1(6.3)

1(6.3)
6(37.5)
2(333)
2(33.3)
1(16.7)
1(16.7)

1.67+0.8

3(18.8)

6(37.5)

7(43.8)
0

6 (37.5)
3(18.8)
4(25.0)

1(6.3)

4(25.0)

5(31.3)

2(12.5)
0

continues on the next page
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TO 079 - TABLE 1. Continuation

Patients characteristics

TO 1-year mortality risk - n (%)*2

Low risk (<5%) 3(18.8)
Intermediate risk (5-20%) 5(31.3)
High risk (>20%) 7(43.8)

T2 mortality risk in living patients - n (%)

Low risk 6(37.5)
Intermediate—low risk 4(25.0)
Intermediate—high risk 1(6.3)
High risk 2(12.5)

T1 6MWD/m - n (%)*

>440 00
320-440 5(31.3)
165-319 00
<165 4(25.0)

TO NTpro-BNP (ng/mL)*

<300 6 (37.5)
300-699 2(12.5)
700-1100 1(6.3)
>1100 5(31.3)

T2 NTpro-BNP (ng/mL)

<300 6(37.5)
300-699 2(12.5)
700-1100 2(12.5)
>1100 2(12.5)

continues on the next column

TO 079 - TABLE 1. Continuation

<1.8
>1.8

3(18.8)
8 (50.0)

PASP (echocardiogram) - mean+SD*
TO PASP
T1 PASP
T2 PASP

65.8+29.3
49.4x15.9
65.5+24.1

TO treatment - n (%)*
Monotherapy
Dual therapy

10 (62.5)
5(31.3)

T1 treatment - n (%)*

Monotherapy
Dual therapy
ERA

PDE5i

ERA + PDE5i
Ambrisentan
Bosentan
Sildenafil

Ambrisentan + tadalafil

10 (62.5)
5(31.3)
5(31.3)
5(31.3)
5(31.3)
3(18.8)
3(18.8)
5(31.3)
4(25)

continues on the next page
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TO 079 - TABLE 1. Continuation

Patients characteristics n=16
T2 treatment - n (%)*

Monotherapy 3(18.8)
Dual therapy 8 (50.0)
ERA 2 (12.5)
PDESi 1(6.3)
ERA + PDES5i 8 (50.0)
Ambrisentan 1(6.3)
Bosentan 1(6.3)
Sildenafil 1(6.3)
Ambrisentan + tadalafil 5(31.3)
Macicentan + sildenafil 1(6.3)
Bosentan + sildenafil 1(6.3)
Ambrisentan + sildenafil 1(6.3)
Switch from mono to dual therapy 5(31.3)

Footnote: CI - cardiac index. COPD - chronic obstructive pulmonary disease.
CTD - conective tissue disease. ERA - endothelin receptor antagonist.
HCAP - health associated acquired pneumoniae. IQR - Interquartile Range.
LIP - . MCTD - mixed conective tissue disease. mPAP - Pulmonary artery
pressure. NTpro-BNP - N- terminal pro—B-type natriuretic peptide. NSIP

- nonspecific interstitial pneumonia. PDE5i - phosphodiesterase 5 inhibitor.
PID - Pulmmonary Intersticial disease. pSS - primary Sjogren’s syndrome.
PVR - pulmonary vascular resistance. RAP - right artrial pressure, mean.
RHC - Right heart catheterization. SD - Standard deviation. SLE - Systemic
Lupus Erythemous. SSc - systemic sclerosis. TO - first eavaluation (strating
treatment for PAH). T1 - 12 months after PAH treatment. T2 - last
evaluation. UCTD - Undifferentiated connective tissue disease. UIP
- usual intersticial pneumonia. WHO - World Health Organization.
6MWT - 6-minute walking distance (m). *2 missing value for T1 WHO
funcional class; 5 missing values for T2 WHO functional class; 1 missing
value for mortality risk; 3 missing values for TO 6MWD; 7 missing values for
T1 6MWD; 9 missing values for T2 6MWD; 2 missing values for TO NTpro-
BNP; 4 missing values for T2 NTpro-BNP; 2 missing values for TO FVC; 4
missing values for T1 FVC; 7 missing values for T2 FVC; 4 missing values for
TO FVC/DLCO; 5 missing values for T1 FVC/DLCO; 7 missing values
for T2 FVC/DLCO; 1 missing value for TO PASP; 4 missing values for T1
PASP; 8 missing values for T2 PASP; 2 missing values for mPAP; 4 missing
values for RAP; 5 missing values for CI; 4 missing values for PVR; 1 missing
value for TO treatment; 1 missing value for T1 treatment; 5 missing values for
T2 treatment. "Mortality risk according to 2022 ESC/ERS Guidelines for
the diagnosis and treatment of pulmonary hypertension.

patients switched from mono to dual therapy be-
tween TO and T2. At T2, 50% of patients were on dual
scheme (ERA + PDE5i), mostly ambrisentan and tada-
lafil. Considering the mortality risk (according to ESC
recommendations), 7 (43.8%) patients were at high risk
of 1-year mortality at baseline, while in T2, 10 (62.5%)
patients had a low or intermediate-low risk of mortal-
ity. Regarding the functional class (WHO), consider-
ing the surviving patients, there was a significant im-
provement between the beginning of follow-up and the
last assessment (p=0.03). RHC and echocardiography
parameters and other assessed prognostic predictor
factors (including 6 minutes walking distance test —
6MWD; N-terminal pro—B-type natriuretic peptide —

NTpro-BNP; FVC/DLCO ratio) are presented in table 1.
Conclusions: In our cohort and according to the lit-
erature, the most frequent CTD associated with PAH
was SSc. CTD-associated PH remains to be a notice-
able cause of morbidity and mortality (almost 40% in
our sample). Considering our small sample size, no
statistically significant differences regarding 6MWD,
NTproBNP and FVC/DLCO ratio were found. Despite
this, the current treatment options (with a focus on
combination therapy) appear to contribute to improve-
ments in functional class and a reduction in mortality
risk, as we can verify from the trend towards decreased
functional class and mortality risk between the initial
and final evaluations.

080 - IS THERE ANY DIFFERENCE
BETWEEN SWITCHING AND

CYCLING PATIENTS AFTER TUMOR
NECROSIS FACTOR INHIBITOR (TNFI)
FAILURE IN PSORIATIC ARTHRITIS? -
CHARACTERIZATION OF A PORTUGUESE
COHORT WITH ONE YEAR OF
TREATMENT WITH TNFI AS THE FIRST
BIOLOGICAL DMARD

Carlos Marques-Gomes"?, Mariana Diz-Lopes "2, Tiago
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Background: Treatment with tumor necrosis factor
alfa inhibitors (TNFis) tend to be the primary choice as
first targeted therapy in patients with psoriatic arthri-
tis (PsA) who had an inadequate response to conven-
tional synthetic anti-rheumatic drugs (¢csDMARD) and/
or NSAIDs. Although other biological DMARDs (bD-
MARD) with a different mechanism of action (MoA)
may be used as first or second line treatment (IL-12/23-
or IL-17-inhibitors or targeted synthetic DMARDs), the
management of a first line bDMARD failure may con-
sist in changing to a second bDMARD with a similar
(cycling) or a different (switch) MoA, depending on pa-
tient and physician factors. Understanding prescribing
patterns may help optimize treatment outcomes.

Objectives: To assess the prevalence of switching and
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TO 080 - TABLE 1. Differences between cycling
and switching patients.

Cycling Switching
patients patients p value
(n=13) (n=9)

Age at symptoms onset - mean+SD 34.46+11.79 38.4847.34 0.362
Age at diagnosis - mean+SD 40.65+11.84 40.4618.17 0.987
Disease duration until first bDMARD, years — median, IQR| 5.60 (15.82) 5.32 (3.98) 0.896
Months on first TNFi - n (%) 0.079

6 months 3 (23.0) 6 (66.7)
12 months 10 (76.9) 3 (333)
Sex - n (%) 0.655
Female 10 (76.9) 6 (66.7)
Male 3 (23.1) 3 (0.33)
Smoke habits (current or past) — n (%) 2 (15.4) 4 (44.4) 0.141

Disease pattern - n (%) 0.079

Symmetric polyarthritis 7 (53.8) 4 (44.4)
Asymmetric oligoarthritis. 2 (15.4) 5 (55.6)
Axial pattern 4 (30.8) 0 (0)
Skin psoriasis - n (%) 11 (84.6) 8 (88.9) 1.000
Nail psoriasis - n (%) 2 (15.4) 5 (55.6) 0.074
Enthesitis - n (%) 8 (61.5) 6 (66.7) | 1.000
Dactylitis - n (%) 3 (23.1) 3 (333) | 0655
Treatment at baseline - n (%)
NSAIDs 2 (15.4) 2 (22.2) 1.000
Glucocorticoid 6 (46.1) 5 (55.5) 1.000
csDMARD 6 (46.2) 9 (100) 0.017
bDMARD at baseline (TNFi) - n (%) 1.000
Adalimumab 5 (38.5) 4 (44.4)
Golimumab 4 (30.8) 3 (33.3)
Etanercept 3 (23.1) 1 (11.1)
Certolizumab 1 (7.7) 1 (11.1)

Disease activity and function at baseline
Tender joints 68 - median, IQR (n=21) | 15.00 (15.00) 5.00 (17.00)| 0.464
Swollen joints 68 — median, IQR (n=21) | 8.50 (12.00) 3.00 (10.00)| 0.917
ESR (mm/1st hour) - meantSD (n=21) | 36.67+17.83  35.44+24.94 0.897
CRP (mg/dL) - median, IQR (n=21) | 2.23 (3.88) 1.05 (5.47) 0.602
Patient VAS - mean#SD (n=21) | 72.75%#15.15  82.22+16.42 0.311
Physician VAS - mean#SD (n=20) | 59.36+16.68  66.33+22.73 0.439
Pain VAS - median, IQR (n=20) | 80.00 (60.00) 90.00 (50.00)| 0.261
DAS28 4V CRP - mean#SD (n=21) | 4.42%1.26 4.59+1.19 0.756
CDAI - median, IQR (n=20) | 17.00 (22.50) 20.50 (15.90)| 0.331
SDAI - meantSD (n=20) | 24.05+11.71  26.84+11.60 0.600
DAPSA - mean#SD (n=17) | 38.02+18.80  32.22+11.40 0.461
BASDAI —median, IQR (n=18) | 6.50 (1.75) 8.10 (4.15) 0.102
ASDAS CRP - mean#SD (n=18) |  4.070,92 4,23+0.66 0.728
BASFI - meanzSD (n=17) | 6.02+2.88 8.82+0.90 0.094
HAQ - mean%SD (n=17) | 1.50£0.63 1.04+0.83 0.208
Disease activity and function before change
Tender joints 68 - median, IQR (n=21)| 6.00 (9.00) 2.00 (21.00)| 0.702
Swollen joints 68 - median, IQR (n=21) | 0.50 (2.00) 0.00 (11.00)| 0.602
ESR (mm/1st hour) - median, IQR (n=21) | 28.00 (23.25) 13.00 (19.00)| 0.148
CRP (mg/dL) - median, IQR (n=21) | 1.17 (5.44) 0.55 (2.95) 0.277
Patient VAS - meanzSD (n=21) | 69.54£24.54  66.67+32.40 0.813
Physician VAS - mean+SD (n=21) | 28.10£20.35  38.56+28.00 0.309
Pain VAS - median, IQR (n=20) | 70.00 (30.00) 80.00 (71.50)| 0.882
DAS28 4V CRP - mean#SD (n=21) | 30.79+0.87 30.72+1.51 0.917
CDAI - mean#SD (n=21) | 13.90+5.62 17.86+12.81 0.406
SDAI - mean+SD (n=21) | 15.53%5.62 18.78+13.04 0.498
DAPSA - mean#SD (n=15) | 21.49+8.29 22.72420.42 0.885
BASDAI - meantSD (n=18) | 5.56%1.77 6.89+2.59 0.214
ASDAS CRP - mean#SD (n=18) |  3.360.99 3.60+0.98 0.628
BASFI - meanSD (n=18) | 5.08+2.69 7.09£2.82 0.148
HAQ - mean+SD (n=18) | 1.31+0.75 1.31+0.74 0.574
Footnote: ASDAS-Ankylosing Spondylitis Disease Activity Score; BASDAI- Ankylosing Spondylitis
Disease Activity Index; BASFI- Bath Ankylosing Spondylitis Functional Index; bDMARD - biological anti-
rheumatic drugs; CDAI - Clinical Disease Activity Index; CRP - C reactive protein; csDMARD -
conventional synthetic anti-rheumatic drugs; DAPSA-Disease Activity in PSoriatic Arthritis; DAS-28 -
Disease Activity Score 28; ESR - erythrocyte sedimantion rate; HAQ- Health Assessment Questionnaire;
IQR - interquartile range; NSAIDs - non-steroidal anti-i y drugs; SDAI-Simplified Disease
Activity Index; VAS - visual analogue scale

cycling bDMARD after failure of TNFis therapy in the
first year of treatment; to evaluate the differences in
sociodemographic and disease characteristics between
these 2 groups at the start of treatment with the first
TNFi and at the time of bDMARD switching.

Methods: Single-center retrospective cohort study. All
included patients met the CASPAR classification cri-
teria for PsA diagnosis, were >18 years old and had
failed response to TNFis (as the first bDMARD) with-
in one year of treatment. Patients were divided into 2
groups, cycling or switching, if they change to other
TNFis bDMARD or change MoA, respectively. Data
were analyzed using student’s t test for continuous

variables with normal distribution, non-parametric
tests for continuous variables not normally distributed
and Pearson’s %2 or Fisher’s exact test for categorical
variables.

Results: Twenty-two patients were included; mostly
female (72.7%) with a mean age at diagnosis of 40.57
years (£10.27). Eleven (50%) patients had symmetric
polyarthritis, 7 (31.8%) had asymmetric oligoarthrytis
and 4 (18.2%) had an axial pattern. Regarding initial
treatment, 68.2% of patients received csDMARD, 50%
received glucocorticoids and 18.2% received NSAIDs.
Only 4 patients received TNFi as monotherapy.
Thirteen (59.1%) patients underwent cycling, and 9
(40.9%) patients underwent switching (7 patients to
IL-17i, 1 patient to 1L-12/23i and 1 to tocilizumab).
Most of cycling patients (76.9%) changed bDMARD at
12 months; 6 (66.6%) switching patients changed at 6
months (p>0.05). All patients had high disease activi-
ty at baseline and before bDMARD change. No differ-
ences in disease activity/function scales were observed
between the 2 groups (p>0.05). Regarding treatment
at baseline, all patients taking csDMARD underwent
switching (p<0.05). None of the patients with an axial
pattern experienced switching. No other statistically
significant differences were observed between the two
groups (table 1).

Conclusions: Of the 22 patients who failed TNFi ther-
apy in the first year, 59.1% switched to another TNFi
and 40.9% to a different MoA therapy. According to
literature, both strategies appear to be effective, with
no differences in responses. Our results show no
difference in change time (6 or 12 months) between
groups, although 66.6% of switching patients changed
at 6 months, likely due to primary lack of efficacy.
This suggests other reasons involved in the choice of
a second targeted therapy, behind treatment efficacy.
All switching patients received csDMARD:s at baseline,
which could indicate some role of disease pattern in
the choice of a second bDMARD in patients with PsA.
Further studies (and larger cohorts) are necessary to
determine prescribing factors (including physician
perspective) and to verify its influence in the treatment
response.

081 - FRACTURE RISK ASSESSMENT
BASED ON FRAX® ALGORITHM

IN PORTUGUESE PATIENTS WITH
INFLAMMATORY BOWEL DISEASE:
ASSOCIATION WITH CLINICAL FEATURES
Carlos Marques-Gomes"?, Bruno Miguel Fernandes'?,
Mariana Diz-Lopes "2, Fernando Magro*?, Miguel
Bernardes' 2, Lucia Costa'

'Rheumatology Department, Centro Hospitalar de

Sao Joao, Porto, Portugal, *Department of Medicine,
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Background: Lower total body mineral density (BMD)
has been found in patients with inflammatory bowel
disease (IBD) which may increase osteoporosis (OP)
and pathological bone fractures risk (FR) due to sev-
eral mechanisms.

Objectives: To assess the prevalence of osteoporosis
and proportion of treated patients in an IBD cohort
and to evaluate the association of demographic, clini-
cal and analytical features with fracture risk (based on
FRAX® model) and BMD.

Methods: Monocentric retrospective study in a tertia-
ry hospital. All patients included had IBD and were
referred from Gastroenterology to the Rheumatol-
ogy Department over 10 years (January 2013 — June
2023). Demographic, clinical and analytical data and
BMD by dual-energy X-ray absorptiometry (DXA, total
hip, femoral neck and lumbar spine) were collected at
the time of the first visit in the Rheumatology outpa-
tient center (V1); for patients over 40 years old, major
(MFR) and hip (HFR) fracture risk was assessed with
DXA based on FRAX® (validated for Portuguese pop-
ulation) and proportion of patients with indication of
therapy for OP was calculated (according to Portuguese
recommendations). Correlations between continuous
variables were evaluated by Spearman rank test and
Pearson’s correlation coefficient and Mann-Whitney

TO 081 - TABLE 1. Patients = 40 years old
(n=148): features related to major and hip

fracture risk assessed by FRAX®Port.

Major fracture Hip fracture

risk (%) risk (%)
Age at V1 r=0.593; p<0.001  r=0.439; p<0.001
BMI r=-0.212; p=0.010 r=-0.317; p<0.001
Age at IBD diagnosis r=0.271; p<0.001  r=0.180; p=0.030
Hemoglobin n.s. n.s.
Total proteins n.s r=-0.194; p=0.035
Albumin r=-0.187; p=0.026 n.s.
Beta-CTX r=0.221; p=0.010 n.s.
Osteocalcin r=0.236; p=0.006 n.s.
25(HO)VitD n.s. n.s.
CRP n.s. n.s.
ESR r=0.175; p=0.045 n.s.
Ferritin r=0.214; p=0.017  r=0.206; p=0.022
Calprotectin n.s. n.s.
Sex, median (IQR) n.s. n.s.
Female (n=90) 2.10 (2.30) 0.30 (0.90)
Male 1.95 (2.10) 0.35 (1.00)
Previous fracture, median (IQR) p<0.001 p<0.001
Yes (n=10)| 9.90 (10.70) 4.10 (9.10)
No 1.90 (1.90) 0.30 (0.80)
Exposition to GC, median (IQR) p=0.005 n.s.
Yes (n=114) 2.20 (2.30) 0.35 (1.00)
No 1.30 (1.40) 0.20 (0.60)
IBD type n.s. n.s.

U test was used in the comparison analysis between
groups.

Results: Two hundred forty-four patients patients were
included, predominantly female (57.4%), with a mean
age at V1 of 46.65 years. 754% had Crohn’s disease
(CD), and 24.6% had ulcerative colitis (UC). Azathi-
oprine (41.0%) and infliximab (28.3%) were the most
used IBD treatments. At V1, 4.9% were taking gluco-
corticoids, with 75.8% having prior use; 14.1% had
osteoporosis (DXA T score < -2.5), 4.1% had prior fra-
gility fractures, and 78.7% had low vitamin D levels
(«30ng/mL). Concerning to individuals >/= 40 years
old (n=148, 60.7%), total proteins and albumin correlat-
ed negatively with HFR (r=-0.194, p=0.035) and MFR
(r=-0.187, p=0.026), respectively. Erythrocyte sedi-
mentation rate (ESR) correlated positively with MFR
(r=0.175; p=0.045), ferritin correlated positively with
MFR (r=0.214; p=0.017) and HFR (r=0.206; p=0.022);
beta-CTX correlated positively with MFR (1=0.221,
p=0.010). Other relevant correlations and differences
are presented in table 1. Of interest, levels of 25(HO)
VitD correlated negatively with beta-CTX (r=-0.255;
p=0.004). Fifteen patients (10.1%) had an indication
for osteoporosis treatment (no differences between
genders, p=0.848) and only 3 were undergoing treat-
ment with bisphosphonates. Across patients under 40
years old (n=96, 39.3%), hemoglobin levels (Hb) cor-
related positively with total hip BMD (1=0.294; p=0.05)
and with femoral neck BMD (r=0.221; p=0.042), ESR
correlated negatively with total hip BMD (r=-0.251;
p=0.020), beta-CTX correlated positively with total
hip (r=0.217; p=0.043) and femoral neck (r=0.238; p=
0.027) BMD and osteocalcin correlated positively with
femoral neck BMD (r=0.221; p=0.041). No other statis-
tically significant correlations were observed.
Conclusions: This study shows a higher prevalence of
OP in comparison with the general Portuguese popu-
lation and an important number of untreated patients
with high FR. It also reveals significant associations
between clinical/analytical variables and FR (over 40
years old) and BMD (under 40 years old) in IBD pa-
tients: inflammatory state (positive correlation of FR
with ESR and ferritin; negative correlation of BMD
with ESR; positive correlation of BMD with Hb) and
nutritional status (albumin correlated negatively with
FR).

083 - ANTIPHOSPHOLIPID ANTIBODIES
POSITIVITY AMONG PORTUGUESE
PATIENTS WITH SYSTEMIC SCLEROSIS:

IS THERE ANY ASSOCIATION WITH
VASCULOPATHY?

Carlos Marques-Gomes" 2, Raquel Miriam Ferreira'-?,
Mariana Diz-Lopes 2, Barbara Fernandes Esteves', Miguel
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Introduction: Systemic Sclerosis (SSc) is a connective
tissue disease that predisposes to vasculopathy and fi-
brosis which leads to organ injury (skin, lung, heart,
gastrointestinal tract) and symptoms such as Ray-
naud’s phenomenon (RP), digital ulcers (DU), gangrene
or pulmonary arterial hypertension (PAH). Fibroblast
activation, endothelial dysregulation, abnormal coag-
ulation and fibrinolysis and immune-mediated chron-
ic inflammation are mechanisms involved in arterial
occlusion. An increased positivity of antiphospholip-
id antibodies (APPa), anti-B2 glycoprotein antibodies
(ap2GPlIa), anticardiolipin antibodies (aCLa) and lupus
inhibitor (L) in SSC patients has been reported and
some results have suggested a role of APPa in physio-
pathology of vasculopathy.

TO 083 - TABLE 1. Patient characteristics

Patients
h e
Characteristics (n=137)
Age at diagnosis - meanSD 51.5+12.3

Sex - n (%)
Female 123 | 89.8

Male 14 | 10.2

Classification criteria* - n (%) 137 | 100
Disease form - n (%)

Limited cutaneous scleroderma 127 | 92.7

Diffuse scleroderma 10 7.3
Telangiectasia - n (%) 84 | 61.3
Raynaud's phenomenon - n (%) 133 | 97.1
Digital ulcers - n (%) 48 | 35.0
Gangrene - n (%) 644
Presence of capillaroscopic alterations* - n (%) 82 | 59.9
> 1 APPa positivity - n (%) 22 | 16.1
Lupus Inhibitor* 107

Anticardiolipin antibody* 10 | 7.3
Anti-B2-glycoprotein* 21| 153

Triple APPa positivity - n (%) 0 0.0
Pulmonary arterial hypertension 322
Antinuclear autoantibodies* 132 | 96.4

SSc-related autoantibodies
Anticentromere* 85 | 62.0
Anti-Scl70* 26 | 19.0

SD - Standard deviation. *ES1989 and/or ACR/EULAR 2013; 41 missing values
for capillaroscopy; 87 missing values for lupus inhibitor; 18 missing value for
ip values for anti-82-glycoprotein; 1 missing
values for inuclear tibodi 2 values for anticentromere
antibodies; 3 missing values for anti-Scl70 antibodies.

anticardiolipil ibody; 18 missi

Objectives: To assess the prevalence of APPa positivi-
ty in Portuguese patients with SSc and its association
with vascular manifestations.

Material and methods: Cross-sectional retrospective
single-center study with all included patients (regis-
tered on Rheumatic Diseases Portuguese Register, Re-
uma.pt) meeting the ACR/EULAR 2013 or ACR 1980
classification criteria for SSC diagnosis. Overlap syn-
dromes were excluded. Descriptive analysis were per-
formed. Data were analyzed using student’s t test for
continuous variables and Pearson’s %2 or Fisher’s exact
test for categorical variables.

Results: One hundred and thirty-seven patients were
evaluated (table 1), mostly female (89.8%), with a
mean age at diagnosis of 51.5 years (+12.3). Ten pa-
tients had diffuse scleroderma and 127 patients had
limited cutaneous scleroderma. Of all patients, 133
(97.1%) experienced RP, 48 (35%) developed DU and
6 (4.4%) developed gangrene. Regarding APPa, 22 pa-
tients (16.1%) tested positive for at least 1, IgM/IgG [21
(15.3%) for ap2GPIa, 10 (7.3%) for aCLa and 1 patient
for LI (0.7%)]. Although the difference was not statisti-
cally significant, 81.8% of patients who tested positive
for AAPa had telangiectasia, compared to 52.8% of pa-
tients who tested negative for AAPa (p=0.09). Mean age
at diagnosis was lower among positive APPa patients
(47.31£6.93; p=0.02). None of the other clinical param-
eters showed a statistically significant association with
APPa.

Conclusion: The prevalence of APPa seems increased
in patients with SSc as described in the literature,
however we did not find a statistically significant as-
sociation of APPa positivity with development of DU
or other features (RP, PAH). Some published data fail
to establish a strong correlation due to varying study
methodologies. Of note, we defined positivity using
the manufacturer’s specified cut-off value, whereas in
some other studies, lower titers were considered. Cu-
riously, a lower average age at diagnosis was observed
in APPa positive patients’ group (p<0.05). For more
consistent conclusions, further studies are necessary to
understand the role these antibodies might have in SSc
presentation and severity.

086 - REMISSION VERSUS LOW DISEASE
ACTIVITY AS TREATMENT TARGETS

IN RHEUMATOID ARTHRITIS: HOW TO
STRIKE THE RIGHT BALANCE BETWEEN
TOO STRICT AND TOO LENIENT
TARGETS? A META-ANALYSIS OF
INDIVIDUAL PATIENT DATA

Catia Duarte! 2, Johannes W G Jacobs®, Ricardo J. O.
Ferreira*, Paco M. J. Welsing?, Laure Gossec™°, Pedro
MAchado’, Désirée van der Heijde®, JAP da Silva'?
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Objectives: To evaluate the impact of using SDAI-LDA
(low disease activity) versus different definitions of re-
mission as a treatment target in established rheumatoid
arthritis.

Methods: Individual-patient data from 8 randomised
controlled trials were meta-analysed. Four definitions
of the target were considered at 6 months: i) SDAI-LDA:
SDAI <11; ii) SDAI-Remission: SDAI <3.3; iii) 4V-Re-
mission: Tender and swollen 28-joint counts and CRP
(mg/dl) all < 1 and patient global assessment (PGA)
<2;1iv) 3V-Remission: as 4V, excluding PGA. The mean
radiographic change in the modified total Sharp-van
der Heijde score (mTSS) and the Good Radiographic
Outcome (GRO) rates (change <0.5 units mTSS) over
two years were compared among target definitions.
Radiographic progression and the distribution of the
individual criteria of the Boolean definition in the on-
ly-LDA subgroup (3.3 < SDAI <11) were analysed.
Results: In total, 4374 patients (mean disease dura-
tion of 5.9 years (95%CI:4.6-7.1)) were included. The
pooled rate of SDAI-LDA at 6 months was 48.9%, with
12.9% in SDAIl-remission. The 4V- and 3V-Remis-
sion were achieved by 16.2% and 23.1%, respectively.
Mean radiographic progression was 0.55(0.14-0.96)
units for SDAI-LDA and 0.20(-0.09-0.54), 0.28(-0.07-
0.62), 0.28(-0.10-0.65) for SDAI-Remission, 4V- and
3V-Remission states, respectively. Patients with SDAI
Pure-LDA presented significantly more radiographic
progression than patients in SDAI-Remission (mean
0.74 vs 0.22 units,p<0.05). Over 53% of all patients
achieving SDAI-LDA were not in 3V-Remission and
had more mean radiographic progression over 2 years
than those who met both targets (0.70 vs 0.25 units,
p=0.014). Among patients with SDAI-LDA but not in
SDAI-Remission, 40% scored PGA>2, reflecting rele-
vant disease impact.

Conclusion: SDAI-LDA is associated with more struc-
tural damage than any of the definitions of remission,

including 3V-Remission. It also allows substantial dis-
ease impact to go unchecked and uncontrolled. Remis-
sion should be the target in RA.

088 - CLINICAL-IMMUNOLOGICAL
PROFILING AND PREDICTORS OF
THROMBOSIS IN PATIENTS WITH
ANTIPHOSPHOLIPID SYNDROME: DATA
FROM A DEDICATED CLINIC AT A
TERTIARY CENTRE

Ana Rita Lopes"?, Filipa Marques Costa"?, Ana Teodésio
Chicharo"?, Ana Margarida Duarte-Monteiro"?, Pedro
Gaspar* ¥, Vasco C Romao"?, Ana Rita Cruz-Machado"*
!Servico de Reumatologia, Unidade Local de Saude Santa
Maria, Centro Académico de Medicina de Lisboa, Lisboa,
Portugal, Instituto de Medicina Molecular, Faculdade

de Medicina, Universidade de Lisboa, Centro Académico
de Medicina de Lisboa, Lisboa, Portugal, *Servico de
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Introduction: Antiphospholipid syndrome (APS) is a
systemic disease characterized by thrombotic manifes-
tations and/or pregnancy morbidity in the presence of
persistent antiphospholipid antibodies (aPL). We aimed
to describe the clinical and immunological features of a
cohort of patients with APS followed at a tertiary center
and to find potential predictors for thrombosis.
Methods: We included all patients with APS followed
at a theumatology tertiary center from January 1996 to
March 2024. Only patients meeting the Sydney classi-
fication criteria were included.

Results: A total of 85 patients (81.2% female) were
included (Table 1). Almost 2/3 of patients had prima-
ry APS (63.5%), whereas most patients with second-
ary APS had associated systemic lupus erythematosus
(SLE) (n= 21/31; 67.8%). Mean age at diagnosis was
37.1£14.5 years, and median disease duration 11 years
(IQR 15). Based on the presenting manifestation, 71
patients (83.5%) had thrombotic APS, 46 (54.1%) and
30 (35.3%) of whom with venous or arterial events,
respectively. Deep vein thrombosis, pulmonary em-
bolism and stroke were the most frequent presenting
thrombotic events. Obstetric morbidity was the first
disease expression in 23 patients (27.1%) while one
patient (1.1%) was diagnosed due to non-criteria man-
ifestations — Libman—Sacks endocarditis with subse-
quent stroke. Over a follow-up of 28 years, two patients
(2.4%) died, both from non-APS related causes. More
than half of patients (64.7%) had at least one cardio-
vascular (CV) comorbid condition, namely smoking
(47.3%) and dyslipidemia (41.6%)). Lupus anticoagu-
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TO 088 - TABLE 1. Demographics, clinical and
laboratory features of APS patients
Demographics N=85 (100%)
Sex (female), n (%) 69 (81.2)
Caucasians, n (%) 80 (94.1)
Age at APS diagnosis (years), mean = SD 37.1+145
Age of symptom onset (years), mean + SD 354 +13.9
Disease duration (years), median [IQR] 11 [IQR 15]
Deaths, n (%) 224
Classification, n (%)
Primary APS 54 (63.5)
APS associated with other rheumatic diseases 31 (36.5)
Systemic lupus erythematosus 21 (24.7)
Other diseases 10 (11.7)
Antiphospholipid antibodies, n (%)
LA 62 (76.5)
aCL 61 (76.3)
1eG 47 (58.8)
IgM 27 (33.8)
IgG and IgM 13 (15.3)
aB2GPI 50 (62.5)
1gG 39 (48.8)
IgM 22 (27.5)
IgG and IgM 10 (11.8)
Triple positivity 32 (40.5)
Cardiovascular risk factors *, n (%)
Any of the following 55 (64.7)
Hypertension 31 (39.7)
Obesity 24 (30.4)
Diabetes 6 (7.9)
Dyslipidemia 32 (41.6)
Smoking 35 (47.3)
APS presenting manifestations, n (%)
Thrombotic manifestations 71(83.5)
Arterial events 30 (35.3)
Venous events 46 (55.4)
Microvascular 1(1.2)
Obstetric manifestations 23 (27.1)
Non thrombotic manifestations 1(1.2)
APS ever treatment, n (%)
Anticoagulation 72 (88.9)
Vitamin K antagonist 59 (73.8)
DOAC 11 (13.9)
LMWH 23 (27.1)
Low dose aspirin 53 (66.3)
Combined antiplatelet and anticoagulant 46 (54.8)
Hydroxychloroquine 40 (50.0)
Thrombotic recurrence** n (%) 12 (15.4)
Arterial 5 (10.0)
Venous 7(14.3)
Bleeding events ***, n (%) 11 (13.9)
Major bleeding 8 (10.1)
continues on the next column

TO 088 - TABLE 1. Continuation

Type of cumulative thrombotic events, n (%)

Lower limb deep vein thrombosis 32 (38.6)
Upper limb deep vein thrombosis 1(1.2)
Superficial vein thrombosis (upper and lower

. 7(8.2)
limb)

Acute lower limb arterial thrombosis 5(5.9)
Acute upper limb arterial thrombosis 1(1.2)
Stroke 15 (17.6)
Transient ischemic attack 5(5.9)

Central nervous system microvascular disease 5 (5.9)
Central sinus venous thrombosis 5(5.9)

Thrombosis of central/branch retinal artery 4 (4.7

Thrombosis of central/branch retinal vein 1(1.2)
Pulmonary embolism 16 (18.8)
Myocardial infarct 4(4.7)
Mesenteric artery thrombosis 1(1.2)
Mesenteric vein thrombosis 1(1.2)
Splenic vein thrombosis 1(1.2)
Cutaneous ulcers 1(1.2)

Legend: ab2GPI: anti-B2-glycoprotein I; aCL: anticardiolipin; APS:
Antiphospholipid syndrome; DOAC: Direct oral anticoagulants; IQR:
Interquartile Range; LA: Lupus anticoagulant; LMWH: Low-molecular-
weight heparin. SD: Standard Deviation; *Cardiovascular risk factors were
retrieved as stated in the medical notes.
events occurring during antithrombotic therapy (anticoagulant and/or
antiplatelet therapy). *
International Society on Thrombosis and Haemostasias definitions. We only
considered bleedings occurring during antithrombotic therapy (anticoagulant
and/or antiplatelet therapy).

*We only considered recurrent

“Bleeding events were classified according to the

lant, anticardiolipin and anti-f2-glycoprotein I anti-
bodies were detected in 62 (76.5%), 61 (76.3%), and 50
patients (62.5%) respectively. Triple positivity was ob-
served in 40.5% of patients. Regarding treatment, anti-
coagulation was ever used in 72 patients (88.9%), most
often (n=59, 73.8% of total) with vitamin K antagonists
(VKA); low-dose aspirin (LDA) was used in 52 (66.3%),
and combined antiplatelet/anticoagulant therapy in 46
patients (54.8%); hydroxychloroquine (HCQ) was pre-
scribed to 40 patients (50.0%), 26 (65%) of whom had
other concomitant rheumatic diseases (19 had SLE).
Bleeding events occurred in 11 patients (13.9%), most
of which (n=8; 72.7%) were major bleedings - all but
one in patients under combined antiplatelet/anticoag-
ulant therapy. Thrombotic recurrence was noted in 12
patients (15.4%) - 7 (58.3%) venous and 5 (41.7%) ar-
terial events.

In univariate analysis, we found arterial thrombosis
to be more frequent in men (75% vs 26.8%, p<0.001)
and in patients with CV comorbidities, such as hyper-
tension (58.1% vs 21.7%, p=0.001) and dyslipidemia
(62.5% vs 15.9%, p<0.001), and less frequent in pa-
tients treated with HCQ (20% vs 55%, p=0.001). No
associations were found with venous thrombosis. Re-
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TO 088 - Figure 1. Multivariate model for prediction of
arterial and venous thrombosis and thrombotic recurrence.

1-A: Predictors of arterial thrombosis. Male sex (OR=4.355, 95%
Cl10.647-29.336, p=0.131); Age of symptom onset (OR=1.050, 95%

CI 0.994-1.109, p=0.082); Hypertension (OR=2.884, 95% CI 0.616-
13.512, p=0.179); Dyslipidemia (OR=3.243, 95% CI 0.679-15.483,
p=0.140); Treatment with hydroxychloroquine (HCQ) (OR=0.403, 95%

CI 1.579-0.103, p=0.192). 1-B: Predictors of venous thrombosis. Male
sex (OR=0.545, 95% CI1 0.116-2.549, p=0.441); Age of symptom onset
(OR=0.946, 95% CI 0.900-0.994, p=0.029); Hypertension (OR=0.374 95%
CI0.101-1.387, p=0.141); Dyslipidemia (OR=1.086, 95% CI 0.263-4.481,
p=0.909) 1-C: Predictors of thrombotic recurrence. Male sex (OR=1.984,
95% CI10.336-11.719, p=0.449); Age of symptom onset (OR=0.988, 95%
CI0.926-1.055, p=0.725); Dyslipidemia (OR=7.181, 95% CI 1.045-49.320,
p=0.015)

currency of thrombotic events were more frequent in
patients with dyslipidemia (23.3% vs 6.8%, p=0.041).
In multivariate analysis adjusted for gender and age,
younger age at disease onset was predictor of venous
thrombosis, while dyslipidemia was a predictor of
thrombotic recurrence. We found no predictors for ar-
terial thrombosis. (Figure 1)

Conclusion: In our cohort of APS patients, younger
patients seem more prone to venous thrombosis. We
also found an association between arterial thrombo-
sis and risk of thrombotic recurrence with CV comor-
bidities, namely dyslipidemia, highlighting the need
to tightly control these conditions. HCQ exhibited a
trend to be protective for arterial thrombosis, in line
with its antithrombotic effect documented in basic re-
search studies.
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Introduction: Interstitial lung disease (ILD) is a com-
mon extramuscular manifestation of idiopathic in-
flammatory myopathies (IIM), associated with a worse
prognosis.

Objectives: To characterize the lung involvement of an
IIM cohort and its response to treatment.

Methods: We retrospectively collected data from all
1IM patients followed in our Rheumatology Department
from June 2016 to March 2024. For response-to-treat-
ment analysis, we selected ILD patients with at least
1 year of follow-up and 2 different pulmonary func-
tion test (PFT) evaluations. Associations between the
different variables were tested using Chi-Square, Fish-
er’s Exact, Student’s t, paired-samples t, McNemar, or
Mann-Whitney tests. Definite and likely associations
were defined by p<0.050 and p<0.100, respectively.
Results: 198 1IM patients were included, of whom 144
were females, with a median age at diagnosis of 47.5
(IQR 31.0) years, and a median disease duration of 5.0
(IQR 7.0) years.

Sixty-nine patients had ILD based on high-resolu-
tion computed tomography (HRCT). Of these, 48 pa-
tients exhibited a radiological pattern compatible with
non-specific interstitial pneumonia (NSIP), of whom 7
had fibrotic NSIP.

The most common diagnoses were antisynthetase syn-
drome (ASSD) (33/69) and dermatomyositis (12/69).
ASSD was significantly more common than in non-ILD
patients [7/129, p<0.001].

Patients with ILD more commonly reported exertional
dyspnea (39/62), grade 1 on the mMRC scale (21/39)
and grade 2 on the NYHA classification (19/39), as-
thenia (37/61), and cough (34/61), most commonly
non-productive (26/61). Smoking status (current, past,
or never smoking) had no statistically significant im-
pact on symptoms during the follow-up (p=0.472 at
baseline, p=0.192 at the last visit).

The most prevalent autoantibodies were anti-Jol
(25/64) and anti-MDA-5 (8/64), both significantly more
prevalent than in non-ILD patients [vs 4/106, p<0.001;
vs 3/106, p=0.021].

[IM-associated ILD patients presented with lower
FVC% (82.0£25.1 vs 99.2+23.0, p<0.01), DLCOsb%
(61.2£20.0 vs 82.4+16.7, p<0.01), and DLCO-VA%
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TO 089 - Figure 1. . Evolution of FVC (%) and DLCOcSB
(%) values over time for each patient with ILD (N = 31).

(82.0£16.2 vs 98.0+38.6, p=0.005) than non-ILD pa-
tients. From the first to the last visit (4.1+4.0 years),
there was a likely mean FVC% improvement (6.0£19.2,
p=0.097) and a definite mean DLCOsb% improvement
(6.2+£14.1, p=0.022) (Figure 1). This was especially true
for patients treated with intravenous immunoglobulin
(IVIg) (Table 1).

Additionally, patients treated with azathioprine (AZA)
showed a significant improvement in DLCOsb%
(p=0.029) and DLCO-VA% values (p=0.029), and pa-
tients treated with a combination of mycophenolate
mofetil (MMF) and 1VIg, or rituximab (RTX) and IVIg,
also had significant PFT improvements (Table 1).
When comparing HRCT changes between baseline
and the most recent evaluation, the majority of ILD
patients showed stability or improvement in radiologic
patterns. Specifically, in 89.6% (43/48) of patients with
at least two HRCT scans for comparison, there was
no new-onset fibrosis, ground-glass opacities (42/47),
honeycombing (41/46) or bronchiectasis (35/46).
There was a likely association between prevention/im-
provement of bronchiectasis and treatment with RTX
(p=0.063).

Conclusions: In our cohort, most patients demonstrat-
ed stability in HRCT patterns and PFT parameters over
time, with definite improvement in DLCOsb values
following immunosuppressive therapy. Therapeutic
schemes combining IVIg with MMF, IVIg with RTX,
and AZA were particularly effective. Additionally,
there was likely a significant impact on the prevention/
improvement of bronchiectasis with RTX treatment.

091 - RECENT AND PAST PAIN
EXPERIENCES IN JUVENILE IDIOPATHIC
ARTHRITIS PATIENTS: PERSPECTIVES OF
ADOLESCENTS AND CAREGIVERS
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Carolina Furtado®, Sofia Ferreira Azevedo®, Elsa Mateus/,
Maria José Santos™?, Raquel Lucas'
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of Porto, Porto, Portugal, *Associacdo Nacional dos
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de Reumatologia, Centro Hospitalar de Sao Joao, Porto,
Portugal, *Servico de Reumatologia do Hospital Egas Moniz
- Centro Hospitalar Lisboa Ocidental (CHLO- E.P.E)),
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de Investigacdo em Reumatologia, Instituto de Medicina
Molecular, Faculdade de Medicina, Universidade de Lisboa,
Centro Académico de Medicina de Lisboa, Lisboa, Portugal

Introduction: In juvenile idiopathic arthritis (JIA),
symptom management is mostly directed to pain that
results from chronic joint inflammation. However, cen-
tralized pain mechanisms have been documented in
many rheumatic disorders which originate pain expe-
riences that are disproportionate to joint lesions. Little
is known about the relative burden of non-specific pain
when compared to peripheral joint pain in JIA patients,
considering both youth and caregivers’ perspectives.
Aim: To quantify recent and past pain experiences, includ-
ing peripheral joint pain and typically non-specific pains,
reported by adolescents with JIA and their caregivers.
Methods: As part of the SEPIA — Studying Experiences
of Pain In Adolescents study (https:/ispup.up.pt/sepia/),
61 eligible families were identified by Reuma.pt centers in
2022/23: patients with a diagnosis of JIA, aged between
14 and 17 years, and whose caregivers consented to be
contacted by the study team. Of those eligible, 42 par-
ticipants from five centers (21 adolescent-caregiver pairs)
installed our data collection mobile app. The app was
used remotely and included: a) the Liibeck Pain-Screen-
ing Questionnaire to assess all pains over the preceding
3 months; b) items on any recalled persistent/recurrent
pain at ages 13, 10 and 7 years; and ¢) visual trajectories
questionnaires on the course of back/neck pain, head-
ache and abdominal pain over the previous year. Both
caregivers (90.5% were mothers) and adolescents (57.1%
were females) reported on the adolescent’s pain.

Results: The presence of any pain in the previous 3
months was reported by 57.1% of adolescents with JIA
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and caregivers, with the knee being the most frequent
site and around 80% of participants with pain report-
ing chronicity. When asked about recalled experienc-
es, 66.7% of adolescents with JIA and 76.2% of parents
reported a history of persistent or recurrent pain at
age 13 years, 38.1% and 52.4% reported remember-
ing persistent/recurrent pain at age 10, and 28.6% and
33.3% at age 7. Beyond peripheral joints, 76.2% of ad-
olescents and 61.9% of caregivers reported episodic or
persistent back/neck pain trajectories in the previous
year (JIA-related or not), whereas 81.0% of adolescents
and 66.7% of caregivers reported episodic or persistent
headache trajectories and 71.4% of adolescents and
66.7% of caregivers reported episodic or persistent ab-
dominal/pelvic pain trajectories.

Conclusion: In the majority of adolescents with JIA,
bodily pain was a frequent experience, both recent and
remote, even though it was slightly overestimated by
caregivers relative to their children. However, pain tra-
jectories beyond peripheral joint pain, such as back/neck
pain, headache, and abdominal/pelvic pain, were even
more frequent and seemed underestimated by caregivers.
Funding: This study was funded by a FOREUM Career
Research Grant to RL.

096 - TRANSLATION AND CROSS-
CULTURAL ADAPTATION OF THE
MSQUASH INTO EUROPEAN PORTUGUESE
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Background and aim: Regular physical activity is
recommended for all patients with axial spondyloar-
thritis (axSpA), but it can be challenging to investigate
or measure its frequency, duration and intensity. The
modified Short Questionnaire to ASsess Health-en-
hancing physical activity (mSQUASH) is a patient-re-
ported outcome measurement instrument to assess
daily physical activity in patients with axSpA and the
mSQUASH that has four domains: 1) commute to/from
work or school and commute to/from other destina-
tions, 2) work (paid/unpaid) or school/study, 3) house-
hold activities, 4) leisure activities and sports and ex-
ercise. It was developed and validated in Dutch and
since then translated and validated in English. The aim
of this study was to translate the mSQUASH into Eu-
ropean Portuguese and to evaluate de the face validity,

TO 096 - TABLE 1. Demographic and clinical characteristics of the patients who participated in the field
testing of the European Portuguese version of the mSQUASH questionnaire.
Education Working status Dls.e a5€ axSpA HLA-B27  Treatment ASDAS
duration (y) subtype

1 59 I Lower secondary Full-time 22 r-axSpA - NSAIDs 1.4

2 36 M Bachelor Full-time 15 r-axSpA + NSAIDs 2.4

3 60 M literate Work disability 20 r-axSpA - ADA 3.1

due to health
4 58 M Associate Part-time 4 nr-axSpA + ADA 1.0
5 46 M Professional Full-time 26 nr-axSpA + NSAIDs 058
course

6 49 F Upper secondary Part-time 8 nr-axSpA + SEC 0.9

7 51 IF Lower secondary Job seeking 12 r-axSpA - ADA 2.8

8 42 M Upper secondary Part-time 15 T-axSpA + ADA 2.4

: Work disability

9 49 F Primary due to health 10 nr-axSpA = ADA 2.0

10 49 F Associate Full-time 30 nr-axSpA + czp 2.7
ID, Identification number in study; F, female; M, male; ISCDED, International Standard Classification of Education; y, years; r-axSpA, radiographic axial
spondyloarthritis; nr-axSpA, non-radiographic axial spondyloarthritis; NSAIDs, nonsteroidal anti-inflammatory drugs; ADA, Adalimumab; SEC, Secukinumab; CZP,
Certolizumab pegol; ASDAS, Axial Spondyloarthritis Disease Activity Score.
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equivalence and applicability of the translated version
in patients with axSpA in Portugal.

Methods: The translation was done using the English
version of the mSQUASH, following the forward-back-
ward procedure proposed by the Beaton method. The
scientific committee responsible for the translation
comprised six rheumatologists, two rheumatology fel-
lows, three bilingual translators and the developer of
the original mSQUASH. Two bilingual translators per-
formed independent forward translations from English
into Portuguese, and these versions were harmonized
in a consensual version. Another translator back trans-
lated the synthesized version into English. Translation
discrepancies were discussed within a scientific com-
mittee and a pre-final version of the questionnaire was
developed. The pre-final version was field tested with
cognitive debriefing interviews in 10 patients with ax-
SpA with large variation in gender, age, disease dura-
tion, treatment, educational level and working status
(Table 1).

Results: The translation process of the Portuguese
version of the mSQUASH was completed without ma-
jor issues and all minor discrepancies were solved in
consensus meetings. During field testing of the pre-fi-
nal version of the questionnaire, all patients reported
that it was clear and appropriate. The median time for
completion of the Portuguese mSQUASH was 4:15
(standard deviation: 2:44) minutes. The analysis of the
comments and suggestions by the patients led to the
correction of minor spelling errors and to the addition
of examples to item “12. Home maintenance”. This
question was perceived by patients as conceptually
confusing with the items related to household activ-
ities. The final version of the questionnaire, incorpo-
rating the feedback from the patients, was approved by
the scientific committee.

099 - UNDERSTANDING FRAILTY IN
RHEUMATOID ARTHRITIS AND PSORIATIC
ARTHRITIS: A COMPARATIVE ANALYSIS
Pedro Miguel Teixeira' ?, Carolina Vilafanha' %, C. Pinto
Oliveira"?, Sofia Ferreira Azevedo" ?, Gisela Eugénio"?,
Anabela Barcelos" 2

'"Rheumatology Department, Unidade Local de Satude da
Regido de Aveiro, Aveiro, Portugal, *Centro Académico
Clinico Egas Moniz Health Alliance, Portugal, Aveiro,
Portugal

Background: Frailty, characterized by reduced physio-
logical reserve and increased vulnerability to stressors,
is common in chronic inflammatory conditions such as
rheumatoid arthritis (RA) and psoriatic arthritis (PsA).
Objective: To explore the risk factors associated with
higher frailty risk in RA and PsA patients and evaluate

their overall health impact.

Methods: This unicentric, cross-sectional study in-
cluded patients with RA and PsA meeting the American
College of Rheumatology/European League Against
Rheumatism (ACR/EULAR) 2010 and Classification
for Psoriatic Arthritis (CASPAR) criteria, respectively.
Frailty was assessed using validated Portuguese ver-
sions of FRAIL-S, scoring from 0 to 5, classifying pa-
tients as robust (0), pre-frail (1-2) or frail (=3). Data on
demographics, clinical characteristics, comorbidities,
and patient-reported outcomes, including patient glob-
al assessment [PGA], pain [VAS], function [HAQ], and
quality of life [EQ-5D], were collected. Associations
with frailty risk were evaluated using parametric and
non-parametric tests followed by multivariate analysis.
Results: A total of 112 patients were included: 70 with
RA and 42 with PsA. Twenty-eight (25,0%) patients
were identified at high risk of frailty (21 RA and 7 PsA),
40 (35,7%) as pre-frail 27 RA and 13 PsA) and 44

TO 099 - TABLE 1. Demographics, clinical, and
patient-reported outcomes associated with
frailty in patients with rheumatoid arthritis and
psoriatic arthritis

Rheumatoid Arthritis Psoriatic Arthritis

Frail Non-Frail P Frail Non-frail P

(n=21) (n=49) (n=7) (n=35)
Mean age (SD) 70,2(9,5)  56,8(15,3) 0,002 | 66,3(10,0) 56,2 (13,4) 0,039
(years)
Women, n (%) 16(76,2%) 36 (73,5%) 0,595 | 4(57,1%) 14 (35,0%) 0,385
Body mass index 23,3(4,7)  27,2(4,5) 0,028 | 28.1(5,5) 28,3(5,7) 0,976
(SD) (kg/m?)
Disease duration  16,3(11,1)  9,9(9,5) 0,039 | 19,0(11,8) 9,3(4,5) 0,011
(SD) (years)
RF positivity, n (%) = 17(80,9%) 32(65,3%) 0,198 n/a n/a
ACPA positivity, n 16 (76,2%) 36 (73,5%) 0,596 n/a n/a
(%)
TJC28, median 1(0-3) 0(0-2) 0,387 0(0-4) 0(0-2) 0,320
(IQR)
SJC28, median 0(0-2) 0(0-1) 0,599 0(0-4) 0(0-2) 0,246
(IQR)
ESR, median (IQR) | 19(11-32) 16 (9-26) 0,936 | 16(10-27) 13 (8-25) 0,681
(mm/hr)
CRP, median (IQR) | 0,51(0,22- 0,37(0,15- 0,684 | 0,67(0,15- 0,59(0,10-1,47) 0,487
(mg/dL) 1.09) 0,97) 1,99)

DAS28 3vESR(SD) = 3,15(0,88) 2,76 (0,93) 0,199 | 2,67(1,28)
DAS28 3vCRP (SD) = 2,65(0.94) 2,24(0,93) 0,151 | 2,46 (1,05)

2,37(0,80) 0,589
2.14(0,78) 0,534

PGA (0-10) (SD) 4,8(2,3) 2,9(2,2) 0,004 | 5,7(2,5) 3,0(2,1) 0,049

Pain VAS (0-10) 4,9(2,8) 2,1(2,0) <0,001 4,7(4,1) 3,3(2,6) 0,055

(Sb)

HAQ score 1,669 0,670 <0,001 1,458 0,762 (0,606) 0,217
(0,756) (0,559) (0,617)

EQ-5D score 0,2063 0,6194 <0,001 0,2717 0,6466 0,052
(0,3470) (0,2159) (0,1350) (0,3061)

Radiographic 15(71,4%)  10(20,4%) <0,001 5(71,4%) 6(17,7%) 0,002

Erosions, n (%)

Extraarticular 12 (57,1%) 12 (24,5%) 0,011 n/a n/a

disease, n (%)

Multimorbidity*,n | 14(71,4%) 17(34,7%) 0,005 | 7 (100%) 19(54,3%) 0,021

(%)
Treatment
PDN daily dose = 10 (47,6%)  18(36,7%) 0,239 2(28,6%) 6(17,1%) 0,098
5mg, n (%)
©csDMARD, n (%) 18 (85,7%)  43(87,5%) 0,898 6(85,7%) 32(91,4%) 0,690
bDMARD, n (%) 5(23,8%) 9(18,3%) 0,461 3(42,9%) 8(22,9%) 0,086

*Multimorbidity was defined has = 2 chronic medical conditions
ACPA: anti-citrullinated peptide antibodies; bDMARD: biologic disease-modifying anti-
rheumatic drugs; CRP: C-reactive protein; csDMARD: conventional synthetic disease-
modifying anti-rheumatic drugs; DAS28: Disease Activity Score 28; ESR: erythrocyte
sedimentation rate; HAQ: Health Assessment Questionnaire; IQR: Interquartile range; n:
number PDN: Prednisolone; PGA: Patient Global Assessment; RF: rheumatoid factor; SD:
standard deviation; SJC28: swollen joint count 28; TJC28: tender joint count 28; VAS:

\fimiinl Amalamiin Canlas
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(39,3%) as robust (22 RA and 22 PsA). High frailty risk
was linked to older age, longer disease duration, higher
PGA score, multimorbidity, and the presence of ero-
sions in both RA and PsA. In RA, there was also an as-
sociation with lower body mass index (BMI), extra-ar-
ticular disease, osteoporosis, lower function, and lower
quality of life. No significant differences were found
regarding tender and swollen joints, disease activity,
acute phase reactants, and the use of b/tsDMARDs.
Conclusion: Frailty risk is prevalent in our cohort of
RA and PsA patients, particularly among older patients
with longer disease duration, higher PGA, multimor-
bidity, and erosive disease. This risk is also higher in
RA patients with lower BMI and extra-articular dis-
ease, significantly impacting function and quality of
life. Interestingly, traditional disease activity scores did
not correlate with frailty risk, suggesting that frailty
primarily reflects cumulative disease damage rather
than current disease activity levels.

103 - PULMONARY INVOLVEMENT IN
PRIMARY SJOGREN’S SYNDROME
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de Lisboa, Centro Académico de Medicina de Lisboa,
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Garcia de Orta, Almada, Portugal

Introduction: Primary Sjogren’s syndrome (pSS) is a
chronic, immune-mediated disease mainly character-
ized by inflammation of the exocrine glands. It can
present with several extra-glandular manifestations,
among which pulmonary involvement is included.
Objectives: We aim to estimate the frequency and type
of pulmonary involvement in pSS, identify differenc-
es between patients with and without pulmonary in-
volvement and characterize patients with pSS-intersti-
tial lung disease (ILD).

Methods: We conducted a retrospective study in a co-
hort of patients with clinical diagnosis of pSS, followed
at Hospital Garcia de Orta, and registered in Reuma.pt.
Parametric and nonparametric tests were applied, and
the results were considered statically significant for a
p-value<0.05.

Results: We analyzed 198 patients. From these, 19
(9.6%) had lung involvement. ILD was reported in elev-
en patients (5.6%) and bronchiectasis in eight patients
(4%). One patient with bronchiectasis had concomi-
tant follicular bronchiolitis. Patients with pulmonary
involvement were older (63.2 = 9.3 years vs. 55.2 =
13.3 years, p-value 0.01), had a longer pSS duration
(8.69 [4.75-13] years vs. 5.5 [IQR 2-9] years, p-value

0.023) and were more likely to be smokers (21.1% vs.
11.2%, p-value 0.05).

In 36.3% of ILD patients, the diagnosis of lung dis-
ease preceded the diagnosis of pSS. Nonspecific inter-
stitial pneumonia was the most prevalent ILD pattern
(63.7%), followed by lymphocytic interstitial pneumo-
nia (36.4%). Immunosuppressive drugs were used in
six (54.5%) ILD patients, with antifibrotic being asso-
ciated in half of them.

Conclusions: Pulmonary involvement was reported in
9.6% of patients in our cohort, with ILD accounting for
the most frequent presentation, followed by bronchiec-
tasis. An older age, a longer pSS duration and smoking
seem to be associated with the development of lung
disease.

104 - PERSISTENCE RATE OF
ONCE-WEEKLY ADALIMUMAB

IN RHEUMATOID ARTHRITIS,
SPONDYLARTHRITIS AND PSORIATIC
ARTHRITIS: REAL-WORLD EVIDENCE
Mariana Rocha Sebastido"?, Inés Almeida® >, Carlos
Marques-Gomes* #, Mariana Diz-Lopes **, Miguel Correia
Natal?, Barbara Fernandes Esteves?, Teresa Martins-Rocha*
*, Miguel Bernardes* *, Lucia Costa?

!Servico de Reumatologia, Hospital do Divino Espirito
Santo, Ponta Delgada, Portugal, 2Servico de Reumatologia,
Centro Hospitalar de Sdo Jodo, Porto, Portugal, *Unidade
de Reumatologia, Centro Hospitalar Tondela-Viseu, Viseu,
Portugal, *Department of Medicine, Faculty of Medicine,
University of Porto, Porto, Portugal

Introduction: Adalimumab (ADA) at the dose of 40mg
once-weekly (ow) has on-label indications for the treat-
ment of Rheumatoid Arthritis (RA), Psoriasis, Crohn’s
disease, Ulcerative Colitis and Suppurative Hidrade-
nitis. The Summary of Product Characteristics men-
tions that, in the case of decrease in clinical response
in monotherapy, RA patients may benefit from dose
escalation to 40mg ow, based on a double blind, pla-
cebo controlled, phase I1I clinical trial. The choice be-
tween switching or maintaining a bDMARD has clini-
cal and economic implications. Immunogenicity plays
a key role in drug survival and lack of efficacy: dose
increment or shortening the dosing interval could be
a strategy to reduce immunogenicity, by potentially
increasing the drug molecules/antidrug antibody ra-
tio. Dose escalation might be a good alternative to bD-
MARD switching in patients with insufficient response
to ADA 40mg every other week (eow).

Objective: Provide real-world evidence on the efficacy
and safety of ADA 40mg ow in patients with RA, Spon-
dylarthritis (SpA), and Psoriatic Arthritis (PsoA).
Methods: We performed a retrospective observation-
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TO 104 - Figure 1. Drug survival of Adalimumab every
other week (eow) and once weekly (ow) at 36 months of
follow-up in RA, PsA and PsoA

al study, using data collected prospectively from The
Rheumatic Diseases Portuguese Registry (Reuma.pt).
We included adult patients followed at the Rheumatol-
ogy Department of ULS Séo Jodo, diagnosed with SpA,
RA or PsoA, who initiated ADA between January 2008
and June 2021, with a minimum of 3 years of follow-up.
To investigate the effectiveness and safety of dose es-
calation of ADA to 40mg ow, we measured the per-
sistence till discontinuation for any reason (persistence
rate, PR) within a period of 3 years of treatment in both
the eow and ow groups, using the Kaplan-Meier Esti-
mator. Then we compared the PR of both groups using
the Chi-Square test. Reasons for treatment discontinu-
ation were summarized using descriptive statistics.
Results: We included 368 participants. Since most pa-
tients that were, at some point, treated with ADA ow,
were initially prescribed ADA eow, these were included
in both treatment groups, and the corresponding data
was attributed according to the date of dose escalation.
In this way, the ADA eow group counted 366 patients,
and the ADA ow group 115 patients. The PR in the
eow group was 38.3%, with a mean time on treatment
of 20.24 + 0.72 months. The PR in the ow group was
41.7%, with a median time on treatment of 21.91 + 1.31
months (Figure 1). The difference between the groups
was not statistically significant (p-value 0.458). Addi-
tionally, we analysed the reasons for treatment discon-
tinuation in the ow group: the most frequent were pri-
mary and secondary failure, both accounting for 27.3%
(18/66), followed by sustained remission with 24.2%
(16/66). In the latter case, all participants continued
ADA but increased the dosing interval, most often to
40mg eow (81.3% [13/16]). The remaining reasons
were adverse events (8/66), surgery (2/66), patient’s de-
cision (2/66), pregnancy (1/66) and loss of follow-up
(1/66).

Conclusion: The PR was slightly higher in ADA 40mg
ow group compared to eow, but the difference was not

statistically significant. About half of patients that dis-
continued treatment within 3 years in the ow group
did so due to therapeutic failure (primary or second-
ary). At the 3-years follow-up, 41.7% were still on ADA
ow and about a quarter of patients who discontinued
this dosage where still on ADA, but at a different dos-
age, due to sustained remission. This suggests that
shortening the dosing interval is an effective strategy,
increasing the retention time of the drug.

108 - HEALTH-RELATED QUALITY OF LIFE
- A MULTIDISCIPLINARY APPROACH IN
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Introduction: Psoriatic Disease (PsD) is a chronic dis-
ease that affects the musculoskeletal system, skin, and
nails with a negative impact on a patient’s quality of
life. Our study aimed to analyze the HRQoL in PsD
patients and to identify influencing factors.

Methods: Retrospective cross-sectional study includ-
ing consecutive adult patients with PsD, followed in
a combined dermatology-rheumatology Clinic, be-
tween September 2018 and April 2024. Demographic
and clinical data were collected. A DLQI (Dermatolo-
gy Life Quality Index) or PsAQoL (Psoriatic Arthritis
Quality of Life) score greater than 10 indicates poor
quality of life. Patients were grouped based on their
quality-of-life scores. Descriptive and statistical anal-
ysis were performed, as appropriate, and a p-value <
0.05 was considered statistically significant.

Results: Fifty-eight PsD patients were included (table
1). Of the 47 patients who completed both the DLQI
and PsAQoL questionnaires, 21.3% had scores > 10 on
both, while 19.1% had only a PsAQoL >10 and 14.9%
had only DLQI >10. Patients with both DLQI and
PsAQoL >10 had a higher Health Assessment Ques-
tionnaire (p = 0.008), Patient Pain Assessment (p =
0.041), and Patient Global Assessment (p = 0.004). An
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Trabalho Original

TO 108 - TABLE 1. Clinical and demographic
patients characteristics (n=58)

Age at first appointment - mean + SD 5298 +10.71
Age at onset of PsO symptoms - mean + SD 3221 +13.96
Age at onset of joint symptoms - mean + SD 40.10+12.13
Sex (M/F) - n (30/28)
Education - n (%)

First cycle of basic education 7(21.9)
Second cycle of basic education 8(25.0)
Third cycle of basic education 2 (6.3)
Secondary education 7(21.9)
Higher education 8 (25.0)
Employment status - n (%)

Full-time employed 26 (53.1)
Part-time employed 0(0)
Housekeeper 6(12.2)
Unemployed 8(16.3)
Retired 5(10.2)
Retired due to disability 3(6.1)
Medical leave of absence > 1 month 1.0
Student 0(0)

Type of clinical pattern - n (%)

Asymmetric oligoarthritis 16 (36.4)
Symmetric polyarthritis 20 (45.5)
Predominant distal interphalangeal joint 2 (4.5)
Mutilans arthritis 0(0)
Predominant axial involvement 6(13.6)
Dactylitis (ever) - n (%) 20 (34.5)
Enthesitis (ever) - n (%) 9(15.5)
Uveitis (ever) - n (%) 1(1.7)
IBD - n (%) 0(0)
Axial involvement - n (%) 21 (36.2)

Comorbidities - n (%)

Arterial Hypertension 16 (27.6)
Dyslipidemia 19 (32.8)
Diabetes Mellitus 4(6.9)
Obesity 27 (46.6)
Depression 12 (20.7)
Current smoking - n (%) 4(6.9)
Current regular alcohol consumption - n (%) 8 (16.0)
DLQI - median (IQR) 6.0 (11.0)
PsAQoL - median (IQR) 9.00 (11.0)
HAQ - mean + SD 0.81 + 0.64
Patient pain assessment - mean + SD 5237 +21.10
Patient global assessment - median (IQR) 45.00 (38.00)
Rheumatologist global assessment - mean + SD 20.76 +21.27
Dermatologist global assessment - mean + SD 2436 +22.11
PASI - median (IQR) 3.40.7)

continues on the next column

TO 108 - TABLE 1. Continuation

ESR - median (IQR) 13.0 (9.0)
CRP - median (IQR) 2.72 (1.40)
Tender joints, total - median (IQR) 1.0 (2.0)
Tender joints, DAS28- median (IQR) 0.0 (1.0)
Swollen joints, total- median (IQR) 0.0 (2.0)
Swollen joints, DAS28- median (IQR) 0.0 (1.0)
Composite indices

DAS28-CRP, 4 variables- median (IQR) 2.39 (2.15)
DAS28-CRP, 3 variables - median (IQR) 2.01 (1.86)
DAS28-ESR, 4 variables - mean + SD 3.19 £ 1.46
DAS28-ESR, 3 variables - median (IQR) 2.54 (1.96)
Disease activity (DAS28-ESR, 3 variables) - n (%)

Remission 17 (51.5)
Low disease activity 5(15.2)
Moderate disease activity 10 (30.3)
High disease activity 3(3.0)
Current treatment - n (%)

Topical 29 (50.9)
c¢DMARD 30 (52.6)
bDMARD 17 (29.8)
Oral retinoid 6 (10.3)
PUVA therapy 0 (0)

bDMARD - biologic disease-modifying anti-rheumatic drug; cDMARD-
conventional disease-modifying anti-rheumatic drug; CRP- C-reactive
protein; DAS28 — Disease activity score 28 joints; DLQI - Dermatology
Life Quality Index; ESR- Erythrocyte Sedimentation Rate; HAQ — Health
Assessment Questionnaire; IBD — Inflammatory Bowel Disease; PASI —
Psoriasis Area and Severity Index; PSAQoL - Psoriatic Arthritis Quality of
Life; PsO — Psoriasis; PUVA — Psoralen and ultraviolet A.

association was observed between the absence of bD-
MARD treatment and both scores elevated (p = 0.042).
Patients with only PsAQoL >10 were older (p= 0.011).
Fewer patients were in remission, p= 0.012, had more
tender and swollen joints and higher DAS28-ESR and
DAS28-CRP 3 variables, p < 0.05. Rheumatologist
global assessment was also higher (p = 0.002). No as-
sociations were found in patients with only DLQI > 10.
Conclusions: PsAQoL is linked to articular disease
activity and global disease assessment by the Rheu-
matologist. Patients with both high PsAQoL and DLQI
reported worse reported outcomes, but no association
was found with disease activity or characteristics, un-
derscoring HRQoL's multidimensional nature, requir-
ing a holistic approach.
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Introduction: Adalimumab (ADA) at the dose of 40mg
once-weekly (ow) has on-label indications for the treat-
ment of Rheumatoid Arthritis (RA), Psoriasis, Crohn’s
disease, Ulcerative Colitis and Suppurative Hidrade-
nitis. The Summary of Product Characteristics men-
tions that, in the case of decrease in clinical response
in monotherapy, RA patients may benefit from dose
escalation to 40mg ow, based on a double blind, pla-
cebo controlled, phase III clinical trial. The choice be-
tween switching or maintaining a bDMARD has clini-
cal and economic implications. Immunogenicity plays
a key role in drug survival and lack of efficacy: dose
increment or shortening the dosing interval could be
a strategy to reduce immunogenicity, by potentially
increasing the drug molecules/antidrug antibody ra-
tio. Dose escalation might be a good alternative to bD-
MARD switching in patients with insufficient response
to ADA 40mg every other week (eow).

Objective: Provide real-world evidence on the efficacy
and safety of ADA 40mg ow in patients with Spondy-
larthritis (SpA).

Methods: We performed a retrospective observation-
al study, using data collected prospectively from The
Rheumatic Diseases Portuguese Registry (Reuma.pt).
We included adult patients followed at the Rheuma-
tology Department of ULS Sao Jodo, diagnosed with
SpA, who initiated ADA between January 2008 and
June 2021, with a minimum of 3 years of follow-up. To
investigate the effectiveness and safety of dose escala-
tion of ADA to 40mg ow, we measured the persistence
till discontinuation for any reason (persistence rate,
PR) within a period of 3 years of treatment in both the
eow and ow groups, using the Kaplan-Meier Estimator.
Then we compared the PR of both groups using the
Chi-Square test. Reasons for treatment discontinuation
were summarized using descriptive statistics.

Results: We included 201 participants with SpA. Since
all patients that were, at some point, treated with ADA
ow, were initially prescribed ADA eow, these were in-
cluded in both treatment groups, and the correspond-
ing data was attributed according to the date of dose
escalation. In this way, the ADA eow group counted
199 patients, and the ADA ow group 66 patients. The
PR in the eow group was 39.7%, with a mean time on
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TO 109 - Figure 1. Drug survival with Adalimumab every
other week (eow) and once weekly (ow) at 36 months of
follow-up in SpA

treatment of 20.36 + 0.98 months. The PR in the ow
group was 37.9%, with a mean time on treatment of
20.68 + 1.76 months (Figure 1). The difference be-
tween the groups was not statistically significant
(p-value 0.811). Additionally, we analysed the reasons
for treatment discontinuation in the ow group: the
most frequent were primary and secondary failure,
accounting for 32,5% (13/40) and 30,0% (12/40) re-
spectively, followed by sustained remission with 20,0%
(8/40). In the latter case, all participants continued
ADA but increased the dosing interval, most often to
40mg eow (75% [6/8]). The remaining reasons were
adverse events (4/40), surgery (1/40), patient’s decision
(1/40) and pregnancy (1/40).

Conclusion: The PR was similar between the eow and
the ow groups. About 60% of the patients that discon-
tinued treatment within 3 years in the ow group did so
due to therapeutic failure (primary or secondary). At
the 3-years follow-up, 37.9% were still on ADA ow and
about a fifth of patients who discontinued this dosage
where still on ADA, but at a different dosage, due to
sustained remission. This suggests that shortening the
dosing interval is an effective strategy, increasing the
retention time of the drug.

112 - OFF-LABEL USE OF TOCILIZUMAB

IN SYSTEMIC SCLEROSIS:
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Introduction: Systemic sclerosis (SSc¢) is a rheumatic
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TO 112 - TABELA 1 - Caracteristicas
demograficas, clinicas e analiticas na baseline

Idade, anos 46.6 (18.1)
Sexo
Masculino 3(25%)
Feminino 9 (75%)
Raga / Etnia
Branco de origem europeia 10 (83.3%)
Branco de origem néo-europeia 1(8.3%)
Negro 1 (8.3%)
Habitos tabagicos 4(33.3%)
Habitos alcodlicos 0 (0%)
Comorbilidades
Hipertensdo arterial 5 (41.7%)
Diabetes mellitus 1(8.3%)
Dislipidémia 5 (41.7%)
Duracio da ES, meses
Mediana (I11Q) 25.1 (18-85.6)
Fenétipo cutaneo de ES
Difuso 10 (83.3%)
Limitado 2 (16.7%)
Anticorpos positivos
Anti-topoisomerase 1 6 (50%)
Anti-centromero 2 (16.7%)
Anti-Ku 1(8.3%)
Anti-U3-RNP 3 (25%)
Anti-nucleares 11 (91.7%)
Manifestacoes clinicas cumulativas
Fenomeno de Raynaud 11 (91.7%)
Espessamento cutaneo 12 (100%)
Telangiectasias 5 (41.7%)
Puffy fingers 10 (83.3%)
Esclerodactilia 12 (100%)
Ulceras digitais 7(58.3%)
Pittings scars 8 (66.7%)
Calcinose 5(41.7%)
Contraturas 4(33.3%)
Friccoes tendinosas 2 (16.7%)
Artralgias 5 (41.7%)
Miosite 1(8.3%)
Microstomia 4 (33.3%)
Envolvimento gastrointestinal 10 (83.3%)
Envolvimento cardiaco 5(41.7%)
Doenca intersticial pulmonar 3(25%)
Provas de funcdo respiratéria
CPT, % prevista, n=9 98.8 (14)
CVE, % prevista, n=11 83.4 (23.6)
DLCO, % prevista, n=10 74 21.4)
mRSS, n=11 21.9(12)
Parametros analiticos
Hemoglobina, g/dL 12.5 (1.3)
Leucocitos, x109/L 8.2 (2.5
Plaquetas, x109/L 300.3 (116)
PCR, mg/L
Mediana (11Q) 0.4 (0.1-1.1)
VS, mm/h 53.3 (20.4)
AST, U/L 21.3(5.3)
ALT, U/L 17 (4.6)
Creatinina, mg/dL, n=11 0.6 (0.2)
Colesterol total, mg/dL, n=11 171.9 (41.3)
HDL, mg/dL, n=11 46.7 (12.6)
LDL, mg/dL, n=11 108.6 (33.9)
Triglicéridos, mg/dL 115.5 (45.9)
CK, U/L 115.8 (56.7)

Os dados sdo n (%), média (DP), salvo indicacdo em contrario. Os valores de n
especificados surgem em variaveis com valores em falta. ES = esclerose sistémica.
CPT = capacidade pulmonar total. CVF = capacidade vital forcada. DLCO =
capacidade de difusao do monoxido de carbono. mRSS = score cutaneo de Rodnan
modificado. PCR = proteina C reativa. VS = velocidade de sedimentacao. AST =
aspartato-aminotransferase. ALT = alanina-aminotransferase. HDL = lipoproteina de
alta densidade. LDL = lipoproteina de baixa densidade. CK = creatinoquinase. 11Q =
intervalo interquartil. DP = desvio-padrao.

disease associated with high morbidity and mortali-
ty, with interstitial lung disease being the main cause
of death in these patients. The therapeutic options
available are limited. Clinical trials have shown the
effectiveness of Tocilizumab (TCZ), an interleukin-6
receptor antagonist, on lung function compared to pla-
cebo, despite it not being approved for this purpose.
Its off-label use has been advocated for stabilizing lung
function in diffuse cutaneous SSc.

Objectives: To characterize patients with SSc treated
with off-label TCZ, identify the reasons for its prescrip-
tion, and assess its safety and effectiveness.

Methods: We performed a retrospective observation-
al cohort study, including all SSc patients treated with
TCZ at our center. A descriptive analysis of the popula-
tion was conducted, including the reasons for therapy
prescription, discontinuation and the reported adverse
events. Effectiveness was assessed through variation in
the modified Rodnan skin score (mRSS), pulmonary
function tests, hemoglobin levels and erythrocyte sed-
imentation rate (ESR) from baseline to 12 months of
therapy.

Results: Twelve patients were included, 75% female,
with a mean age of 47 + 18 years. Population char-
acterization is shown on table 1. The off-label use of
TCZ was reported in 7.7% of all SSc patients. The main
reasons for its prescription were cutaneous and pulmo-
nary manifestations, predominantly in patients with
diffuse cutaneous SSc (83.3%). We found a statistically
significant reduction in mRSS from 21.2 to 17.6 (p =
0.038) and in ESR (p < 0.01) at 12 months. Reported
adverse effects were not considered severe.
Conclusion: The off-label use of TCZ is a possible
therapeutic option for severe SSc patients and/or when
other immunosuppressive therapies fail, particular-
ly useful for skin involvement, with a significant im-
provement in mRSS at 12 months. The safety profile
was considered acceptable.
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Introduction: Adalimumab (ADA) at the dose of 40mg
once-weekly (ow) has on-label indications for the treat-
ment of Rheumatoid Arthritis (RA), Psoriasis, Crohn’s
disease, Ulcerative Colitis and Suppurative Hidrade-
nitis. The Summary of Product Characteristics men-
tions that, in the case of decrease in clinical response
in monotherapy, RA patients may benefit from dose
escalation to 40mg ow, based on a double blind, pla-
cebo controlled, phase III clinical trial. The choice be-
tween switching or maintaining a bDMARD has clini-
cal and economic implications. Immunogenicity plays
a key role in drug survival and lack of efficacy: dose
increment or shortening the dosing interval could be
a strategy to reduce immunogenicity, by potentially
increasing the drug molecules/antidrug antibody ra-
tio. Dose escalation might be a good alternative to bD-
MARD switching in patients with insufficient response
to ADA 40mg every other week (eow).

Objective: Provide real-world evidence on the efficacy
and safety of ADA 40mg ow in patients with RA.
Methods: We performed a retrospective observation-
al study, using data collected prospectively from The
Rheumatic Diseases Portuguese Registry (Reuma.pt).
We included adult patients followed at the Rheuma-
tology Department of ULS Sio Jodo, diagnosed with
RA, who initiated ADA between January 2008 and
June 2021, with a minimum of 3 years of follow-up. To
investigate the effectiveness and safety of dose escala-
tion of ADA to 40mg ow, we measured the persistence
till discontinuation for any reason (persistence rate,
PR) within a period of 3 years of treatment in both the
eow and ow groups, using the Kaplan-Meier Estima-
tor. Then we compared de PR of both groups using the
Chi-Square test. Reasons for treatment discontinuation
were summarized using descriptive statistics.

Results: We included 95 participants with RA. Since
all patients that were, at some point, treated with ADA
ow, were initially prescribed ADA eow, these were in-
cluded in both treatment groups, and the correspond-
ing data was attributed according to the date of dose
escalation. In this way, the ADA eow group counted
95 patients, and the ADA ow group 31 patients. The
PR in the eow group was 38.9%, with a mean time on
treatment of 21.06 = 1.39 months. The PR in the ow
group was 51,6%, with a mean time on treatment of
25.39 + 2.34 months (Figure 1). The difference be-
tween groups was not statistically significant (p-value
0.174). Additionally, we analysed the reasons for treat-
ment discontinuation in the ow group: the most fre-
quent were secondary failure and sustained remission,
both accounting for 26.7% (4/15). In the latter case,
all participants continued ADA but increased the dos-
ing interval to 40mg eow. The remaining reasons were
adverse events (3/15), primary failure (2/15), surgery

Survival Functions

Group
ADA e0W
_IIADA oW
ADA eow-censored
—+—ADA ow-censored

Cumulative Survival

Time {months)

TO 113 - Figure 1. Drug survival with Adalimumab every
other week (eow) and once weekly (ow) at 36 months of
follow-up in RA

(1/15) and patient’s decision (1/15).

Conclusion: The PR was higher in ADA 40mg ow
group, but the difference was not statistically signifi-
cant. About 40% of patients that discontinued treat-
ment within 3 years in the ow group did so due to
therapeutic failure (primary or secondary). At the
3-years follow-up, 51.6% were still on ow ADA and
about a quarter of patients who discontinued this dos-
age where still on ADA, but at a different dosage, due to
sustained remission. This suggests that shortening the
dosing interval is an effective strategy, increasing the
retention time of the drug.
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Introduction: Adalimumab (ADA) at the dose of 40mg
once-weekly (ow) has on-label indications for the treat-
ment of Rheumatoid Arthritis (RA), Psoriasis, Crohn’s
disease, Ulcerative Colitis and Suppurative Hidradeni-
tis. The Summary of Product Characteristics mentions
that, in the case of decrease in clinical response in
monotherapy, RA patients may benefit from dose es-
calation to 40mg ow, based on a double blind, placebo
controlled, phase III clinical trial.

The choice between switching or maintaining a bD-
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MARD has clinical and economic implications. Immu-
nogenicity plays a key role in drug survival and lack
of efficacy: dose increment or shortening the dosing
interval could be a strategy to reduce immunogenicity,
by potentially increasing the drug molecules/antidrug
antibody ratio. Dose escalation might be a good alter-
native to bDMARD switching in patients with insuffi-
cient response to ADA 40mg every other week (eow).
Objective: Provide real-world evidence on the efficacy
and safety of ADA 40mg ow in patients with Psoriatic
Arthritis (PsoA).

Methods: We performed a retrospective observation-
al study, using data collected prospectively from The
Rheumatic Diseases Portuguese Registry (Reuma.pt).
We included adult patients followed at the Rheuma-
tology Department of ULS Sao Jozo, diagnosed with
PsoA, who initiated ADA between January 2008 and
June 2021, with a minimum of 3 years of follow-up. To
investigate the effectiveness and safety of dose escala-
tion of ADA to 40mg ow, we measured the persistence
till discontinuation for any reason (persistence rate,
PR) within a period of 3 years of treatment in both the
eow and ow groups, using the Kaplan-Meier Estimator.
Then we compared the PR of both groups using the
Chi-Square test. Reasons for treatment discontinuation
were summarized using descriptive statistics.

Results: We included a total of 72 participants with
PsoA. Since all patients that were, at some point, treat-
ed with ADA ow, were initially prescribed ADA eow,
these were included in both treatment groups, and
the corresponding data was attributed according to
the date of dose escalation. In this way, the ADA eow
group counted 72 patients, and the ADA ow group 18
patients. The PR in the eow group was 33.3%, with a
mean time on treatment of 18.86 + 1.63 months. The
PR in the ow group was 38.9%, with a mean time on
treatment of 20.44 + 3.31 months (Figure 1). The dif-
ference between groups was not statistically significant
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TO 114 - Figure 1. Drug survival of Adalimumab every other
week (eow) and once weekly (ow) at 36 months of follow-up
in PsoA

(p-value 0.694). Additionally, we analysed the reasons
for treatment discontinuation in the ow group: the
most frequent were sustained remission with 36.6%
(4/11): all these participants continued ADA but in-
creased the dosing interval, most often to 40mg eow
(3/4). The remaining reasons were secondary failure
(3/11), primary failure (2/11), adverse events (1/11),
and loss of follow-up (1/11).

Conclusion: The PR was slightly higher in ADA 40mg
ow group, but the difference was not statistically sig-
nificant. Almost half of patients that discontinued
treatment within 3 years in the ow group did so due
to therapeutic failure (primary or secondary). At the
3-years follow-up, 38.9% were still on ADA ow and
about a third of patients who discontinued this dosage
where still on ADA, but at a different dosage, due to
sustained remission. This suggests that shortening the
dosing interval is an effective strategy, increasing the
retention time of the drug.
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Introduction: Adalimumab (ADA) 40mg once-weekly
(ow) regimen has on-label indications in Rheumatoid
Arthritis (RA), Psoriasis, Crohn’s disease, Ulcerative
Colitis and Suppurative Hidradenitis. The Summary of
Product Characteristics mentions that, in case of de-
creased clinical response in monotherapy, RA patients
may benefit from dose escalation to 40mg ow, based
on a double blind, placebo controlled, phase III clinical
trial.

The choice between switching or maintaining a bD-
MARD has clinical and economic implications. Im-
munogenicity plays a key role in drug survival: dose
increment or shortening the dosing interval could be a
strategy to reduce immunogenicity, by potentially in-
creasing the drug molecules/antidrug antibody ratio.
Dose escalation might be in alternative to switching in
patients with insufficient response to ADA 40mg every
other week (eow).

Objective: Evaluate the efficacy of ADA 40mg ow in
achieving remission or low disease activity in patients
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TO 115 - TABLE 1. DISEASE ACTIVITY AT BASELINE, 6, 12, 24 AND 36 MONTHS IN THE EOW AND OW
REGIME
BASELINE 6 MONTHS 12 MONTHS 24 MONTHS 36 MONTHS
EOW ow p-value EOW ow p-value EOW ow p-value EOW ow p-value EOW ow p-value
SJC, median (IQR) 5.5(7) 4.0(3) 20(2) | 1.0(2) 0.0(2) | 0.0(3) 05(2) | 05(2) 0.0(2)  1.0(3)
<0.001 0.146 0.146 0.933 0.721
n available n=151 n=50 n=126 n=35 n=80 n=28 n=42 n=22 n=23 n=13
TJC, median (IQR)  11.5(12) 6.0(3) 1.5(2) 2.0(6) 1.5(2) 2.5(8) 2.0(5) 3.0(9) 1.0(3) 4.0(5)
<0.001 0.259 0.640 0.313 0.242
n available n=151 n=50 n=126 n=35 n=80 n=28 n=42 n=22 n=22 n=13
DAS28-4V, mean 4.82 3.83 3.29 2.83 2.92 285 2.64 2.86 2.57 3.13
(SD) (1.22) (1.04) <0.001 (1.31) (0.70) 0.008 (1.20) (0.87) 0.747 (0.96) (0.94) 0.390 (0.93)  (0.62) 0.070
n available n=157 n=51 n=124 n=35 n=80 n=28 n=43 n=22 n=23 n=12
CDAI, mean (SD) 25.45 16.75 12.36 9.34 9.35 7.75 7.01 9.41 6.91 8.97
(10.71) (8.16) <0.001 (10.05) (4.99) 0.023 (8.64) (6.50) 0.411 (5.53) (6.80) 0.154 (4.57)  (3.87) 0.207
n available n=135 n=44 n=113 n=31 n=69 n=24 n=36 n=21 n=19 n=12
SDAI, mean (SD) 26.97 18.09 13.18 10.00 9.90 8.39 7.40 9.86 7.39 9.94
(11.08) (876) | goo1 = (1057)  (4:85) 0.019 (883) | (640) | .0 (5.69) (6.80) o151 | 490 | (372) 0134
n available n=135 n=44 n=109 n=31 n=69 n=24 n=35 n=21 n=19 n=12
HAQ-DI, mean 1.52 131 113 117 115 0.94 1.09 1.02 1.10 1.07
(SD) (0.66) (0.64) 0.068 (0.61) (0.64) 0719 (0.65) (0.51) 0123 (0.63) (0.63) 0.665 (0.56)  (0.72) 0919
n available n=144 n=41 n=117 n=30 n=59 n=24 n=37 n=19 n=20 n=13
AHAQ-DI, mean -0.31 -0.11 -0.38 -0.19 -0.53 -0.22 -0.24 -0.13
(D) (0.67) (0.35) 0.035 (0.55) | (0.45) 0.200 (0.61) (0.54) 0,096 (0.65) | (0.66) 0.704
n available n=106 n=27 n=53 n=19 n=33 n=14 n=17 n=9
DAS28-4V <2.6, % 3.8 5.9 29.0 11.8 25.6 1.1 B3N 9.1 34.8 8.3
(n/N) 6/158) (351 5% ajaze)  apa) O ome) @an O sy @y %% @3 gy 00
CDAI £2.8, % 0.7 23 17.7 9.7 23.2 16.7 30.6 9.5 211 16.7
(n/N) wass) | @aa) | %Y op1s) @y OB (e a2a) 0 %% ase) | oy %% wne) |z 0763
SDAI<3.3, % 0.7 23 15.6 6.5 23.2 16.7 31.4 143 26.3 8.3
(n/N) wss)  (as) %% 1771009) @31 %10 (efee)  (a2e) | %% wass) @y 0P sne) waz o %Y
CDAI: Clinical Disease Activity Index; DAS28-4V: Four Variable Disease Activity Score based on 28-joint count; HAQ-DI: Health Assessment Questionnaire Disability Index; SDAI: Simple
Disease Activity Index; SJC: Swollen joint count; TIC: Tender joint count

with RA.

Methods: We performed a retrospective observational
study, using data from Reuma.pt. We included adult
patients followed at the Rheumatology Department of
ULS Séo Jodo, diagnosed with RA, who initiated ADA
between 2008 and 2023, with a minimum 6 months of
follow-up. Descriptive analysis of continuous variables
was reported as mean and standard deviation or median
and interquartile range based on normality. Descriptive
analysis of categorical variables was presented as fre-
quency or proportion with confidence intervals at 95%
(95% CI). We considered p-value<0.05 significant.
Results: We included a total of 166 patients with RA.
Since all patients that were, at some point, treated with
ADA ow, were initially prescribed ADA eow, these
were included in both treatment groups, and the cor-
responding data was attributed according to the date of
dose escalation. In this way, the ADA eow group count-
ed 166 patients (median age 54.95, IQR 1547 years,
15,7% male) and the ADA ow group 56 patients (me-
dian age 55.25, IQR 11.24 years, 14,3% male). At base-
line, the eow group had higher scores in the number of
swollen and tender joints, DAS28-4V, CDAI and SDAI
(p<0.001, table 1). At 6 months of follow-up, DAS28-

4V, CDAL and SDAI remained higher in the eow group
(p=0.008, 0.023, 0.019). However, at 12, 24, and 36
months, there were no statistically significant differ-
ences in these scores between the groups. The HAQ-DI
variation was greater in the eow group at 6 months
(p=0.035), but this was not observed in subsequent
evaluations. The proportion of patients in remission
according to DAS28-4V, CDAL, and SDAI did not differ
significantly between the groups, except for DAS28-4V
at 24 months, which favoured the eow group (33.3%
vs. 9.1%).

Discussion: At baseline and after 6 months of fol-
low-up, patients on ADA eow had higher disease ac-
tivity scores than patients on ADA ow. This might be
because patients on ADA ow were initially in the eow
regimen and were expected to experience some, al-
beit insufficient, clinical response. At 12, 24, and 36
months, there were no statistically significant and con-
sistent differences in the disease activity scores or the
proportion of patients in clinical remission.
Conclusion: The similar outcomes in disease activity
scores between eow and ow regimens suggest that, in
RA, shortening the dosing interval of ADA might be
an effective alternative strategy to bDMARD switching.
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116 - EFFICACY OF ONCE-WEEKLY
ADALIMUMAB IN SPONDYLARTHRITIS:
REAL-WORLD EVIDENCE

Mariana Rocha Sebastiao"?, Inés Almeida? 3, Carlos
Marques-Gomes?* *, Mariana Diz-Lopes **, Miguel Correia
Natal?, Barbara Fernandes Esteves?, Teresa Martins-
Rocha?*, Miguel Bernardes* *, Lucia Costa’

!Servico de Reumatologia, Hospital do Divino Espirito
Santo, Ponta Delgada, Portugal, 2Servico de Reumatologia,
Centro Hospitalar de Sao Jodo, Porto, Portugal, *Unidade
de Reumatologia, Centro Hospitalar Tondela-Viseu, Viseu,
Portugal, *Department of Medicine, Faculty of Medicine,
University of Porto, Porto, Portugal

Introduction: Adalimumab (ADA) 40mg once-weekly
(ow) regimen has on-label indications in Rheumatoid
Arthritis (RA), Psoriasis, Crohn’s disease, Ulcerative
Colitis and Suppurative Hidradenitis. The Summary of
Product Characteristics mentions that, in case of de-
creased clinical response in monotherapy, RA patients
may benefit from dose escalation to 40mg ow, based
on a double blind, placebo controlled, phase III clinical
trial. The choice between switching or maintaining a
bDMARD has clinical and economic implications. Im-
munogenicity plays a key role in drug survival: dose
increment or shortening the dosing interval could be a
strategy to reduce immunogenicity, by potentially in-
creasing the drug molecules/antidrug antibody ratio.
Dose escalation might be an alternative to switching in
patients with insufficient response to ADA 40mg every
other week (eow).

Objective: Evaluate the efficacy of ADA 40mg ow in
achieving remission or low disease activity in patients
with SpA.

Methods: We performed a retrospective observational
study, using data from Reuma.pt. We included adult
patients followed at the Rheumatology Department of
ULS Sao Jodo, diagnosed with SpA, who initiated ADA
between 2008 and 2023, with a minimum 6 months of
follow-up. Descriptive analysis of continuous variables
was reported as mean and standard deviation or me-
dian and interquartile range based on normality. De-
scriptive analysis of categorical variables was presented
as frequency or proportion with confidence intervals
at 95% (95% CI). We considered p-value<0.05 signif-
icant.

Results: We included a total of 270 patients. Most pa-
tients treated with ADA ow, were initially prescribed
ADA eow: as such, we included them in both treat-
ment groups, and the corresponding data was attribut-
ed according to the date of dose escalation. Ergo, the
ADA eow group counted 268 patients (median age
46.09, IQR 18.66 years, 45.9% male) and the ADA
ow group 142 patients (median age 45.99, IQR 13.54

years, 33.9% male). At baseline, the eow group had
higher scores of BASDAI (p<0.001), BASFI (p=0.011)
and ASDAS-CRP (p<0.001, table 1), but there were no
statistically significant differences in the proportion of
patients with inactive disease or low disease activity
by ASDAS-CRP. The eow group showed higher BAS-
DAI scores at 12, 24 and 36 months (p<0.001; 0.003;
<0.001), but this variance of BASFI was only observed
at 12 months (p=0.049). At 6, 12 and 24 months, the
ADA eow group revealed greater frequency of inactive
disease by ASDAS-CRP (p=0.047; <0.001; <0.001), but
this was not seen at 24 months, nor in frequency of
low disease activity at any time. In contrast with the
data from ASAS response and the Clinically Important
Improvement by ASDAS-CRP, the eow group revealed
Major Improvement more frequently throughout the
follow-up period (p=0.002; <0.001; <0.001; <0.001).
Discussion: At baseline, patients on ADA eow had
higher disease activity scores than patients on ADA
ow. This might be because patients on ADA ow were
initially in the eow regimen and were expected to ex-
perience some, albeit insufficient, clinical response.
Although the results were not verified at all times and
for all the scores, globally the ow group did not achieve
clinical outcomes equivalent to the eow group.
Conclusion: The date suggests that, despite the inferi-
or treatment response in ow vs eow regimen, ADA dose
escalation might be an effective alternative strategy to
bDMARD switching in SpA, since all the disease ac-
tivity scores showed a favourable variation throughout
time.

119 - MUSCULOSKELETAL
MANIFESTATIONS OF CHECKPOINT
INHIBITORS - EXPERIENCE FROM A
TERTIARY CENTRE

Tiago Beirao!, Catarina Rua', Catarina Silva', Diogo
Guimaraes da Fonseca!, Beatriz Samoes', Tiago Meirinhos',
Taciana Videira!

'"Rheumatology Department, Centro Hospitalar de Vila
Nova de Gaia/Espinho, Vila Nova de Gaia, Portugal

Introduction: Checkpoint inhibitors (ICIs) have
changed dramatically cancer therapy in the last decade.
However, their use is linked with various immune-re-
lated adverse events (irAEs), including musculoskeletal
manifestations. This monocentric study aims to evalu-
ate the onset, clinical presentation, and management
of musculoskeletal symptoms in patients undergoing
treatment with ICls.

Methods: A monocentric retrospective analysis be-
tween 2013 and 2023 of patients receiving checkpoint
inhibitors who were examined in the rheumatology
department. 8 patients were identified (table 1). Data

n4 www.arprheumatology.com « The official Journal of the Portuguese Society of Rheumatology
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were collected on patient demographics, clinical his-
tory, laboratory findings, musculoskeletal ultrasound
and treatment.

Results: The study included 8 patients (6 males, 2 fe-
males), with a median age of 67.12 years (52-83). The
majority of patients were treated with pembrolizumab
(6/8), and the rest with nivolumab. Musculoskeletal
symptoms appeared at a median of 16.43 months (3-
60). All patients present arthralgia, but 2 didnt had
arthritis, being the knee the most frequent location. 2
patients presented with polyarthritis, 2 with oligoar-
thritis and 2 with monoarthritis. 1 patient presented
with myalgia and 1 with tenosynovitis. 3 patients pre-
sented extra-articular manifestations (2 with psoriat-
ic plaques, 1 with sclerodactyly). Laboratory results
revealed that most patients had negative rheumatoid
factor (7/8) and antinuclear antibodies (7/8). Only two
patients presented elevated inflammatory markers.
Imaging showed that there was no case of subclini-
cal arthritis, with 2 cases of tenosynovitis (both dig-
ital flexors), and 1 case with articular erosion, at the
second metacarphalangeal joint. Corticosteroids were
the mainstay of treatment with 6/8 patients receiving.
Only 1 case required ¢ DMARD (sulfasalazine), and no
case was treated with b DMARD. No patient needed to
discontinue ICIs due to musculoskeletal irAEs.
Conclusion: In conclusion, musculoskeletal irAEs as-
sociated with ICIs present predominantly as arthral-
gia, often with arthritis, with the knee being most
commonly affected. Our study highlighted diverse
manifestations, including polyarthritis, oligoarthritis,
monoarthritis, myalgia, and tenosynovitis. Cortico-
steroids proved effective in most cases for symptom
management. All patients continue ICI therapy. These
findings underscore the importance of recognizing
and managing musculoskeletal irAEs to optimize can-
cer treatment outcomes, relevant for the rheumatology
field.

125 - CYCLING VERSUS SWITCHING
AFTER INEFFECTIVENESS OF FIRST
TUMOR NECROSIS FACTOR INHIBITOR
DURING FIRST YEAR OF THERAPY

- DEMOGRAPHIC AND CLINICAL
DIFFERENCES IN RHEUMATOID
ARTHRITIS

Inés Santos', Mariana Diz-Lopes * 2, Carlos Marques-
Gomes*?, Tiago Beirdo*, Miguel Bernardes* ?, Lucia Costa*
'"Rheumatology Department, Centro Hospitalar Tondela-
Viseu, Viseu, Portugal, ‘Rheumatology Department, Centro
Hospitalar de Sao Jodo, Porto, Portugal, *Department of
Medicine, Faculty of Medicine, University of Porto, Porto,
Portugal, *Rheumatology Department, Centro Hospitalar de
Vila Nova de Gaia/Espinho, Vila Nova de Gaia, Portugal

Introduction: Tumor necrosis factor inhibitors (TNFi)
are usually used following conventional synthetic dis-
ease-modifying antirheumatic drug (csDMARD) fail-
ure in Rheumatoid Arthritis (RA), preferably combined
with the latter. Patients with inadequate response to
first TNFi can cycle to another TNFi or switch to ther-
apies with a different mechanism of action (MOA) such
as other biologic disease-modifying anti-rheumatic
drugs (nonTNFi bDMARDs) or targeted synthetic dis-
ease-modifying anti-rheumatic drugs ((sDMARDs).
This study aimed to identify demographic or clinical
differences between patients TNFi cycling or MOA
switching due to ineffectiveness of their first TNFi
during the first year of therapy.

Methods: This is a retrospective single-center study in-
cluding adult patients with RA registered in Reuma.pt
fulfilling ACR/EULAR 2010 classification criteria who
changed to a second targeted therapy after failing a first
TNFi during the first year of treatment. Demographic
and clinical data were collected. Patients were grouped
based on the class of their second targeted therapy ei-
ther as TNFi cyclers or MOA switchers. Disease param-
eters were compared at baseline and at the last evalua-
tion before cycling or switching therapy.

Results: Out of 745 RA patients, 28 met the study
inclusion criteria. Eight patients were TNFi cyclers
(28.6%) and 20 switched to a second targeted therapy
with a different MOA (71.4%).

Overall, the mean disease duration was 9.8+6.5 years
with mean age of 51.4+10.5 years (table 1). Most pa-
tients were females (78.66%) and Caucasians of Eu-
ropean origin (95.7%). Arterial hypertension was sig-
nificantly more frequent in MOA switchers (p=0.008),
but no significant differences were found regarding
tobacco use (p=0.403), alcohol use (p=0.162), obesity
(p=1.000), dyslipidemia (p=0.281), diabetes mellitus
(p= 1.000) or psoriasis (p=0.286). Rates of positivity
for rheumatoid factor and for anti-citrullinated protein
antibodies and erosive disease were similar for TNFi
cyclers and MOA switchers (p=1.000). No extra-articu-
lar manifestations prevailed between groups (p=1.000).
Half of TNFi cyclers received adalimumab as first TNFi
and 40% of MOA switchers started with etanercept
(p=0.399). Overall, 85.7% of patients were prescribed
a ¢csDMARD concomitantly with their first bDMARD.
Median time on first TNFi did not differ between
groups (p=0.589). Most patients cycled to etanercept
(87.5%) or switched to tocilizumab (85.0%). There
were no switchers to tsDMARDs.

Joint count was similar both at baseline and at the final
evaluation before cycling or switching (table 2). Eryth-
rocyte sedimentation rate (ESR) was higher in MOA
switchers, reaching statistical significance at baseline

ne www.arprheumatology.com ¢ The official Journal of the Portuguese Society of Rheumatology
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TO 125 - TABLE 1. Demographics and characteristics of patients TNFi cycling or MOA switching after
inefficacy of first TNFi during the first year of therapy

values for body mass index (3+4); total of 2 missing values for tobacco use (0+2); total of 1 missing value for alcohol use (0+1); total of 7 missing values for obeslty (3+4); total of 3 missing values for erosive disease (1+2).

All patients  TNFi cyclers MOA - All patients  TNFi cyclers MOA
(N=28) (N=8) Sm‘:gg)'s value (N=28) N=8) 5‘(“;\"‘:;‘3)’5 value

Disease duration at time of first TNFi, years - meanSD 9865 10.0:7.0 97:64 0914 and -0 (%)

Age attime of first TNFi, years - mean+SD 51.4+10.5 50.3:9.1 519112 0.715 Positivity for theumatoid factor 21(75.0) 6(75.0) 15(750)  1.000

Female sex - n (%) 22(78.6) 5(62.5) 17(85.0) 0311 Positivity for anti-citrullinated protein antibodies 23 (82.1) 7(87.5) 16(80.0)  1.000

Caucasian of European origin® - n (%) 22(95.7) 6(85.7) 16(100.0) 0304 Erosive disease® 18 (72.0) 5(71.4) 13(722)  1.000

Body mass index", Kg/m?- mean+SD 27.154.7 262138 273451 0646 | Extra-articular manifestations - n (%)

Tobacco use® - n (%) 0.403 Subcutaneous nodules 8(28.6) 2(25.0) 6(30.0)  1.000
Current smoker 7(26.9) 3(37.5) 4(222) Rheumatoid vasculitis 1(36) 0(0.0) 1(5.0) 1.000
Never smoker 16 (61.5) 5(62.5) 11 (61.1) TNFi at first use - n (%) 0399
Quit 3(115) 0(0.0) 3(16.7) Adalimumab 9(32.1) 4(50.0) 5(25.0)

Alcohol use” - n (%) 0.162 Certolizumab pegol 1(36) 0(0.0) 1(5.0)

Current drinker 3(11.1) 0(0.0) 3(15.8) Etanercept 9(32.1) 1(12.5) 8(40.0)
Never or occasional drinker 23(85.2) 7(87.5) 16 (84.2) Golimumab 9(32.1) 3(37.5) 6(30.0)
Quit 1(3.7) 1(12.5) 0(00) Concomitant csDMARD with first TNFi - n (%) 24 (85.7) 7(87.5) 17(850)  1.000

Comorbidities - n (%) Months on first TNFi at time of therapeutic change decision - median (IQR) 6.0(5.0) 6.0(5.0) 60(50) 0589
Obesity* 6(28.6) 1(20.0) 5(31.3)  1.000 | Targeted therapy at second use - n (%)

Dyslipidemia 5(17.9) 0(0.0) 5(250)  0.281 Adalimumab 1(36) 1(12.5) 0(0.0)
Diabetes melitus 1(36) 0(0.0) 1(5.0) 1.000 Etanercept 7(25.0) 7(87.5) 0(00)
Arterial hypertension 12 (42.9) 0(0.0) 12(60.0)  0.008 Rituximab 3(10.7) 0(0.0) 3(15.0)
Psoriasis 1(36) 1(12.5) 0(00) 0286 Tocilizumab 17 (60.7) 0(0.0) 17 (85.0)
Footnote: TNFi - Tumor necrosis factor inhibitors. MOA - Mechanism of action. SD - Standard deviation. csDMARD - C synthetic d drug. 1QR - range. “Total of 5 missing values for ethnicity (1+4); total of 7 missing

TO 125 - TABLE 2. Disease parameters of patients TNFi cycling or MOA switching after inefficacy
TNFi during the first year of therapy

of first

Baseline evaluation

Final evaluation (before cycling or switching)

for SDAL; total of 4 missing values for HAQ.

Al patients TNFi cyclers MOA switchers Al patients TNFi cyclers MOA switchers
(N=28) (N=8) (N=20) p-value (N=28) N=8) (N=20) pvalue

Joint count - median (IQR)

Number of tender joints out of 28* 7.0 (11.0) 50(3.0) 8.5(14.0) 0.330 55(6.0) 55(3.0) 55(8.0) 0.798

Number of tender joints out of 68* 10.0 (14.0) 7.0 (4.0) 12,0 (20.0) 0.126 95 (10.0) 11.0(9.0) 7.0 (11.0) 0432

Number of swollen joints out of 28* 6.0(9.0) 50(5.0) 6.5(10.0) 0,657 50(6.0) 45(5.0) 50(7.0) 0.608

Number of swollen joints out of 66* 6.0(9.0) 50(5.0) 7.0 (12.0) 0.899 65(8.0) 50(8.0) 7.0(7.0) 0451
ESR* (mm/h) - median (IQR) 35.0(43.0) 14.0 (29.0) 415 (39.0) 0.029 29.0(39.0) 10.0 (35.0) 38.0(36.0) 0056
CRP* (mg/dL) - median (IQR) 14 (15) 07(1.3) 18(1.3) 0.069 12(23) 07@27) 16(2.1) 0.182
Patient global assessment* (mm) - meanSD / median (IQR) 77.0£15.1 79.3:148 7612155 0643 70,0 (30.0) 725 (26.0) 65.0 (33.0) 0838
Evaluator global assessment* (mm) - mean+SD 63.4:17.8 68.7:19.5 61.2417.1 0.360 4944285 52.3:25.8 48.1230.1 0551
Pain visual analog scale* (mm) - mean+SD 74.3+16.1 75.3+14.2 73.8417.2 0845 67.9+18.9 72.1417.3 66.2+19.7 0736
DAS28 - mean+SD / median (IQR)

DAS28-ESR(3v)" 53:13 44307 55613 0.041 50 (15) 38(13) 50(1.4) 0075

DAS28-ESR(4v)" 57412 51408 60112 0.072 5.1(16) 42(12) 54(1.4) 0.060

DAS28-CRP(3v)* 48114 4.2:07 50£1.2 0138 40(1.4) 38(08) 4.4(1.4) 0317

DAS28-CRP(4v)* 53110 49:07 55:1.1 0.207 45(1.7) 44(0.9) 48(20) 0912
CDAI* - median (IQR) / mean+SD 245(20.0) 25.0(6.5) 24.0(23.8) 0.300 2374100 21052 2472113 0284
SDAI* - median (IQR) / mean+SD 259 (19.8) 25.2(14.5) 265 (23.6) 0312 257:11.0 22154 27.3+125 0172
HAQ* - median (IQR) / meanSD 20(1.2) 20(1.1) 20(1.3) 0977 18405 17205 1.8:06 0543

Footnote: TNFi - Tumor necrosis factor inhibitors. MOA - of action. IQR - range. ESR — i rate. CPR — C-reactive protein. SD - Standard deviation. DAS28 - Disease activity score. CDAI - Clinical disease activity index.

SDAI - Simplified disease activity index. HAQ - Health assessment questionnaire. *Total of 1 missing value for number of tender joints out of 28; total of 6 missing values for number of tender joints out of 68; total of 1 missing value for number of swollen joints out of 28;
total of 6 missing values for number of tender joints out of 66; total of 1 missing value for ESR; total of 4 missing values for CRP; total of 2 missing values for patient global assessment; total of 7 missing values for evaluator global assessment; total of 7 missing values
for pain visual analog scale; total of 1 missing value for DAS28-ESR(3v); total of 2 missing values for DAS28-ESR(4v); total of 4 missing values for DAS28-CPR(3v); total of 5 missing values for DAS28-CPR(4v); total of 7 missing values for CDAI; total of 9 missing values

[median 41.5 (39.0) vs. 14.0 (29.0) mm/h, p=0.029].
Disease activity score (DAS28) tended to be higher in
the MOA switching group, showing statistically signifi-
cant difference at baseline evaluation with DAS28-ESR
three variables (mean 5.5£1.3 vs. 4.4+0.7, p=0.04D).
There were no significant differences regarding C-re-
active protein, patient or evaluator global assessments,
pain visual analog scale, clinical disease activity index,
simplified disease activity index or health assessment
questionnaire.

Conclusions: Most patients received a first TNFi com-
bined with a ¢csDMARD, in accordance with current
guidelines.

MOA switchers showed greater prevalence of arte-
rial hypertension as well as higher titles of ESR and
higher disease activity at baseline according to DAS28-

The official Journal of the Portuguese Society of Rheumatology ¢« www.arprheumatology.com

ESR three variables. These findings may influence
therapeutic decisions, but further investigation is need-

ed.

126 - CHRONIC NONBACTERIAL
OSTEOMYELITIS IN PEDIATRIC AGE:

A CASE SERIES

Inés Santos', Inés Magalhaes?, Francisca Aguiar®

Sara Santos®*, Mariana Rodrigues™*, Iva Brito>*
'"Rheumatology Department, Centro Hospitalar
Tondela-Viseu, Viseu, Portugal, *Pediatric Department,
Unidade Local de Saude do Alto Minho, Viana do Castelo,
Portugal, *Paediatric and Young Adult Rheumatology
Unit, Centro Hospitalar Universitario de Séo Jodo, Porto,
Portugal, *Department of Medicine, Faculty of Medicine,
University of Porto, Porto, Portugal
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TO 126 - TABLE 1. Demographic, clinical and
therapeutic characterization of patients with
nonbacterial chronic osteomyelitis
Patient 1 2 3 4
Sex Female Female Female Female
Age at diagnosis (years) 10 8 1 10
Delay in diagnosis (months) 5 12 1 3
Involved bones
Vertebra/Rib - - + +
Humerus/Ulna - - +
llium/Sacrum + + - +
Femur/Tibia - - +
Tarsus - +
Signs and symptoms
Bone pain + + + +
Local swelling - + + -
Fever +
Peripheral arthritis +
Pustulosis +
Acne - - - +
Initial treatment NSAID NSAID NSAID, CS, NSAID
pamidronate
1-month response
Clinical + + - +
Analytical + - - +
Radiographic + NE - NE
Course Acute Persistent Mixed Acute
Follow-up (months) 1 18 131 103
NSAID=non-steroidal anti y drug; C id; NE=not evaluated.
Introduction: Chronic nonbacterial osteomyelitis

(CNO) is an autoinflammatory bone disease most prev-
alent in children that covers a wide clinical spectrum,
with mild and limited single-site involvement at one
end and severe, chronically active or recurrent multifo-
cal disease at the other end. (1)

Objectives: Our study aimed to characterize the de-
mographic features, clinical presentation and short-
term response to treatment of CNO patients.
Methods: This is a retrospective single-center study
including patients under 18 years of age diagnosed
with CNO between 2007 and 2023. Demographic and
clinical data were collected. The diagnosis of CNO
was based on the history of bone pain and/or local
swelling, presence of radiologic evidence of compati-
ble lesions and bone biopsies showing sterile chronic
inflammation.

Results: A total of 4 patients were included, all of
whom were females. Main demographic, clinical and
therapeutic characteristics are described in Table 1.
The mean age at diagnosis was 7.3+4.3 years and the
mean delay in diagnosis was 5.3+4.8 months.

Most patients had multifocal disease (n=3; 75%) and the
pelvic girdle was the most commonly involved location
(n=3; 75%). Bone pain was universally present with local
swelling in 50% (n=2), mild fever in 25% (n=1) and acne
in 25% (n=1). Patient 3 presented early-onset peripheral
arthritis and pustulosis suggestive of a monogenic form
of CNO, but no genetic cause was identified. No patients
in this series had axial arthritis, enthesitis, psoriasis,
uveitis or inflammatory bowel disease.

A non-steroidal anti-inflammatory drug (NSAID) was
used as the first-line therapy in all the patients, with
clinical improvement at the first month in 75% (n=3).
Exceptionally, in case 3, NSAID was combined ad ini-
tium with a corticosteroid and pamidronate; however,
no response was observed after 1 month.

The mean follow-up time was 63.3x63.5 months and
no complications were reported.

Conclusion: Our case series corroborates the clinical
heterogeneity of CNO. In addition to the lack of aware-
ness for this condition, this can justify a significant di-
agnostic delay, although we report a lower value than
other studies. (1, 2)
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CUTANEOUS INVOLVEMENT: A NAILFOLD
VIDEOCAPILLAROSCOPY ANALYSIS
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Background: Systemic sclerosis (SSc) is a rare im-
mune-mediated connective tissue disease character-
ized by microvascular damage, skin fibrosis and inter-
nal organs progressive involvement. The extent of skin
fibrosis defines 2 clinical phenotypes - limited (1SSc)
and diffuse (dSSc) cutaneous SSc. Nailfold videocap-
illaroscopy (NVC) is a non-invasive tool able to evalu-
ate microcirculationt. To date, the association of NVC
findings and the extent of skin involvement, is not yet
clearly stablished?-3.

Objective: The aim of our study was to compare the
NVC findings between patients with 1SSc and dSSc.
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TO 127 - TABLE 1. Descriptive and comparative statistics of the demographic,
clinical, laboratorial and capillaroscopic variables in ISSc and dSSc.
1SSc (N=100) dSSc (N=27) p-value
AGE AT NVC (years) M (SD) 58.64+12.85 50.11+13.79 0.002
SEX n (%) 0.010
Women 91 (91.0) 19 (70.4)
Men 9(9.0) 8(29.6)
DISEASE DURATION (years) M (SD) 9.23+10.45 4,93+7.58 0.024
ANTIBODY PROFILE* n (%)
Anti-centromere 57 (57.0) 1(3.7) <0.001
Anti-Scl70 24 (24.0) 19 (70.4) <0.001
Only ANA positive 13 (13.0) 4(14.8) 0.510
Other SSc-associated antibodies** 99.0) 5(18.5) 0.146
ANA negative 1(1.0) 0(0) 0.787
CLINICAL MANIFESTATIONS n (%)
RP 98 (98.0) 26 (96.3) 0.515
DUs 19 (19.0) 14 (51.9) <0.001
PAH 6 (6.0) 1(3.7) 0.539
ILD 26 (26.0) 9 (33.3) 0.449
Esophageal involvement 25(25.0) 13 (48.1) 0.020
MSK involvement 8(8.0) 8(29.6) 0.006
mRSS M (SD) (n=83) 4.69+4.36 17.16+£13.08 <0.001
TREATMENT n (%) (n=81)
Immunosuppressors$ 6 (9.7) 8 (42.1) 0.003
Vasodilators# 30 (48.4) 7 (36.8) 0.377
NVC PATTERN n (%)
Normal 2(2.0) 0(0) 0.619
Non-Specific Alterations 13 (13.0) 4(14.8) 0.510
“Early” Scleroderma 32 (32.0) 274 0.010
“Active” Scleroderma 34 (34.0) 11 (40.7) 0.516
“Late” Scleroderma 7(7.0) 8(29.6) 0.004
Scleroderma-Like 12 (12.0) 2(7.4) 0.391
SCORE M (SD)
Score A (early NVC changes) 4.04+1.25 4.04+1.58 0.496
Capillary Dilations 1.99+0.41 2.07+0.62 0.397
Microhaemorrhages 0.91+0.57 0.81+0.74 0.296
Giant Capillaries 1.13+0.69 1.15+0.77 0.860
Score B (late NVC changes) 2.38+2.29 4.37+2.45 <0.001
Capillary Density (1 mm linear) 1.03+£0.93 1.74£0.86 <0.001
Altered microvascular architecture 0.74+0.81 1.48+0.89 <0.001
Abnormal shapes (angiogenesis) 0.62+0.75 1.15£0.91 0.005
*Positivity for more than one antibody was observed; **Includes the following autoantibodies: anti-RNA polymerase 111, anti-U3 RNP,
anti-PmScl75, anti-PmScl100, anti-NOR90, anti-Th/To, anti-Ku and anti-SSA.; $Include methotrexate, azathioprine, cyclosporine A,
mycophenolate mofetil, cyclophosphamide, and rituximab; #Include pentoxifylline, calcium-channel blockers, phosphodiesterase 5
inhibitors, iloprost, bosentan and aminaftone (Italy); M: mean; SD: standard deviation; ANA: anti-nuclear antibodies; ENA: extractable nuclear
antigen antibodies; RP: Raynaud phenomenon; DUs: digital ulcers; PAH: pulmonary arterial hypertension; ILD: interstitial lung disease; MSK:
musculoskeletal; mRSS: modified Rodnan Skin Score.

Methods: One hundred and fifty-seven patients were
recruited at the Division of Rheumatology of the Uni-
versity of Genova; 127 patients with SSc and 30 pa-
tients with primary Raynaud phenomenon (pRP). The
assessment focused on NVC parameters, including
NVC patterns, the absolute number of capillaries (1
linear mm) and the semiquantitative scores A and B in
SSc patients. The scores A (early changes: capillary di-
lations, microhaemorrhages and giant capillaries) and
B (advanced changes: capillary density, altered micro-

vascular architecture and abnormal capillary shapes
- ramifications/angiogenesis) are graded between 0-3
in relation to the extent of each NVC change (0: no
changes; 1: <33% changes; 2: 33-66% changes; 3:
>66% changes)*.

Results: The absolute number of capillaries showed a
statistically significant difference comparing patients
with pRP, 1SSc and dSSc (F(2,154)=50.18, p<0.001).
At the post-hoc analysis the capillary numerosity was
preserved in pRP patients (8.87+0.78, p<0.001), in
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comparison to SSc patients. Capillary loss was present
in both 1SSc and dSSc, but was significantly more pro-
nunced in dSSc (4.89+1.53, p<0.001) compared to 1SSc
(6.18+1.75, p<0.001). Moreover, a significantly higher
B score was reported in dSSc (t(125)=-3.95, p<0.001),
with significant lower capillary density (H(1)=12.01,
p<0.001), altered capillary architecture (H(1)=13.96,
p<0.001) and presence of abnormal shapes (angio-
genesis) (H(1)=8.00, p=0.005) (Tablel). Furthermore,
a statistically significative association between “late”
NVC scleroderma pattern and dSSc (¥2(1,126)=10.45,
p=0.004) was established, as well as “early” NVC sclero-
derma pattern and 1SSc (%*(1,126)=6.56, p=0.010).
Early microvascular damage (score A) did not correlate
with the extent of skin fibrosis in SSc.

Conclusions: Our study emphasizes the contribution
of NVC in distinguishing microvascular damage be-
tween 1SSc and dSSc. Both 1SSc and dSSc showed cap-
illary loss, however this parameter was significantly
higher in dSSc, despite the greater use of immunosup-
pressants. In addition, higher B scores seem correlated
with dSSc, not only concerning capillary density, but
also regarding abnormal shapes (angiogenesis). The
data also highlighted the association of “late” NVC
scleroderma pattern with dSSc. We found no associ-
ation between the presence of giants and the extent
of skin fibrosis. This can be explained by the observa-
tion of higher prevalence of “early” NVC pattern in 1SSc
(presence of few giants) and “late” NVC pattern in dSSc
(absence of giants).
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Background: Rheumatoid arthritis (RA) is a chronic
inflammatory rheumatic condition that often requires

targeted therapies like rituximab. Understanding base-
line predictors of response is crucial for optimizing
treatment outcomes. This retrospective study aims to
investigate various patient characteristics, baseline pa-
tient-reported outcomes, laboratory levels, and immu-
nological markers as potential predictors of rituximab
response in RA.

Objective: The primary objective is to identify baseline
factors associated with rituximab response in RA pa-
tients in a real-life setting.

Methods: A monocentric retrospective study between
2008 and 2023 was conducted. RA patients receiving
rituximab were included. Patients below age 18 were
excluded. Patient characteristics, disease-related vari-
ables, baseline patient-reported outcomes, and labora-
tory parameters were collected. The study employed
statistical tests, including chi-square tests and t-tests,
to compare variables between patients with and with-
out a response to rituximab.

Results: Out of 745 RA patients, 98 met the study in-
clusion criteria. Among the notable findings (see table
1), we observed a significantly higher response rate to
rituximab in RA patients with secondary Sjogren’s syn-
drome (p=0.011). Baseline patient-reported outcomes
(HAQ and PG-VAS), DG-VAS, disease activity scores
(DAS, CDAI, SDAI), 28 TJC and 28 SJC were signifi-
cantly higher in the responder group (p<0.001). Base-
line serum levels of immunoglobulin A (p=0.036) and
25(0OH)vitamin D3 (p=0.028), and erythrocyte sedi-
mentation rate (ESR) (p=0.003) also displayed signifi-
cant associations with rituximab response. Moreover,
baseline serum levels of immunoglobulin G and CRP
were numerically higher in the rituximab responder
group (p=0.080 and p=0.084, respectively).
Conclusion: This retrospective study provides valuable
insights into baseline predictors of rituximab response
in RA. Secondary Sjogren's syndrome, higher baseline
disease activity, and specific laboratory parameters
such as serum immunoglobulin A and ESR emerge as
potential indicators of a favorable response to ritux-
imab treatment. These findings contribute to the on-
going efforts to personalize RA treatment strategies
and enhance therapeutic effectiveness with rituximab.
Further prospective studies are warranted to validate
and expand upon these observations, fostering more
precise and individualized management approaches in
RA patients undergoing rituximab therapy.
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TO 131 - TABLE 1.

No Response to

Rituximab Response to rituximab Total sample p value
Patient Characteristics
Female gender, n (%) 32/40 (80.00) 46/58 (79.31) 78/98 (79.59) 0.919
Ever smokers, n (%) 10/40 (25.00) 17/58 (29.31) 27/98 (37.76) 0.624
Alcohol consumption, n (%) 7/40 (17.50) 8/58 (13.79) 15/98 (15.31) 0.628
BMI, mean (SD, range), kg/m2 26.49(5.50; 18.67-39.68)  26.10 (4.10; 20.34-36.56)  26.28 (4.75; 18.67-39.86)  0.966
Comorbidities, n (SD, range) 1.00 (1.07; 0-4) 1.18 (1.20 ;0-4) 1.07(1.15; 0-4) 0.728
A 4441 4426 44.32
e e, e (0 P et (14.45; 25.12-72.35) (13.64; 17.32-79.37) 1391:1732-7937) 470
o 46.84 46.76 46.80
AERERERES R, e (S, TRl e (13.79; 25.44-72.89) (12.96; 24.25-80.29) (13.25:2426-80.20) 088
o 57.63 57.19 57.37
AR AN e A BRI EIe (12.69; 35.35-77.63) (10.00; 32.59-81.40) (11.13:3259-81.40) %88
Disease duration until rituximab started, mean 13.09 12.79 12.91 0.837
(SD, range), years (9.05; 1.00-34.71) (9.36; 0.46-38.00) (9.19; 0.46-38.00) ’
RA-related lung involvement, n (%) 12/40 (30.00) 10/58 (17.24) 22/98 (22.45) 0.449
Secondary Sjogren’s Syndrome, n (%) 2/40 (5.00) 14/58 (24.14) 16/98 (16.33) 0.011
Late Onset RA, n (%) 6/40 (15.00) 7/58 (12.07) 12/98 (13.27) 0.894
Previous bDMARD prescribed, n (%) 29/40 (72.50) 21/58 (36.21) 50/98 (51.02) 0.507
Rheumatoid factor (positive), n (%) 29/40 (72.50) 46/58 (79.31) 75/98 (76.53) 0.448
Anti-CCP antibodies (positive), n (%) 32/40 (80.00) 52/58 (89.65) 84/98 (85.71) 0.185
Radiographic erosions, n (%) 20/40 (50.00) 50/58 (86.20) 70/98 (71.42) 0.422
Baseline Disease Outcomes
4.48 6.06 5.41
DAS 4V, mean (SD, range) (1.34;1.96-7.23) (1.16; 3.35-8.33) (1.46; 1.96-8.33) <0.001
4.16 5.63 5.02
DAS 3V, mean (SD, range) (1.28:1.60-6.87) (1.21:2.47-7.95) (1.43: 1.60-7.95) <0.001
3.64 4.95 441
DAS 3V CRP, mean (D, range) (1.27:1.42-6.03) (1.23: 2.10-7.50) (1.40; 1.42-7.50) <0.001
401 541 481
DAS 4V CRP, mean (SD, range), (1.33; 1.86-6.42) (1.15: 2.66-7.85) (1.41; 1.86-7.85) <0.001
17.8 30.74 25.50
CDAL mean (SD, range) (11.36; 0.70-42.00) (13.25; 9.5-65.5) (13.99: 0.7-65.5) <0.001
19.27 33.24 27.50
SDAL mean (SD, range) (11.80; 1.86-42.76) (15.08; 11.55-74.67) (1538 1.86.7468) <0001
4.88 11.36 8.65
28 TJC, mean (SD, range) (5.13; 0-19) (8.12: 0-28) (7.70: 0-28) <0.001
412 9.19 7.07
28 3]C, mean (3D, range) (4.09; 0-16) (6.37;0-25) (6.06; 0-25) <0001
. 56.07 71.66 53.39
Patient global VAS, mean (SD, range), mm (25.88: 0-100) (19.42: 10-100) (27.28: 0-95) 0.002
41.73 61.34 53.39
Doctor VAS, mean (SD, range),mm (28.77: 3-84) (23.36: 0-95) (27.28: 0-95) 0.005
1.54 1.86 1.72
HAQ, mean (5D, range) (0.73; 0-2.88) (0.65; 0.13-2.75) 0.70; 0-2.88) 0023
Baseline Laboratory parameters
o 424 4.74 455
Ui etd, sz (@10), i), el (1.26: 1.93-7.60) (1.40: 2.70-8.00) (1.36; 1.93-8.00) 0.091
_ 39.89 39.85 39.87
A e (@0 ) (10 (2.99; 35.60-49.00) (5.65; 28.99-63.20) (4.67; 28.99-63.20) Uice:)
" 0.72 0.77 0.75
Creatinine mean (SD, range), mg/dL (0.21; 0.38-1.32) (0.27; 0.46-1.87) (0.24; 0.38-1.84) 0.584
20.00 20.40 20.00
AEI IS, T, AT (8.70; 5.00-40.00) (9.57; 8.00-54.00) (9.20; 5.00-54.00) U
22.10 21.80 21.90
SN EI, L AL (6.52; 11-41) (7.04; 10.00-46.00) (6.8; 10.00-46.00) e 2y
81.00 91.04 87.10
L R e (27.80; 38.00-154.00) (50.62; 42.00-358.00) (4330:38.00-358.00) 02
28.17 45.45 38.59
CEL TN, T LG (15.05; 8.00-75.00) (70.19; 10.00-455.00) (55.7; 8.00-455.00) 2,

continues on the next page
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TO 131 - TABLE 1. Continuation
No Response to S
Rituximab Response to rituximab Total sample p value
N 0.54 0.52 0.52
Total Bilirrubin, mean (5D, range)) mg/dL (0.18;0.22-0.93) (0.20;0.07-1.14) (0.19;0.07-1.14) 055
. 12.74 12.92 12.85
Haemoglobin, mean (D, range), g/dL (1.54;9.20-16.40) (1.72; 8.8-16.00) (1.64; 8.80-16.40) 0318
9.17 8.69 8.88
Bencogytesimean (SDhranze), 2105/ (3.22; 2.56-16.64) (3.42; 4.19-21.07) (3.33; 2.56-21.07) 0905
288.9 280.41 283.72
Bl o (912) vt SO (93.66; 176.00-530.00)  (83.07: 165.00-513.00)  (86.79: 165.00-513.00) 802
Neutrophil-lymphocyte ratio, mean (SD, range) 2.84 (1.27;1.14-5.63) 4.07 (3.94;0.11-17.15) 3.47(2.98;0.11-17.15) 0.593
Monocyte-Lymphocyte mean (SD, range) 0.41 (0.19; 0.14-0.75) 0.43 (0.22; 0.20-1.00) 0.42 (0.20; 0.13-1.00) 0,888
Platelets-Lymphocyte mean (D, range) 161.12 52(9).?2; 44.37- 16355;122.3835;) 62.67- 162.87 3(;8.% 4437 oes
_ 514.63 520.96 519.25
st e (0 o) Clfat (834.05; 14.90-2740.00)  (762.44; 14.4-3240.00)  (770.56; 14.40-324000) 'O
. L 607.18 1047.3 904.26
Andl-CCP antibodies, mean (SD, range). UL (67} 56070 11060.00) ~ (1920.09;08-8960)  (1624.86;0.70-8960.00) !
Anti-nuclear antibodies (positive), n (%) 3/40 (7.50%) 12/58 (20.69%) 15/98 (15.30%) 0.141
Anti-dsDNA antibodies (positive), n (%) 3/40 (7.50%) 5/58 (8.60%) 8/98 (8.16%) 0.947
. 275.00 340.94 318.43
TIOR3 el (104.00: 132.00-467.00)  (121.74: 133.00-538.00)  (119.27: 132.00-538.00) 030
. 1146.00 1344.81 1277.23
foe kbl el e el el (282.00: 736.00-1610.00) (516.10: 683.00-3610.00) (457.83; 683.00-3610.00) 080
. 155.00 205.9 188.15
s e R e nd A (85.20; 50.00-335.00)  (210.05; 34.00-1200.00) (177.36; 34-1200) R
25(OH)Vitamin D3 mean (SD, range, mg/dL) ng/ 33.70 22.47 27.44 0028
mL (17.30; 12.00-81.00) (11.67; 4.00-51.00) (15.24; 4.00-81.00) :
33.29 47.69 43.78
ESR, mean (SD, range), mm (first hour) (25.42: 3-110) (24.94; 2-102) (27.09; 2-110) 0.003
1.45 245 3.05
(€5 e (S, el it (1.49; 0.07-5.15) (4.26; 0.08-30.42) (5.19; 0.03-30.42) 0.084

de Vila Nova de Gaia/Espinho, Vila Nova de Gaia,
Portugal, Rheumatology Department, Centro Hospitalar de
Séo Joao, Porto, Portugal, *Department of Medicine, Faculty
of Medicine, University of Porto, Porto, Portugal, *Unidade
de Reumatologia, Centro Hospitalar Tondela-Viseu, Viseu,
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Background: Rheumatoid arthritis (RA) is a chronic
inflammatory rheumatic condition that may require
targeted therapies like rituximab. Understanding pre-
dictors of response is crucial for optimizing treatment
outcomes. This retrospective study aims to investigate
various patient characteristics, disease-related parame-
ters, patient-reported outcomes, laboratory levels, and
immunological markers, at 6 months of treatment with
rituximab, as potential predictors of late response to
rituximab in RA.

Objective: The primary objective is to determine pre-
dictors of late response to rituximab in RA patients, at
the assessment visit at 6 months of treatment.
Methods: A monocentric retrospective study between
2008 and 2023 was conducted. Out of 745 RA pa-

tients, 45 under rituximab met the study inclusion
criteria. Patients below age 18 and patients with early
response to rituximab (at 6 months) were excluded.
Patients were divided in two groups based on having
EULAR response to rituximab at 12 months. Patient
characteristics, disease-related variables, baseline pa-
tient-reported outcomes, and laboratory parameters
were collected. The study employed statistical tests,
including chi-square tests and t-tests, to compare vari-
ables between patients with and without a response to
rituximab.

Results: Among the notable findings (see table 1),
a positive association was observed between late re-
sponse to rituximab and positivity for anti-CCP an-
tibodies (p=0.036). Additionally, the same results
were also significantly associated with the presence of
higher six-month disease activity outcomes [includ-
ing DAS4V (p=0.044), DAS3V (p=0.015) and DAS3V
CRP (p=0.050), and with the exception of DAS4V
CRP (p=0.095)]. Moreover, higher swollen joint counts
(p=0.028), at six months of treatment, were also linked
to late response to rituximab.
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Conclusion: In summary, at six months of treatment
with rituximab, positive anti-CCP antibodies, elevated
DAS, and swollen joint counts are key predictors of late
clinical response among RA patients. These insights
underscore the importance of tailoring treatment strat-
egies, integrating serological and clinical factors for en-
hanced therapeutic outcomes in RA.

136 - ARRITMIAS E ALTERACGES DA
CONDUGCAO NOS DOENTES COM
ESCLEROSE SISTEMICA

Susana Matias', Catarina Abreu!, Ana Cordeiro,
Maria José Santos'

!Servico de Reumatologia, Hospital Garcia de Orta,
Almada, Portugal

Introduciao: A esclerose sistémica (ES) é uma doenca
autoimune rara, que se carateriza por vasculopatia e
por fibrose de o6rgaos, podendo afetar 6rgiaos major
como o coracdo. Pode afetar todos os componentes es-
truturais do coracéo, incluindo o pericardio, o miocar-
dio, as valvulas e o sistema de conducéo, por mecanis-
mos de inflamacdo, isquemia e fibrose, conferindo um
pior prognostico vital. As alteracoes de condugdo sao
frequentes nos doentes com ES e podem ocorrer logo
no inicio da doenca, mesmo antes do desenvolvimento

TO 136 - TABELA 1. Carateristicas clinicas e demograficas
Esclerose sistémica Alteracoes da conducido Sem alteracoes da Sl
(n=146) (n=12) conducio (n=134)

Sexo feminino, n (%) 129 (88.4) 10 (83.3) 119 (88.8) 0.633
Caucasiano, n (%) 136 (93.8) 11 (91.7) 125 (94) 0.551
Fenotipo ES, n (%)

Forma cutanea limitada 112 (76.7) 5(41.7) 107 (79.9) 0.007
Forma cutanea difusa 32 (21.9) 7 (58.3) 25 (18.7) 0.005
Sine scleroderma 2(14 02(1.5) *
Idade inicio de sintomas, anos 50.5 + 15.1 50.4 + 19.1 50.5 + 14.7 0.976
Idade ao diagnéstico, anos 56.4 (17.9) 66.8 (22.6) 55.9 (17.2) 0.053
Manifestacoes imunologicas, n (%)

Anticorpos anti-nucleares 139 (95.9) 12 (100) 127 (95.5) *
Anti-centréomero 79 (54.1) 4 (33.3) 75 (56) 0.132
Anti-topoisomerase I 43 (29.5) 7(58.3) 36 (26.9) 0.041
Anti-RNA polimerase 111 5(3.6) 0 5(3.9) *
Anti-Th/to 1(0.7) 0 1(0.8) #
Anti-u3 RNP 7(5) 109.1) 6(4.7) 0.443
Anti-pm/scl 100.7) 0 1(0.8) *
Anti-ku 2(1.4) 0 2(1.6) *
Anti-Ul RNP 1(0.7) 0 1(0.8) *
Manifestacoes clinicas, n (%)

Telangiectasias 73 (49.3) 6 (50) 67 (50.8) 0.960
Fenomeno de Raynaud 141 (97.2) 12 (100) 129 (97) *
Espessamento cutaneo 137 (93.6) 11 (91.7) 126 (94) 0.548
Ulceras digitais 48 (32.9) 3(25) 45 (33.6) 0.751
Envolvimento esofagico 80 (54.8) 7 (58.3) 73 (54.5) 0.797
Envolvimento gastrico 22 (15.1) 1(8.3) 21 (15.7) 0.694
Envolvimento intestinal 26 (17.8) 1(8.3) 25 (18.7) 0.694
Envolvimento articular 60 (41.1) 4(33.3) 56 (41.8) 0.762
Miosite 503.4) 0 5(3.8) *
Envolvimento pulmonar 46 (31.5) 6 (50) 40 (29.9) 0.195
Envolvimento renal 2014 0 2(1.5) *
Calcinose 18 (12.4) 1(8.3) 17 (12.8) 1.000
Contraturas 19 (13.2) 2 (18.2) 17 (12.8) 0640
Comorbilidades, n (%)

Hipertensao arterial 69 (47.6) 8 (72.7) 61 (45.5) 0.082
Dislipidemia 31 (21.5) 2(18.2) 29 (21.8) 1.000
Diabetes mellitus 11 (7.6) 109.1) 10 (7.5) 0.594
Doenga arterial coronaria 6 (4.4) 2(18.2) 4.2 0.074
Insuficiéncia cardiaca 9 (6.6) 3(27.3) 6 (4.8) 0.025
Fumadores 32 (26.4) 1(11.1) 31 (27.7) 0.442
Consumo alcodlico 6(5.5) 1(11.1) 5(5) 0.408
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de fibrose ou outras manifestacoes viscerais, sendo por
isso importante identificar os doentes de alto risco e
realizar um rastreio e detecdo precoces.

Objetivos:

1) Determinar a proporcdo de doentes com esclerose
sistémica com arritmias e alteracoes da conducao;

2) Identificar as carateristicas clinicas e demograficas
associadas a arritmias/alteracoes da conducéo.
Métodos: Foram incluidos os doentes com o diagnosti-
co de esclerose sistémica seguidos no Hospital Garcia
de Orta que cumpriam os critérios de classificacio
ACR/EULAR 2013, registados no registo portugués de
doencas reumaticas (Reuma.pt) . Foram excluidas as
sindromes de sobreposicao.

A identificacdo de doentes com arritmias e alteracoes
da conducio foi feita com base nos registos de eletro-
cardiogramas e/ou holters de 24/48 horas. Foi realizada
uma analise bivariada para identificar as carateristicas
clinicas e demograficas associadas a arritmias/alter-
acoes da conducao.

Resultados: Foram incluidos um total de 146 doentes,
dos quais 12 com arritmias e/ou alteracoes da condugao
(8.2%). A arritmia mais prevalente foi a extrassistolia
supraventricular (50%, n=6), enquanto que o disturbio
de conducéo mais frequente foi o bloqueio de ramo di-
reito (33.3%, n=4). Apenas foi documentado um caso
de bloqueio de ramo esquerdo e um caso de bloqueio
auriculo ventricular de 3° grau. Dos 12 doentes identi-
ficados, 10 (83.3%) eram do sexo feminino e 11 (91.7%)
eram caucasianos. 7 doentes (58.3%) tinham envolvi-
mento cutaneo difuso e 5 doentes (41.7%) envolvimen-
to cutaneo limitado. Em termos de comorbilidades
cardiovasculares, 8 doentes (72.7%) com hipertensio
arterial e 2 doentes (18.2%) com doenca arterial coro-
naria.

Nos doentes com alteracdo da conducdo a mediana da
idade ao diagnostico foi de 66.8 anos (22.6) vs. 55.9
(17.2) nos doentes sem alteracoes da conducio (tabela
1. No grupo com alteracdes da conducéo verificou-se
uma maior prevaléncia do anticorpo anti-topoisom-
erase 1 (58.3% vs 26.9%, p< 0.041) e de insuficiencia
cardiaca (27.3% vs 4.8%, p< 0.025).

Conclusao: A prevaléncia de doentes com arritmias e
alteracoes da conducdo foi de 8.2%. A arritmia mais
comum foi a extrassistolia supraventricular, enquan-
to que o disturbio de conducdo mais frequente foi o
bloqueio de ramo direito. Ndo se pode excluir a pos-
sibilidade de subdiagnostico destas alteracdes, espe-
cialmente em doentes assintomaticos, uma vez que os
exames electrocardiograficos, nomeadamente Holter,
nao foram realizados de forma sistematica. No grupo
com alteracoes da conducdo verificou-se uma maior
prevaléncia do anticorpo anti-topoisomerase I e de in-
suficiéncia cardiaca.

148 - PERSISTENCE IN TREATMENT
WITH TNF-ALPHA INHIBITORS IN
SPONDYLOARTHRITIS: COMPARISON
BETWEEN ORIGINAL AND BIOSIMILAR
DRUGS - A PILOT STUDY

Inés Almeida’, Liliana Saraiva', Miguel Tavares?, Ana
Teixeira?, Couto M!

'Rheumatology Department, Unidade Local de Satude
de Viseu Dao-Lafoes, Viseu, Portugal, “Pharmaceutics
Department, Unidade Local de Satde de Viseu Dao-LafGes,
Viseu, Portugal

Introduction: Biosimilars have demonstrated compa-
rable efficacy, safety and immunogenicity to original
drugs in randomized clinical trials, with subsequent
extrapolation of their therapeutic indications to those
of the original drug. Some studies with real-world data
supporting this biosimilarity have been published.
However, long-term data of their use in Spondyloar-
thritis (SpA) is still scarce.

Objectives: To compare effectiveness and safety of
original TNF-alpha inhibitors (iTNF) and biosimi-
lars in bDMARD-naive patients diagnosed with SpA,
measured by persistence rates (PR) over 3 years of fol-
low-up; to compare disease activity and response rates
after 6, 12 and 24 months; to investigate the frequency
and reasons for discontinuation comparing the rates of
adverse events (AEs).

Methods: A retrospective observational study of pa-
tients followed at the Rheumatology Unit of ULS Viseu
Dao-Lafoes, using data collected prospectively from
The Rheumatic Diseases Portuguese Registry (Reuma.
pt) was performed, including patients with: age >18
years old; diagnosis of SpA (axial or peripheral) and
bDMARD-naive, who initiated treatment with Hu-
mira®, Enbrel®, Simponi®, Imraldi®, Hyrimoz® or
Benepali®, between January 2010 and May 2022. Ka-
plan-Meyer and Cox regression were used to calculate
the PR in treatment. Disease activity mean and stan-
dard deviation at 6, 12 and 24 months of treatment
were compared. Causes for therapy discontinuation
were summarized using descriptive statistics. Statisti-
cal significance was assumed for p-values <0.05.
Results: A total of 127 patients were included, 83 un-
der original iTNF and 44 under biosimilar iTNF. The
majority had radiographic axial SpA (56.6% under
original iTNF, 59.1% under biosimilar iTNF) and were
HLA-B27 positive (65.1% under original iTNF, 68.2%
under biosimilar iTNF). PR at 3-years was significant-
ly higher under original iTNF (61.4%) (figure 1), with
an average drug use time of 27.2 months; compared
to 33.3% under biosimilar iTNF, with an average drug
use time of 23.7 months (p=0.012). The main cause of
discontinuation was secondary failure, with a higher
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TO 148 - TABLE 1. Disease activity at 6, 12 and 24 months under original and biosimilar iTNF
6 months 12 months 24 months
Original Biosimilar = p-value Original Biosimilar = p-value Original Biosimilar p-value
BASDAI <4, 68.4 38.1 61.5 48.3 64.7 33.3
% (n/N) (26/38) 821 | %% (aay39) 1a29)  %?7% | (22730) (4/12) 0.059
ABASDAI 22, 65.2 35.0 68.2 25.0 62.50 63.6
%(n/N) (15/23) (7200 9% (15 27 %% (10/16) (7/11) 0.952
BASFI <4, 70.4 20.0 71.4 38.5 65.4 54.5
% (n/N) (19/27) (3/15) 0002 0/28) 1o/26) | %05 (17726) (6/11) 0.534
ASDAS-PCR, 1.592 2.443 1.622 2.300 1.660 2.259
mean (SD) (1.167) (0935) %04 (5030 (a36) %2 (0.825) (0.865) 0-159
ASDAS-PCR <2.1, 76.9 35.7 77.8 69.2 80.9 25.0
% (n/N) (10/13) I N ) 013 | %% | (s0) (2/8) 0020
AASDAS-PCR 21.1 25.0 41.7 25.0 60.0
! - - .551 .294
% (n/N) %) 512 *% %) (3/5) 029
ASDAS: Ankylosing Spondylitis Disease Activity Score; BASDAI: Bath Ankylosing Spondylitis Disease Activity Index; BASFI: Bath Ankylosing Spondylitis Functional Index; SD:
Standard deviation

Survival Functions

Groups
— 1 Original
— 1 Biosimilar
Original-censored
~—F— Biosimilar-censored

Cumulative survival

Time (months)

TO 148 - Figure 1. Drug survival with original and
biosimilar TNF-alpha inhibitors

proportion observed under biosimilar iTNF (52.8% vs
18.1%, p<0.01). No differences were found regarding
primary failure or the rate of AEs.

The most commonly reported AEs were infections,
skin reactions at the injection site and paradoxical pso-
riasis. The cumulative risk of AEs was higher under
original iTNF (15.7% vs. 8.3%), although not statisti-
cally significant (p=0.282).

The proportion of subjects in remission or low disease
activity was greater under original iTNF at 6 months,
with statistically significant differences in BASDAI
(p=0.024), BASFI (p=0.02), ASDAS-PCR (p=0.031)
and BASDALI response (p=0.048). However, this dif-
ference was not consistently reproduced at 12 and 24
months, except for BASFI at 12 months (p=0.015) and
ASDAS-PCR at 24 months (p=0.020) (table 1).
Conclusions: Our results suggest greater efficacy of
the original iTNF, with no differences in the safety
profile, compared to biosimilars. However, the number
of missing data and the sample size were a limitation
of the study, which limits the extrapolation of our con-

clusions. Further studies with a larger sample size are
needed to confirm these results, as they could have im-
portant implications for clinical practice.

149 - CRISES DE ARTRITE GOTOSA NUM
INTERNAMENTO DE MEDICINA INTERNA:
PREVALENCIA E CARACTERIZACAO

Sara Alves Costa', Filipa Canhao André!, Inés Gongcalves?, Ana
Filipa Fernandes?, Ana Rita Ramalho?, Erica Vaz Ferreira?,
Ana Isabel Maduro', José Pereira Moura?, Lelita Santos?
'"Rheumatology Department, Unidade Local de Saude

de Coimbra, Coimbra, Portugal, *Medicina Interna,
Unidade Local de Saude de Coimbra - Centro Hospitalar e
Universitario de Coimbra, Coimbra, Portugal

Introducao: A gota constitui uma das formas mais
comuns de artrite , sendo causada por hiperuricemia
prolongada com consequente formacdo de cristais de
monourato de sodio. Varios fatores foram associados
ao desenvolvimento de crises de gota e alguns estudos
demonstram que o internamento hospitalar pode au-
mentar a probabilidade da sua ocorréncia.

Objetivos: Conhecer a prevaléncia de crises de gota
num internamento de Medicina Interna e caracterizar
os doentes que desenvolvem esta condicdo. Avaliar as
diferencas entre doentes com valores de uricemia acima
do alvo definido pela EULAR (=6mg/dl), previamente
ao internamento, com aqueles com uricemia contro-
lada (<6mg/dl), relativamente a dados demograficos,
principais comorbilidades associadas e alguns farma-
cos utilizados.

Métodos: Estudo retrospetivo, incluindo doentes in-
ternados no servico de Medicina Interna da ULS de
Coimbra, desde 1 de janeiro de 2018 até 31 dezembro
de 2022, com codificacdo, segundo o ICD-10, do diag-
nostico “crise de gota” a data da alta. Realizou-se analise
descritiva dos dados demograficos, comorbilidades, di-
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agnosticos que motivaram o internamento e tratamen-
to implementado. O teste Chi-quadrado (para variaveis
categoricas) e os teste T e de Mann-Whitney (para
variaveis continuas) foram utilizados para comparar o
grupo de doentes com uricemia acima do alvo com o
grupo com uricemia controlada. Foram considerados os
valores de acido urico do tltimo estudo analitico realiza-
do previamente ao internamento. Um valor de p<0.05
foi considerado estatisticamente significativo.
Resultados: De um total de 13 380 doentes, 204
desenvolveram crise de gota, o que corresponde a uma
prevaléncia de 1.5%. Destes, 71.1% (n=145) eram do
sexo masculino, com idade média de 81.0 (+10.0) anos,
e mais de metade ja tinha gota descrita como anteced-
ente patologico (49.5%, n= 101). Apenas 3.9% (n=8) dos
doentes foram submetidos a artrocentese diagnostica.
Mais de metade destes doentes tinha comorbilidades
como hipertensao arterial (n= 180, 88.2%), insuficiéncia
cardiaca (n= 153, 75%), dislipidemia (n= 124, 60.8%)
e doenca renal cronica (n= 115, 56.4%). Os principais
diagnosticos a admissao foram “insuficiéncia cardiaca
descompensada” (n= 41, 20.1%), “pneumonia adquirida
na comunidade” (n= 28, 13.7%) e “pielonefrite aguda”
(n= 16, 7.8%). De acordo com a patologia que motivou
o internamento, foi administrada terapéutica diurética a
cerca de 77.5% (n= 158) destes doentes e fluidoterapia
endovenosa a 58.3% (n=119). O tratamento da crise de
gota fez-se maioritariamente com colchicina (n= 138,
67.7%) ou corticoide (n= 115, 56.4%).

Verificou-se, ainda, que os doentes com valores de
uricemia acima do alvo eram mais frequentemente do
sexo masculino (76.2 vs 57.9%; p=0.010) e apresen-
taram com maior frequéncia lesao renal aguda (LRA)
durante o internamento (61.2 vs 49.9%; p=0.025). Nao
foram encontradas diferencas significativas relativa-
mente a outras comorbilidades e farmacos utilizados.
Conclusdo: A prevaléncia de crises de gota durante
o internamento de Medicina Interna, ao longo de 5
anos, foi de 1.5%. A maioria dos doentes eram homens,
idosos e apresentavam varias comorbilidades {requen-
temente relacionadas com esta condicdo. A uricemia
acima do alvo previamente ao internamento estava as-
sociada ao sexo masculino e desenvolvimento de LRA
durante a hospitalizacdo. Estes resultados reforcam
a importancia do reconhecimento destas comorbili-
dades, com vista a uma gestdo mais adequada destes
doentes, tanto em internamento como em ambulatorio.

153 - B-ACTIVE: AN INTEGRATIVE
INTERACTIVE PLATFORM FOR CHILDREN
WITH RHEUMATIC DISEASES

Laura Gago"?, Mariana Emilia Santos' ®, Maria Helena
Lourenco" 2, Paula Maciel*, Mariana Matos®, Carlos Luz®,
Francisco Antonio’, Pedro Sousa’, Ana Maria Rodrigues*

8.9 Helena Canhdo*® !, Maria Manuela Costa!, Jaime C.
Branco' ?, Ana Filipa Mourao"?

'"Rheumatology Department, Unidade Local de Saude

de Lisboa Ocidental, Hospital Egas Moniz, Lisboa,
Portugal, 2Comprehensive Health Research Centre
(CHRC), NOVA Medical School | Faculdade de Ciéncias
Médicas, NMS|FCM, Universidade Nova de Lisboa, Lisboa,
Portugal, *Universidade Nova de Lisboa, Nova Medical
School, Lisboa, Portugal, “Pediatrics Department, Unidade
Local de Satde de Lisboa Ocidental — Hospital Sao
Francisco Xavier, Lisboa, Portugal, °Clinical Nutricional
Department, Unidade Local de Satide de Lisboa Ocidental
— Hospital Sao Francisco Xavier, Lisboa, Portugal, °Centro
Interdisciplinar de Estudo da Performance Humana,
Escola Superior de Educacéo de Lisboa, Lisboa,

Portugal, "Department of Mechanical and Industrial
Engineering, Faculty of Sciences and Technology — NOVA
University of Lisbon, Lisboa, Portugal, *Rheumatology,
Hospital Lusiadas, Lisboa, Portugal, “EpiDoC Unit,

NOVA Medical School | Faculdade de Ciéncias Médicas,
NMS|FCM, Universidade Nova de Lisboa, Lisboa,
Portugal, °Servico de Reumatologia, Unidade Local de
Saude de Sao José, Lisboa, Portugal

Introduction: Young people often struggle to self-man-
age chronic diseases during the transition from child-
hood to adulthood. Doctors do their best to treat dis-
eases, but also have a central role in promoting healthy
lifestyles since childhood. We strongly believe that we
must put in practice interventions to make the children
“sit less and move more, sleep well and eat better”, not
only to improve the disease symptoms but also to pre-
vent future damage.

Methods: We have developed a virtual platform, where
patients with juvenile rheumatic diseases answered
questionnaires about disease activity (by completing
the visual analogue scale (VAS) and painful joints in
the homunculus), nutritional and physical activity hab-
its and a questionnaire on mental health. Before using
the platform, they had a first evaluation performed by a
multidisciplinary team (composed by rheumatologist,
psychologist, personal trainer and nutritionist). After
this evaluation, they had to fill out the platform on a
bi-weekly basis and could access an exercise plan ac-
cording to their disease involvement, a nutritional plan
adjusted to individual preferences and needs. Also,
mindfulness programs and stress management strate-
gies are given, according to the answers.

Results: We have started recruiting patients in June
2022. Thirty-two patients were included (21 females and
11 males). The diagnosis were oligoarticular juvenile idio-
pathic arthritis (JTA) (n=8), polyarticular JIA (n=5), pso-
riatic JIA (n=4), enthesitis-related arthritis (n=3), system-
ic lupus erythematosus (SLE) (n=4), primary Raynaud’s

126 www.arprheumatology.com ¢ The official Journal of the Portuguese Society of Rheumatology



XXVI Congresso Portugués de Reumatologia

phenomenon (n=2), juvenile fibromyalgia (n=2), Marfan
syndrome (n=1), Takayasu arteritis (n=1), juvenile oste-
oporosis (n=1) and one case of periodic fever, aphthous
stomatitis, pharyngitis, adenitis (PFAPA, n=1).

On the first use of the application, most patients (n=20)
had a VAS of 0, 5 patients had a VAS between 20 and
40, 6 patients had a VAS between 40 and 60, and 3
patients had a VAS superior to 60. The 3 patients that
had a VAS superior to 60 were diagnosed with juvenile
fibromyalgia and Marfan's syndrome.

The median Body Mass Index (BMI) was 22 (normal
BMI). Considering eating habits, 25% of the included
patients did not eat fruit or vegetables daily, and half
of the patients did not eat fish regularly. We highlight
that five patients reported to eat candys daily.

In the psychological evaluation, we found that the ma-
jority (94%) of our sample felt happy and fulfilled, but
a small percentage of patients (6%) reported hating
themselves and feeling sad frequently.

Regarding physical activity, half of the patients don't
exercise at all, not even during physical education
classes. Patients who reported to do no exercise had a
VAS between 0-30.

Conclusions: Education about healthy lifestyles is
important right from childhood, since looking at this
data (despite the small sample size) we can conclude
that healthy eating and regular exercise are not part of
people’s daily lives.

Multidisciplinary approach in paediatric rheumatic
diseases is of utmost importance and the development
of these online platforms benefits the professional-pa-
tient relationship.

155 - FREQUENCY, CHARACTERISTICS
AND PREDICTORS OF CENTRAL

AND PERIPHERAL NEUROLOGICAL
INVOLVEMENT IN SJOGREN’S

DISEASE: DATA FROM PORTRESS, THE
PORTUGUESE REGISTRY OF SJOGREN’S
DISEASE

Roberto Pereira da Costa'?, Matilde Bandeira"?, Manuel
Silvério-Anténio"?, Ana Rita Lopes' 2, Filipe Cunha
Santos®, Paulo Jorge Pereira*, Diana Belchior Raimundo’,
Anita Cunha®, C. Pinto Oliveira’, Ana Catarina Duarte®,
Jodo Madruga Dias’, Mariana Emilia Santos'®, Maria
Joao Gongalves!® -2 Ana Catarina Moniz'°, Ana Isabel
Maduro®, Mariana Luis", Ana Valido', Margarida
Oliveira’®, Luisa Brites'®, Catarina Tenazinha'’, Nikita
Khmelinskii' 2, Filipe Barcelos' '°, JE Fonseca® %, Vasco C
Romaéo" ?, PORTRESS Reuma.pt Task Force* * & 10.16.20.21, 22,
23,24, 25,26, 27, 28, 29, 30, 31

'Servico de Reumatologia, Unidade Local de Saude Santa
Maria, Centro Académico de Medicina de Lisboa, Lisboa,
Portugal, *Unidade de Investigacdo em Reumatologia,

Instituto de Medicina Molecular, Centro Académico

de Medicina de Lisboa, Lisboa, Portugal, *Servico de
Reumatologia, Unidade Local de Saude da Guarda -
Hospital Sousa Martins, Guarda, Portugal, *Servico de
Reumatologia, Unidade Local de Satide de Braga, Braga,
Portugal, “Servico de Reumatologia, Unidade Local de
Saude de Loures-Odivelas, Loures, Portugal, °Servico de
Reumatologia, Unidade Local de Satde do Alto Minho,
Ponte de Lima, Portugal, "Servico de Reumatologia,
Unidade Local de Saude da Regido de Aveiro, Aveiro,
Portugal, ®Servico de Reumatologia, Unidade Local de
Satude Almada-Seixal, Almada, Portugal, °Servico de
Reumatologia, Unidade Local de Saude do Médio Tejo,
Torres Novas, Portugal, '°Servico de Reumatologia,
Unidade Local de Saude de Lisboa Ocidental, Lisboa,
Portugal, "Servico de Reumatologia, Hospital CUF
Santarém, Santarém, Portugal, *Instituto Politécnico de
Lisboa, Escola Superior de Tecnologia da Satude de Lisboa,
Lisboa, Portugal, *Servico de Reumatologia, Unidade
Local de Satde de Coimbra, Coimbra, Portugal, *Servico
de Reumatologia, Unidade Local de Saude do Litoral
Alentejano, Santiago do Cacém, Portugal, Servico de
Reumatologia, Unidade Local de Satde da Cova da
Beira, Covilha, Portugal, *Servico de Reumatologia,
Unidade Local de Saude da Regido de Leiria, Leiria,
Portugal, "Servico de Reumatologia, Unidade Local

de Saude do Algarve, Faro, Portugal, '®Servico de
Reumatologia, Hospital CUF Descobertas, Lisboa,
Portugal, “Instituto Portugués de Reumatologia, Lisboa,
Portugal, *°Servico de Reumatologia, Unidade Local de
Saude de Entre Douro e Vouga, Santa Maria da Feira,
Portugal, *!Servico de Reumatologia, Unidade Local de
Saude de Viseu Dao-Lafoes, Viseu, Portugal, **Servico

de Reumatologia, Unidade Local de Saide de Sao José,
Lisboa, Portugal, #Servico de Reumatologia, Unidade
Local de Saude de Tras-os-Montes e Alto Douro, Vila Real,
Portugal, **Servico de Reumatologia, Hospital Central do
Funchal, Funchal, Portugal, *Servico de Reumatologia,
Hospital CUF Cascais, Cascais, Portugal, **Servico de
Reumatologia, Unidade Local de Saude de Sdo Joao,
Porto, Portugal, *’Servico de Reumatologia, Unidade
Local de Satde Gaia e Espinho, Vila Nova de Gaia,
Portugal, #Servico de Reumatologia, Unidade Local

de Saude da Leziria, Santarém, Portugal, *’Servico de
Reumatologia, Hospital do Divino Espirito Santo, Ponta
Delgada, Portugal, *°Servico de Reumatologia, Hospital
do Santo Espirito da Ilha Terceira, Angra do Heroismo,
Portugal, *'Unidade de Reumatologia, Quadrantes - Clinica
de Cascais, Cascais, Portugal

Background: Sjogren’s disease (SjD) systemic affection
is being increasingly recognized. Prevalence of periph-
eral (PNS) and central (CNS) nervous system involve-
ment in SjD and risk factors for these manifestations
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TO 155 - TABLE 1. Demographic and clinical A ms"‘”ﬁff:";?:""’ o T
O - . . - r— S :
characteristics of SjD patients with and without o e
PNS and/or CNS involvment epfisingreinesniy ’ T
SD with PNS and/ ~ SjD without PNS or £I%) Cospectiec
or CNS involvement  CNS involvement (45.0%)
N=65 N=1168 P
Female 57 (87.7) 110 (94.6) 0.029 Mote moneneuropaty e sopessy
Caucasian / White 52 (92.9) 915 (929)" 1.000 L ) @08%) N
nsory ataxic neuronopathy Aseptic meningitis
Age at diagnosis 52.7+15.2* 52.8+14.5** 0.960 (83%) (25.0%)
Age at symptom onset 49.6214.4° 4782148 0.365 Srepected meopany e
(8.3%) (5.0%)
Disease duration 11.2 [12.3]* 11.0 [10.7]** 0.361
:iiiztii oo : ::::; ::: E:‘;;; :::: TO 155 = Figure 1. Frequency distribution of the types of
ANA s (00 o ooer | oo manifestations of the peripheral (A) and central (B) nervous
anti-Ro 51 (81.0)" 920 (80.6)** 0.939 S)’Stel.ns
anti-La 23 (38.3)" 489 (44.8)™ 0.343
Rheumatoid factor 27 (49.1)" 485 (48.2)™ 0.899
Cryoglobulin 10 (27.8) 52 (142"  0.031 .
Hypergammaglobulinemia 30 (48.4)" 489 (48.5)" 0.991 haVe nOt been Clearly eStathhed'
Lowcs 2 @or e osts Objectives: To define the clinical characteristics of SjD
rowed 1o werr % GI7 | o patients with CNS and/or PNS involvement and to find
Persistent salivary gland swelling 9 (14.8)* 75 (7.2 0.043 . A .
Purpural cutancous vascults 10 67y o o | oo predictors of this involvement.
Lymphopenia o @54y | 25 @99y | 078 Methods: We included patients from the Portuguese
CD4+/CD8+ ratio <0.8 1 (5.0 4 (1.0~ 0.216 . . . .
—— o (a0 2 e | oot registry of SjD (PORTRESS) who had information re-
Ectopic lymphoid structures on salivary glands 4 (1 4 @2 0281 garding presence or absence of PNS and/or CNS in-
R, : 2:: o e volvement. Demographic, clinical and treatment data
lon Hodgkin lymphoma .2)* ™ . ) )
Foous score 21 25 @iy 405 @ss 020 were collected. Variables were compared according to
Baseline ESSDAI 45 sy 20 [eor <0001 parametric or non-parametric tests, as applicable. Pre-
Baseline ESSDAI without neurological domains 3.0 [7.01" 2.0 [4.01* 0.005 d [ f 10gical (PNS and/or CNS) PNS ( s 1o
. . . ictors of neuro vs.
Baseline ESSPRI 60 [5.3] 53 [4.66] 0.324 5
Involvements PNS) and CNS (vs. no CNS) involvement were iden-
J— e e R tified through binomial logistic regression modelling.
 Glandular 2 @22 %6 (05" 0050 Results: We included 1233 patients, 94.2% female,
-Ater %2 (Goor | S0 2oy | 029 mean age 61.8+£14.3 years and median disease dura-
- Cutaneous 19 (20.7)* 200 (17.2)** 0.011 . .
- Pumonary @ (e o vor | omz tion 11.0 [IQR 11.2] years (table 1). 65 patients (5.3%)
- Renal 4 @3y 2 @y ooes had a history of neurological involvement, 48 (3.9%)
::":::”:;ogm 24°'(357), - :;:;) . with PNS and 20 (1.6%) with CNS affection (Figure
- Bilogic o @iy s o9 o0 1. Sensorimotor polyneuropathy (20.8%) and sensory
- Hepato/Gastrointestinal 2 ey B @a  06% polyneuropathy (20.8%) were the most common sub-
- Other 13 (22.6) 159 (151" 0.115 ¢ fPNS i . A i . . (25 OCV) h
oot ypes o affection. Aseptic meningitis (25.0%) the
 Corticosteroids 35 (625° 200 (73 <0.001 most common CNS manifestation. Patients with neu-
- Hydroxychloroquine 33 (58.9)* 628 (79.6)** <0.001 1 . . 1 1 1
e W ooy s @z | ozw rological involvement were more commonly male and
- Methotrexate 8 (14.3) 134 (167 0824 had more active disease, translated by hlgher ESSDAI
-Azathioprine 1o 21y 7 (Go | <000t scores, markers of B cell activity (cryoglobulinemia, low
- Leflunomide 2 (36) 31 (39 1.000 i
 Ritwximab 1 esy P C4, monoclonal gammopathy), and skin/glandular/re-
- Mycophenolate mafet s 6oy 2 @O 0 spiratory involvements. On multivariate analysis, male
-IVIG 2 (36) 4 (0.5 0.053
oo : :M; 1 Em:“ o sex (OR 2.77 [1.22-6.31], p=0.015), purpura (OR 2.72
Death 2 @oy 408" 0084 [1.20-6.19], p=0.017), monoclonal gammopathy (OR

Results presented as meanzstandard deviation or median [interquartile range] or n (%) 2 4’9 [ ]. . O O - 6 . ]. 7] N p = O O 49) and a hlgher non-neuro-

* caucasian / white: N=56; age at diagnosis: N=61; age at symptom onset: N=56; disease duration: N=56; AECG 2002: N=62; ACR/

EULAR 2016: N=64; ANA: N=63; anti-Ro: N=63; anti-La: N=60; Rheumatoid factor: N=55; Cryoglobulin: N=36; logical basehne ESSDAI (OR 108 [102_115]7 p:OOI 1)

Hypergammaglobulinemia: N=62; Low C3: N=60; Low C4: N=60; Persistent salivary gland swelling: N=61; Purpura / cutaneous
vasculitis: N=60; Lymphopenia: N=63; CD4+/CD8+ ratio <0.8: N=20; Monoclonal gammopathy: N=59; Ectopic lymphoid structures on

salivary glands: N=36; Lymphoma: N=45; Non Hodgkin lymphoma: N=45; Focus score21: N=48; Baseline ESSDAL N=58; Baseline were aSSOCia[ed Wl[h neurological inVOlVQmen[’ irre—

ESSDAI without neurological domains: N=58; Baseline ESSPRI: N=41; Constitutional: N=64; Lymphadenopatic: N=64; Glandular:

N=64; Articular: N=64; Cutaneous: N=64; Pulmonary: N=64; Renal: N=63; Muscular: N=63; Haematologic: N=62; Biological: N=63; : f d : 1 : 1
Hepatolgastrointestinal: N=62; Other: N=62; Hydroxychloroquine: N=56; Corticosteroids: N=56; Pilocarpine: N=56; Methotrexate: N=56: SpeCthe ol age at 1agnosis, Iow C4, perSIStent salivary
Azathioprine: N=56; Rituximab: N=56; Leflunomide: N=56; Mycophenolate mofeti: N=56; IVIG: N=56; Cyclophosphamide: N=56; Death: i . .

s gland swelling and respiratory involvement.

** caucasian / white: N=985; age at diagnosis: N=1060; age at symptom onset: N=893; disease duration: N=893; AECG 2002: N=1034;

ACR/EULAR 2016: N=1127; ANA: N=1086; anti-Ro: N=1142; anti-La: N=1097; Rheumatoid factor: N=1006; Cryoglobulin: N=367; 1 1 : d 3 h 1d
Hypergammaglobulinemia: N=1009; Low C3: N=1014; Low C4: N=1014; Persistent salivary gland swelling: N=1040; Purpura / PNS involvement was associated with older age at
cutaneous vasculiis: N=1034; Lymphopenia: N=1032; CD4+/CD8+ ratio <0.8: N=403; Monoclonal gammopathy: N=988; Ectopic

lymphoid structures on salivary glands: N=662; Lymphoma: N=770; Non Hodgkin lymphoma: N=770; Focus soore21: N=835; Baseline Symp[oms onset (OR 103 [101—1 06] N p=0008>’ 1OW
ESSDAI: N=927; Baselne ESSDAI without neurological domains: N=927; Baseline ESSPRI: N=541; Gonstiutional: N=1163;

Lymphadenopatic: N=1166; Glandular: N=1166; Articular: N=1166; Cutaneous: N=1164; Pulmonary: N=1164; Renal: N=1165; Muscular: . .

N e Nt Byt HV ot Hepapembomstnet NevIast O, FAATSS oo Mot C4 (OR 3.08 [1.25-7.59], p=0.015), persistent salivary

Corticosteroids: N=802; Pilocarpine: N=802; Methotrexate: N=802; Azathioprine: N=802; Rituximab: N=802; Leflunomide: N=802;

Vgt e =902 10 N0, Ceprosptamie 202 e 57 gland swelling (OR 3.98 [1.63-9.76], p=0.003), purpu-
ra/cutaneous vasculitis (OR 2.98 [1.10-8.03], p=0.031)
and CNS affection (OR 7.32 [1.78-30.16], p=0.006), ir-
respective of sex, non-neurological baseline ESSDAI,
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constitutional, respiratory and other (according to the
registry definition) involvements. In turn, CNS disease
was only associated with PNS involvement (OR 5.29
[1.10-25.35], p=0.037), irrespective of sex, ethnicity
and age at diagnosis.

Conclusions: In the Portuguese cohort of SiD, 5.3%
of patients had confirmed neurological involvement.
Predictors of these manifestations included male sex,
purpura, monoclonal gammopathy and a higher base-
line ESSDAIL. Moreover, a bidirectional association was
observed between CNS and PNS affection. In addition,
PNS disease was specifically associated with purpura,
older age at SjD symptoms onset, low C4 and persistent
salivary gland swelling.

158 - HANDGRIP STRENGTH IN
RHEUMATOID ARTHRITIS VERSUS
PSORIATIC ARTHRITIS: CLINICAL
ASSOCIATIONS AND PATIENT IMPACT
Pedro Miguel Teixeira® %, Carolina Vilafanha' %, Sofia
Ferreira Azevedo"?, C. Pinto Oliveira"?, Gisela Eugénio®?,
Anabela Barcelos' 2

'"Rheumatology Department, Unidade Local de Saude da
Regido de Aveiro, Aveiro, Portugal, *Centro Académico
Clinico Egas Moniz Health Alliance, Portugal, Aveiro,
Portugal

Background: Rheumatoid Arthritis (RA) and Psoriat-
ic Arthritis (PsA) are chronic inflammatory conditions
that significantly impair hand function, exhibiting dis-
tinct clinical patterns. Handgrip strength (HGS) is a
simple, non-invasive measure linked to sarcopenia and
increased morbimortality. Evaluating HGS and how
different clinical factors influence it, may provide rel-
evant insights into the functional impact of these dis-
eases.

Objectives: To compare the impact of RA and PsA on
HGS and examine its association with clinical vari-
ables, functional status, and quality of life.

Methods: We conducted a unicentric, cross-sec-
tional study involving patients with RA who met the
American College of Rheumatology/European League
Against Rheumatism (ACR/EULAR) 2010 criteria and
patients with PsA who met the Classification for Psori-
atic Arthritis (CASPAR) criteria, all with peripheral in-
volvement. Data on demographic characteristics, clini-
cal variables, pain (VAS), function (HAQ), and quality
of life (EQ-5D) were collected. HGS was measured in
the dominant hand using a hand dynamometer. Uni-
variate and correlation analyses were performed using
both parametric and non-parametric tests, followed by
multiple linear regression.

Results: A total of 108 patients were included, 70 with
RA and 38 with PsA. The mean HGS in patients with

RA was 16,9+8,0kg and 23,0+11,8kg in PsA. Lower
HGS was associated with higher age, female gender,
erosive disease, higher PGA, higher levels of pain,
higher disability, and lower quality of life in both RA
and PsA. Lower HGS was also significantly correlated
with higher disease activity and longer disease dura-
tion in RA, but not in PsA. No significant associations
were found in either group regarding body mass index,
acute phase reactants, or the use of b/tsDMARDs. After
adjusting for age and gender, HGS was not statistically
significantly different between RA and PsA patients.
Conclusion: Our study suggests that in both PsA and
RA, HGS is influenced by age and gender and is asso-
ciated with pain, functional status, quality of life and
presence of erosions. In RA, it was also associated with
disease activity and disease duration. These results
highlight the potential importance of evaluating HGS
in both PsA and RA in a large multicentre study.

159 - 18 MONTHS OF A NEWLY
IMPLEMENTED FRACTURE LIAISON
SERVICE IN A TERTIARY CARE CENTRE
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Viviana Tavares', Maria José Santos"?, Alice Castro', Raquel
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de Almada-Seixal, Almada, Portugal, Rheumatology
Department, Hospital Dr. Nélio Mendonca, Funchal,
Portugal, *Unidade de Investigacdo em Reumatologia,
Instituto de Medicina Molecular, Faculdade de Medicina,
Universidade de Lisboa, Centro Académico de Medicina de
Lisboa, Lisboa, Portugal

Background: Despite the socioeconomical impact of
fragility fractures, they are often overlooked, resulting
in a significant number of patients not receiving ade-
quate treatment. Fracture Liaison Services (FLS) are a
multidisciplinary care model designed and implement-
ed to address secondary fracture prevention among
osteoporotic patients. Implemented at our centre in
October 2022, our FLS focuses on identifying patients
with recent fractures, with special focus on vertebral,
to initiate both non-pharmacological and pharmaco-
logical treatment.

Our aim is to describe the sociodemographic and clin-
ical characteristics of patients observed at our FLS and
their pharmacological management.

Methods: All adult patients with a diagnosis of osteo-
porosis observed at our FLS due to a fragility fracture
since October 2022 until May 2024 were included. A
descriptive analysis of sociodemographic and clinical
characteristics and therapeutic options was performed.
Results: Over the first 18-months since its implemen-
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tation, 182 patients with a history of fragility fracture
were observed at our FLS. Among them, 87.9% (n=160)
were female and 98.3% (n=177) were Caucasian. The
median age of observed patients was 74.5 (14.8) years,

TO 159 - TABLE 1 - Sociodemographic and
clinical characteristics of patients observed at
our FLS

FLS patients
N=182

Female, n (%) 160 (87.9)
Caucasian, n (%) 177 (98.3)
Age at first appointment, years 74.5 (14.8)
Educational Level, n (%)

No schooling 11 (6.3)
Primary education 90 (157)
Lower secondary education 32 (18.4)
Upper secondary education 18 (10.3)
Bachelors or equivalent 18 (10.3)
Doctoral or equivalent 2 (1.1)
Household, n (%)

One-person 40 (22.3)
One-person with a caregiver 20(11.4)
Family household 96 (53.7)
Residential home 4.2
Gynecological history

Age at menarche, years 13.0 + 1.64
Age at menopause, years 49 (6)
Previous hormone replacement therapy, n (%) 14 (8.8)
Comorbidities, n (%)

Hypertension 99 (54.4)
Cardiovascular disease 25 (13.7)
Solid neoplasia 23(12.6)
Hematological neoplasia 6(2.7)
Gastroesophageal reflux 18 (10)
Hepatitis C virus infection 4.2
Secondary causes, n (%)

Alcohol consumption (current or previous) 26 (14.3)
Current smokers 21 (11.5)
Previous smokers 33 (18.1)
Low weight (BMI <20 kg/m2), n (%) 23(12.8)
Parental fragility fracture 34(18.8)
Rheumatic/inflammatory diseases 11 (5.9)
Human immunodeficiency virus/antiretrovirals 2(1.D
Early menopause 45 (24.7)
Diabetes mellitus 22 (12.1)
Chronic kidney disease 7.9
Anticonvulsants 5Q.7)
Selective serotonin reuptake inhibitors (SSRI) 36 (19.8)
Aromatase inhibitors/tamoxifen 8 (4.3)
Chemotherapy 8(4.4)
Loop diuretics 14 (7.7)
Proton pump inhibitors (PPI) 57 (31.3)
Anti-psychotics 11 (6)
Bone mineral density by dual-energy x-ray

absorptiometry (DEXA)

Lumbar vertebra, t-score -2.52+1.06
Femoral neck, t-score -2.44 +1.46
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48
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79

Oral bisphosphonate
9
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TO 159 - Figure 1. Therapy sequencing in patients observed
at our FLS.

with a median age at first fragility fracture of 68 (16)
years and at the beginning of the first anti-osteoporotic
treatment of 69 (15) years. The sociodemographic and
clinical characteristics are described in table 1.

The most common first fracture was vertebral (59.9%)
followed by wrist fractures (14.8%). More than half of
the patients (53.3%, n=97) had at least one previous
fragility fracture before the one that led to our ob-
servation, and half of these (50.5%, n=49) had never
received anti-osteoporotic treatment. Nonetheless,
58.8% (n=50) of patients without a previous fragility
fracture had already been treated with anti-osteopo-
rotic agents.

Among the patients observed at our FLS, 60.5% had
experienced a fracture in the preceding year, most of
them (78.2%) being vertebral fractures.

Regarding pharmacological interventions, 92 patients
(50.5%) started anti-osteoporotic therapy at our FLS, of
whom 21.7% had previously received anti-osteoporotic
treatment but were not under any therapy at time of
observation. Additionally, 46.7% (n=85) were already
undergoing anti-osteoporotic treatment, of whom 60%
kept the same therapy and 40% were switched to an-
other medication. Drug holiday was decided in 2.2%
(n=4) of patients and other 2.2% (n=4) only started
non-pharmacological therapy. Out of patients that
started therapy in our FLS, 3 were switched to other
therapies due to intolerance or new fractures. At their
last appointments, most patients were under intrave-
nous bisphosphonates (45.4%), followed by oral bis-
phosphonates (22.4%) and denosumab (22.1%), and
lastly teriparatide (12.1%). The therapy sequencing is
represented in graph 1.

Conclusion: Since October 2022, 182 patients have
been observed at our FLS mostly due to recent ver-
tebral fractures. Half were not under pharmacological
treatment and started therapy at our FLS and 20%
were switched to another medication. These findings
underscore the need for FLS implementation, as a cru-
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cial tool for secondary fragility fracture prevention.
Identifying patients with fragility fractures, particu-
larly vertebral fractures, frequently asymptomatic is an
ongoing challenge.

162 - UNDERSTANDING “DIFFICULT-TO-
TREAT” PSORIATIC ARTHRITIS: DATA
FROM REUMA.PT
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Background: In clinical practice it is common to find

psoriatic arthritis (PsA) patients with persistently high
disease activity who fail to respond to multiple thera-
peutic agents. In 2020, the European Alliance of Asso-
ciations for Rheumatology (EULAR) proposed a defi-
nition for difficult-to-treat (D2T) rheumatoid arthritis
(RA). Recently, this concept was adapted to PsA, but
there is no universally accepted definition of D2T PsA.
Our aim is to estimate the prevalence of D2T PsA in
clinical practice using two definitions and to identi-
fy clinical and demographic characteristics associated
with D2T PsA.

Methods: Adult patients with the diagnosis of PsA as
determined by the treating physician and registered in
the Rheumatic Diseases Portuguese Register (Reuma.
pv), with available follow-up information after Septem-
ber 2017 (date when 3 different mechanisms of action
(MoA) became available for prescription) were includ-
ed. Patients with exclusive axial involvement were ex-
cluded.

For the first definition of D2T PsA we adapted the EU-
LAR definition of D2T RA, patients had to fulfil two
criteria; 1) failure of =2 b/tsDMARD (with different
MOA), 2) evidence of active disease, defined by the
presence of one of the following: at least moderate
disease activity according to validated composite mea-
sures (DAPSA>14); clinical activity (=1 swollen and
tender joint); persistently high acute phase reactants or
inability to taper glucocorticoid treatment <7.5mg/day
of prednisone or equivalent.

The second definition of D2T PsA was the failure of >3
b/tsDMARD (with different MOA).

Results: A total of 1875 patients were included, of
whom 3.8% (n=72) were identified as D2T PsA accord-
ing to the first definition. D2T PsA patients showed
signs suggestive of active disease, with 73.6% having
at least one swollen and tender joint, 65.3% having
DAPSA>14, 22.2% unable to taper glucocorticoids and
12.5% having persistently high acute phase reactants.
Compared to non D2T PsA, those with D2T PsA were
younger at symptom onset (37.7£10.9 vs 41.5£12.7
years; p=0.014) and at diagnosis of PsA (40.7+10.5 vs
44.7£12.3 years; p=0.008). They presented more com-
monly as symmetrical polyarthritis (76.8% vs 53.6%,
p<0.001), less commonly as asymmetric olygoarthri-
tis (11.6% vs 31.5%; p<0.001) and were more likely
to fulfil CASPAR criteria (97.1% vs 88.1%; p=0.027).
Extra-articular manifestations, specifically enthesitis
(31.5% vs 19.1%; p=0.025), were associated with D2T
PsA.

Regarding comorbidities, there were no statistically
significant differences between D2T and non-D2T PsA.
However, the prevalence of depression was numerical-
ly higher among D2T PsA (10.6% vs 5%; p=0.078).
D2T PsA patients had a higher disease activity at the
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and non-D2T PsA

PsA phenotype, n (%)
Symmetric polyarthritis
Asymmetric olygoarthritis
Predominant axial disease
Distal interphalangeal
Mutilans

HLA-B27 positivity, n (%)

Rheumatoid factor, n (%)

Disease activity at start date of first b/tsDMARD

Tender joints, 68 count

Swollen joints, 66 count

ESR, mm/1 hour

CRP, mg/dL

VAS disease activity, 0-10

VAS pain, 0-10

DAPSA

Age beginning first b/tsDMARD, years
Time until first b/tsDMARD, years
Duration first b/tsDMARD. months

PsA (N=1875)

973 (54.5)
548 (30.7)
167 (9.4)
73 (4.1
24 (1.4)
144 (16.1)
69 (4.6)

709
4(6)
223D
0.86 (1.57)
6.1 2.3
59+24
25.8(15.9)
48.7+11.6
6.8 (9.7)
33.4(49.5)

D2T PsA (n=72)

53 (76.8)
8(11.6)
6(8.7)
2.9

0

5(14.3)

4(6.6)

13 (14.5)
8.5(9.5)
26 (30)
1.1 (2.37)
6.7+22
6.6+2.4
36.9 (32.8)
45.6+9.8
4.1(8.8)
20.3(35.9)

Non-D2T PsA (n=1803)

920
540 (31.5)
161 (9.4)
71 (4.1)
24 (1.3)
139 (16.2)
65 (4.5)

6(8)
4(6)
21.5(32)
0.81 (1.57)
6.1 2.4
59x2.4
25.4(15.6)
488 £11.7
6.8 (9.7)
34 (50)

TO 162 - TABLE 1. Descriptive analyses of clinical and demographic characteristics of patients with D2T

p-value

<0.001
<0.001
0.848
0.610
0.323
0.767
0.460

0.035
<0.001
0.375
0.180
0.139
0.312
0.015
0.015
0.138
0.022

*not possible to compute. PsA — Psoriatic Arthritis; D2T — Difficult-to-treat; CASPAR — Classification criteria for psoriatic arthritis; VAS — Visual Analogue Scale; ESR
— Erythrocyte sedimentation rate; CRP — C-reactive protein; b/tsDMARD - biologic/targeted synthetic disease modifying anti-rheumatic drugs
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beginning of first b/tsDMARD, with a higher tender
and swollen joint count (13 (14.5) vs 6 (8); p=0.035;
8.5 (9.5) vs 4 (6); p<0.001) and DAPSA (36.9 (32.8) vs
254 (15.6); p=0.015).

On multivariate analysis a higher DAPSA at beginning
of first b/tsDMARD was a predictor of D2T PsA (OR
1.04, 95%CI 1.01-1.06; p<0.001).

According to the second definition 0.9% (m=17) of pa-
tients could be classified as D2T PsA.

Conclusion: The proposed definitions, based mainly
on the number of b/tsDMARDs previously used, iden-
tified a small proportion of patients with D2T PsA.
Younger patients, those with enthesitis and with high-
er disease activity at first bDMARD onset were more
likely difficult to manage. However, the proposed defi-
nitions do not accurately distinguish patients who are
refractory to b/tsDMARDs from those who are difficult
to manage due to other reasons, such as comorbidities.

163 - THE PROTOCOL OF THE TASTY
TRIAL: THE TRIAD OF NUTRITION,
INTESTINAL MICROBIOTA AND
RHEUMATOID ARTHRITIS - AN
EXPLORATORY PILOT STUDY
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Introduction: Immunologically active compounds
from the gut microbiota are increasingly suggested to
play a role in Rheumatoid Arthritis (RA) progression.
It has been proposed that gut dysbiosis may impair
intestinal barrier function, leading to an alteration in
mucosal integrity and immunity, allowing for bacte-
rial translocation, and ultimately contributing to the
inflammation process. Since diet is recognized as one
of the main environmental factors influencing gut mi-

crobiota, nutritional interventions aiming at the man-
agement of RA are being explored. The main goal of
this pilot study is to investigate whether a dietary inter-
vention based on a Mediterranean Diet enriched with
fermented foods (MedDiet+) can impact gut microbiota
and RA related outcomes.

Methods: 100 RA patients will be recruited at a tertia-
ry center and randomly assigned to the intervention
(MedDiet+) or control groups. Nutritional intervention
(12 weeks) includes a personalized dietary plan based
on a MedDiet+ style pattern, educational resources,
food baskets delivery and clinical culinary workshops,
all developed and monitored weekly by registered di-
etitians. The control group will receive general recom-
mendations on a healthy diet at baseline. The effects of
the nutritional intervention will be assessed on saliva
and gut microbiota, gut permeability (Lactulose/Man-
nitol test, zonulin, IFABP), endotoxemia (evaluated
by TLR4 reporter cells), inflammation (soluble CD14,
faecal calprotectin), serum proteomics, glycolipids,
gut derived immune cells, disease activity (Disease
Activity Score in 28 joints, DAS28-ESR, and doppler
ultrasound scores in 32 joints for grey scale and power
doppler), functional status (Health Assessment Ques-
tionnaire) and quality of life (36-Item Short Form
Survey). All procedures will be covered by national
(Fundacao para a Ciéncia e a Tecnologia, I. P. reference:
2022.07462.PTDC) and international (ENDOTARGET
Horizon Europe project grant No 101095084) funding.
Results: We anticipate obtaining integrative informa-
tion on the interplay between diet, gut and RA, while
also exploring the mechanisms whereby these changes
may occur, by analyzing all the biomarkers described
above. The effects of the adherence to the MedDiet+
pattern will be assessed on oral and gut microbiota,
gut permeability and inflammatory biomarkers, as well
as their correlation to RA disease activity, functional
status and quality of life of RA patients.

Conclusion: This multidisciplinary research with nu-
tritionists, rheumatologists, biologists and immunolo-
gists aims to contribute to bridge the existing gap be-
tween nutrition-related knowledge and RA.

164 - SYNOVIAL SPECIMENS’ DIAGNOSIS
ACROSS DEPARTMENTS IN A
PORTUGUESE TERTIARY CENTER
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Background: Synovial biopsies are conducted for clini-
cal or research purposes. Their main aim in the clinical
setting is assisting in arthritis diagnosis, complement-
ing the synovial fluid analysis and other diagnostic
tests, in particular if infections, synovial tumors, gran-
ulomatous or deposition diseases are suspected. The
indication for synovial biopsies and the established di-
agnosis can be quite diverse across both medical and
surgical departments.

Objectives: To compare the histopathological diagno-
sis of synovial specimens of biopsies with origin in the
Rheumatology Department versus other Departments,

in a Portuguese tertiary Center; To increase awareness
for non-rheumatic synovitis etiologies in the rheuma-
tology community.

Methods: This was a single center, cross sectional study
of all synovial specimens received at the Pathology De-
partment in Hospital de Santa Maria (Lisboa, Portu-
gal), between 2010 and 2022. Histological diagnoses
were classified as inflammatory or non-inflammatory
lesions. Inflammatory lesions were further divided
into non-granulomatous (low-grade or high-grade sy-
novitis according to Krenn’s Score and infectious ar-
thritis); granulomatous, and crystal or foreign-body
induced. Non-inflammatory lesions were subdivided
into tumor-like and others. The categories were then
matched for comparison according to its origin’s De-
partment (Rheumatology versus Orthopedics, Plastic
Surgery, General Surgery, Stomatology, Internal Med-
icine, Infectious Diseases and Pediatrics as a group).
Results: A total of 598 reports pertaining to 539 pa-
tients (306 female, 56.8%) with an average age of 50.2
years old (ranging from O to 93) were reviewed. 212
specimens (35.4%) were from the Rheumatology De-
partment while 386 (64.5%) from other Departments.
Most of the cases from Rheumatology were classified
as high-grade synovitis (n=112, 52.8%), whereas the
largest group of the cases from other Departments
were low-grade synovitis (n=108, 28.0%). The Rheu-

TO 164 - TABLE 1. Histological diagnosis distribution according to the Department of origin
(Rheumatology versus other Departments)
Histological Diagnosis Rheumatology  Other Departments
Low-grade synovitis 19.3% (n=41) 28.0% (n=108)
Non-granulomatous High-grade synovitis 52.8% (n=112) 13.2% (n=51)
Infectious arthritis 6.6% (n=14) 12.2% (n=47)
Granulomatous 1.4% (n=3) 4.4% (n=17)
Inflammatory lesions
Monosodium urate (gout) 1.4% (n=3) 0.3% (n=1)
Crystal/ foreign Calcium pyrophosphate dihydrate (pseudogout) 1.9% (n=4) 1.0% (n=4)
body-induced Hydroxyapatite microcrystals 0.9% (n=2) 0% (n=0)
Metallosis 0% (n=0) 4.1% (n=16)
Pigmented vilonodular synovitis 0.9% (n=2) 8.0% (n=31)
Lipoma arborescens 1.4% (n=3) 1.0% (n=4)
Tumor-like lesions
Masson tumor 0% (n=0) 0.3% (n=1)
i . 0 _ (o) —
Non-inflammatory lesions Synovial cyst/ ganglion 0% (n=0) 14.8% (n=57)
Chondromatosis 0.5% (n=1) 2.8% (n=11)
3 (o) — 0 —
Others Hemarthrosis 0% (n=0) 0.5% (n=2)
Hypertrophic o (o o (o
osteoarthropathy 0% (n=0) 0.3% (n=1)
Insufficient for diagnosis 8.0% (n=17) 4.7% (n=18)
No pathological findings 4.7% (n=10) 4.4% (n=17)
Total 100% (n=212) 100% (n=386)
N = number
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matology Department also had more cases of crystal
induced diseases (4.2% vs 1.3%). Other Departments
had a higher percentage of septic arthritis (12.2% vs
6.6%), granulomatous lesions (4.4% vs 1.4%), metal-
losis (4.1% vs 0%), tumor-like lesions (24.1% vs 2.4%)
and chondromatosis (2.8% vs 0.5%). In the Rheuma-
tology cases, after laboratory and histological results,
there was a change in diagnosis in 61.8% (n=131) of the
cases, mainly due to exclusion/ confirmation of septic
arthritis and/or crystal-induced arthritis.
Conclusions: Synovial histopathological evaluation
can be determinant for the diagnosis of a broad range
of synovitis etiologies. As expected, most of the cases
referred from the Rheumatology Department were high
grade inflammatory lesions, whereas cases suggestive
of other diagnosis such septic arthritis, tumor-like le-
sions or mechanical causes are mainly referred from
other specialties. Taking in consideration that syno-
vitis is a common manifestation of inflammatory and
non-inflammatory diseases, the recognition of the rel-
evance of integrating histological data in the diagnosis
workup of synovitis is fundamental for a more precise
medicine in the Rheumatology practice.

165 - HIGHER EDUCATIONAL LEVEL,
FUNCTIONAL CAPACITY, AND DLCO ARE
ASSOCIATED WITH HIGHER HEALTH-
RELATED QUALITY OF LIFE IN SYSTEMIC
SCLEROSIS PATIENTS - RESULTS FROM A
CROSS-SECTIONAL COHORT STUDY
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Carolina Mazeda'?, Inés Genrinho' ?, Anabela Barcelos' 2,
Ana Rita Prata"?

'"Rheumatology Department, Unidade Local de Saude da
Regido de Aveiro, Aveiro, Portugal, *Centro Académico
Clinico Egas Moniz Health Alliance, Portugal, Aveiro,
Portugal, *Servico de Reumatologia, Unidade Local de
Saude de Viseu Dao-Lafoes, Viseu, Portugal

Background: Systemic sclerosis (SSc) is an autoim-
mune disease characterized by fibrosis and vasculop-
athy. Although its course is somehow heterogeneous
among affected patients, some of its clinical manifes-
tations carry the potential for a significant impact on
health-related quality of life (HRQoL) (1). It is possible
to infer that several sociodemographic, psychosocial,
and clinical factors may influence the impact of SSc
on HRQoL. Understanding their relative contribution
is key to an effective and holistic treatment approach
for affected patients.

Objective: To evaluate HRQoL and identify its demo-
graphic and clinical correlates in an SSc cohort.
Methods: In this cross-sectional, unicentric study,

consecutive patients with SSc, fulfilling the 2013
American College of Rheumatology / European League
Against Rheumatism classification criteria for SSc,
were enrolled. Variables were collected from the pa-
tients’ registries at the last rheumatology appointment.
HRQoL was measured using the EuroQol Five-Dimen-
sional descriptive system (EQ-5D; ranging from -0.59
to 1, with 1 representing the best possible health state).
Independent t-test, Mann-Whitney-U test, and Spear-
man’s rank correlation coefficient were performed, as
appropriate, to evaluate differences between groups.
Variables with p<0.1 were included in a stepwise mul-
tiple linear regression analysis to assess the indepen-
dent association of variables with the EQ-5D.

Results: We included 43 patients (86.0% female, mean
age 63.0 = 11.3 years). Clinical and sociodemographic
variables are described in Table 1. The median EQ-5D
score was 0.59 (IQR=0.48). There was a statistically sig-
nificant difference in EQ-5D scores in patients with and
without gastric involvement (p=0.030), lung involve-
ment (p=0.016), and arterial pulmonary hypertension
(p=0.011). EQ-5D was positively moderately correlated
with the single-breath diffusing capacity of the lung

TO 165 - TABLE 1. Clinical and
sociodemographic characteristics of included
SSc patients

Female gender, n (%) 37.0 (86.0)
Age (mean, SD) 62.3(11.5)
Disease duration, years, mean (SD) 8.1 (4.6)

Diffuse cutaneous subset, n (%) 9.0 (20.9)
Anti-centromere positive, n (%) 32.0(74.4)
Anti-topoisomerase positive, n (%) 9.0 (20.9)
Modified Rodnan Skin score, median (IQR) 9.1 (12.0)
Digital ulcers, n (%) 19.0 (44.2)
Joint pain, n (%) 9.0 (20.9)
Esophageal involvement, n (%) 12.0 27.9)
Gastric involvement, n (%) 19.0 (44.2)
Pulmonary involvement, n (%) 13.0 (30.2)
Interstitial lung disease, n (%) 12.0 27.9)
Pulmonary arterial hypertension, n (%) 5.0 (11.6)
FVC, % of predicted, median (IQR) 08.0 (23.0)
DLCOsb, % of predicted, mean (SD) 72.9 (16.8)
EQ-5D, median (IQR) 0.59 (0.48)
SHAQ, median (IQR) 0.90 (1.8)
FACIT, median (IQR) 38.0 (21.0)
C reactive protein, mg/dL, median (IQR) 0.18 (0.44)
Years of schooling, median (IQR) 5.0 (8.0)

Full-time worker, n (%) 17.0 (39.5)
Retirement, n (%) 16.0 (37.2)
Unemployed, n (%) 3.0 (7.0)

N: number of patients. SD: standard deviation. IQR: interquartile range.
FVC: forced vital capacity. DLCOsb: single-breath diffusing capacity of the
lung for carbon monoxide. EQ-5D: EuroQol Five-Dimensional Descriptive
System. SHAQ: Scleroderma Health Assessment Questionnaire. FACIT:
Functional Assessment of Chronic Illness Therapy Fatigue Scale.
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for carbon monoxide (DLCOsb) (r=0.62; p<0.001), and
weakly with the forced vital capacity (FVC) (1=0.48;
p=0.002) and years of schooling (r=0.31; p=0.041). EQ-
5D showed a negative correlation with the Scleroderma
Health Assessment Questionnaire (SHAQ) (r=-0.63;
p<0.001), age (r=-0.39; p=0.017), and disease duration
(r=-0.37; p=0.014). After multiple linear regression,
EQ-5D showed a significant association with SHAQ
(B=-0.138 [95% CI -0.232 to -0.043]; p=0.006), DL-
COsb (B=0.006 [95% CI10.002 to 0.011]; p=0.011), and
years of schooling ($=0.025 [95% CI 0.011 to 0.040];
p=0.002); R2=0.612; p<0.001.

Discussion: In this cohort of SSc patients, higher
HRQoL assessed by the EQ-5D was associated with
higher educational level, lower functional impairment
assessed by SHAQ, and higher levels of DLCOsb. This
reflects the multifaceted nature of contributors to
HRQoL, determined by both clinical and sociodemo-
graphic aspects.

REFERENCES:

1. van Leeuwen, Nina M., et al. “Health-related quality of life in
patients with systemic sclerosis: evolution over time and main
determinants.” Rheumatology 60.8 (2021): 3646-3655.

167 - PAGET’S DISEASE OF BONE:
CLINICAL AND EPIDEMIOLOGICAL
CHARACTERIZATION OF THE
POPULATION OF A PORTUGUESE
TERTIARY CENTER

Ana Rita Lopes' 2, Carolina Ochoa Matos" 2, Roberto
Pereira da Costa?, André Travessa’®, Patricia Dias’, Patricia
Martins"?, Catarina Tenazinha' ?, Silvia Fernandes' ?, Rita
Barros!, Ana Rita Cruz-Machado® 2, José Carlos Romeu!
!Servico de Reumatologia, Unidade Local de Saude Santa
Maria, Centro Académico de Medicina de Lisboa, Lisboa,
Portugal, “‘Unidade de Investigacdo em Reumatologia,
Instituto de Medicina Molecular, Faculdade de Medicina,
Universidade de Lisboa, Centro Académico de Medicina
de Lisboa, Lisboa, Portugal, Lisboa, Portugal, *Servico de
Genética, Unidade Local de Saude Santa Maria, Centro
Académico de Medicina de Lisboa, Lisboa, Portugal

Introduction: Paget’s disease of bone (PDB) is the
second most prevalent metabolic bone disorder, in-
fluenced by genetic and environmental factors which
remain unclear.

Objectives: Characterize the clinical and demograph-
ic profile of a Portuguese PDB cohort. This is the first
phase of a two-step project aimed at identifying envi-
ronmental and genetic etiological factors in PDB.
Methods: Retrospective observational study includ-
ing patients with PDB. Demographic and clinical data
were collected. Occupations were classified according

to the International Standard Classification of Occu-
pations-2008. Binomial logistic regression was used
to find independent associations with polyostotic in-
volvement and need for retreatment.

Results: Eighty patients (58.8% females) with a di-
agnosis of PDB between 1974 and 2021 (mean age at
diagnosis of 63.0£12.2 years) were included (Table
1). 72.5% of patients were born in rural areas. Their
parent’s birthplaces showed concentration in Alentejo
(35.0/38.9%) and 81.3/86.3% were born in rural ar-
eas. Family history of PDB was reported in 13.9% of
patients.

PDB commonly affected the pelvis (75.0%), sacrum
(25.0%), femur (25.0%), vertebra (21.3%) and skull
(13.8%), with 51.2% of patients having polyostotic
involvement. Alkaline phosphatase (ALP) levels were
elevated in 74.7% of cases at baseline, but this rate de-
creased to 2.7% 6-12 months after last treatment. Zole-
dronate was the most used drug (88.8%).

Polyostotic patients had higher exposure to goats
(39.0% vs 12.8%, p=0.008), more years working in ele-
mentary occupations (16.5£21.7 vs 7.9+15.0, p=0.027)
and fewer in professional occupations (2.0£8.9 vs
7.1£14.5, p=0.049). Polyostotic disease was associ-
ated with higher baseline levels of ALP (U/L) (200.0
[167.0] vs 149.0 [123.5], p=0.035), PINP (ng/mL)
(196.2 [188.1] vs 115.3 [75.8], p=0.015) and CTx (ng/
mL) (0.7£0.3 vs 0.6 [0.3], p=0.031). Polyostotic patients
had a higher frequency of involvement of the following
bones: skull (22.0% vs 2.5%, p=0.029), pelvis (87.8% vs
61.5%, p=0.007), vertebrae (36.6% vs 5.1%, p<0.001),
femur (39.0% vs 10.3%, p=0.003), and sacrum (36.6%
vs 12.8%, p=0.014). In multivariate analysis, affection
of vertebrae (OR 279.4 [10.2-7670.6], p<0.001), femur
(OR 150.6 [7.2-3131.8], p=0.001), pelvis (OR 101.2
[7.1-1431.6.], p<0.001), sacrum (OR 61.6 [5.1-737.6],
p=0.001) and skull (OR 47.5 [1.1-2052.5], p=0.044)
were associated with polyostotic involvement, irre-
spective of sex, age at diagnosis, occupation and base-
line ALP, CTx or PINP.

Patients who underwent retreatment (n=18, 23.4%)
were younger at diagnosis (57.0+11.0 vs 65.0+12.3,
p=0.015), had higher baseline ALP levels (236.0
[254.5] vs 164.0 [113.8]; p=0.005), and more frequent-
ly had humerus involvement (5.2% vs 1.3%, p=0.010)
than those who were not retreated (n=59). Additional-
ly, retreated patients had received more often first line
treatment with pamidronate (38.9% vs 1.7%, p<0.001)
and less frequently with zoledronate (33.3% vs 91.5%,
p<0.001). On multivariate analysis, zoledronate as first
line therapy was negatively associated with retreat-
ment (OR 0.048 [0.012-0.193], p<0.001), irrespective
of sex, age at diagnosis, baseline ALP, pamidronate as
first line or humeral affection.
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TO 167 - TABLE 1. Clinical and epidemiological
characterization of the cohort of Paget’s disease

o
=
o
o
=]
(]

Female, n(%)
Caucasian / White, n(%)

47/80 (58.8)
78/80 (97.8)

Age, years 73.7+11.0
Age at diagnosis, years 63.0£12.2
Disease duration, years [IQR] 8.0 [14.8]

Underweight, n(%) 0/80

Normal weight, n(%) 20/80 (25.0)
Overweight, n(%) 42/80 (52.5)
Obesity class I, n(%) 14/80 (17.5)
Obesity class II, n(%) 3/80 (3.8)
Obesity class IIl, n(%) 1 (1.3)

Family history of Paget’s disease of bone, n(%) 11/79 (13.9)
Father’s birthplace [Rural], n(%) 65/80 (81.3)
Mother’s birthplace [Rural], n(%) 69/80 (86.3)
Consanguinity, n(%) 6/79 (7.6)*
Patient’s birthplace [Rural], n(%) 58/80 (72.5)
Rural area, years living in 29.4+27.2

Urban area, years living in [IQR] 54.0 [55.0]

1. Managers, years 1.647.0
2. Professionals, years 4.5$12.2
3. Technicians and associate professionals, years 2.5+8.1
4. Clerical support workers, years 2.849.2
5. Services and sales workers, years 8.4116.3
6. Skilled agricultural, forestry and fishery workers, years 2.2+9.3
7. Craft and related trades workers, years 6.7+14.5
8. Plant and machine operators and assemblers, years 1.2455
9. Elementary occupations, years 12.3+19.3
10. Armed forces occupations, years 1.144.9

Domestic animals (time of exposure, years) 2914227
- Cat, n(%) 43/80 (53.8)
- Dog, n(%) 61/80 (76.3)
- Bird, n(%) 25/80 (31.3)
- Rabbit, n(%) 22/80 (27.5)
- Rodent, n(%) 2/80 (2.5)
- Turtle, n(%) 4/80 (5.0)
- Other, n(%) 1/80 (1.3)
Cattle animals (time of exposure, years) [IQR] 12.0 [25.0]
- Birds, n(%) 37/80 (46.3)
- Sheep, n(%) 25/80 (31.3)
- Pig, n(%) 25/80 (31.3)
- Donkey, n(%) 13/80 (16.3)
- Goat, n(%) 21/80 (26.3)
- Horse, n(%) 7/80 (8.8)
- Bovine, n(%) 22/80 (27.5)

Measles, n(%) 49/66 (74.2)
24/56 (42.9)

21/56 (37.5)

Mumps, n(%)
Chickenpox, n(%)

Rubella, n(%) 3/48 (6.3)
Diphteria, n(%) 0/49

Whooping cough, n(%) 7/51 (13.7)
Scarlet fever, n(%) 2/50 (4.0)

Arterial hypertension, n(%) 61/80 (76.3)
51/80 (63.7)

11/80 (13.8)

Dyslipidemia, n(%)

Ischemic heart disease, n(%)

TO 167 - TABLE 1. Continuation

Valvulopathies, n(%)
Stroke, n(%)
Smoking, n(%)

/80 (11.3)
4/80 (5.0)
32180 (40.0)

Skull, n(%) 11/80 (13.8)
Face, n(%) 2/80 (2.5)
Pelvis, n(%) 60/80 (75.0)
Vertebra, n(%) 17/80 (21.3)
Sacrum, n(%) 20/80 (25.0)
Femur, n(%) 20/80 (25.0)
Tibia, n(%) 5/80 (6.3)
Fibula, n(%) ]

Scapula, n(%) 2/80 (2.5)
Humerus, n(%) 5/80 (6.3)
Radius, n(%) 2/80 (2.5)
Ulna, n(%) ]

Other bones, n(%) 7/80 (8.8)
Howarth's table, % 52 [5.3]

Polyostotic, n(%) 41/80 (51.2)

Osteoarticular pain, n(%) 64/80 (78.8)

Secondary osteoarthritis, n(%) 27/80 (33.8)

Elevated alkaline phosphatase, n(%) 56/80 (74.7)
Alkaline phosphatase, U/L [IQR] 180.0 [123.0]
Elevated calcium, n(%) 8/80 (11.0)
Reduced phosphorus, n(%) 6/80 (8.5)
Elevated parathyroid hormone, n(%) 11/80 (19.3)
Reduced 25-hydroxy vitamin D, n(%) 19/80 (37.3)
Elevated P1NP, n(%) 46/80 (94.9)
P1NP, ng/mL 142.3 [142.8]
Elevated CTx, n(%) 28/80 (46.7)
CTx, ng/mL 0.6£0.3
Phamacogicalteatment
Calcitonin, n(%) 3/80 (3.8)
Etidronate, n(%) 1/80 (1.3)
Clodronate, n(%) 1/80 (1.3)
Alendronate, n(%) 6/80 (7.5)
Risedronate, n(%) 1/80 (1.3)
Pamidronate, n(%) 10/80 (12.5)
Zoledronate, n(%) 71/80 (88.8)

18/77 (23.4)

0, (%) 4/80 (5.0)
1, n(%) 63/80 (78.8)
2, n(%) 10/80 (12.5)
3, n(%) 2/80 (2.5)
4, (%) 180 (1.3)
Bore remodsling markers 612 months afier westment
Elevated alkaline phosphatase, n(%) 273 (2.7)
Alkaline phosphatase, U/L [IQR] 58/73 [25.5]
Elevated P1NP, n(%) 10/67 (14.9)
P1NP, ng/mL [IQR] 234 [13.9]
Elevated CTx, n(%) 1/67 (1.5)
CTx, ng/mL [IQR] 02 [0.1]

Results presented as meanzstandard deviation or median [interquartile range] or n (%)
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and a high biochemical remission rate after treatment
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were noted. Zoledronate as first line therapy seems to
be protective against retreatment. A genetic characteri-
zation of this cohort is currently under work.

169 - GLUCOCORTICOIDS IN SYSTEMIC
SCLEROSIS

Joana Luis!, Catarina Abreu?, Maria José Santos® >
'Faculdade de Medicina da Universidade de Lisboa, Lisboa,
Portugal, ‘Rheumatology Department, Unidade Local de
Saude de Almada-Seixal, Almada, Portugal, *Unidade

de Investigacdo em Reumatologia, Instituto de Medicina
Molecular, Faculdade de Medicina, Universidade de Lisboa,
Centro Académico de Medicina de Lisboa, Lisboa, Portugal

Background: Systemic sclerosis (SSc) is a heteroge-
neous disease regarding clinical and immunological
manifestations, progression, and prognosis. It has
significant morbimortality, especially when major or-
gan involvement is present, making its management
a significant challenge. Unlike other immune-mediat-
ed diseases in which glucocorticoids (GC) are widely
used with robust clinical evidence, their role in SSc is
controversial. Although GCs may be useful to manage
some inflammatory manifestations of SSc, their use
has been associated with an increased risk of Sclero-
derma Renal Crisis (SRC). As a result, the use of GC
in SSc patients in clinical practice is highly variable
among rheumatologists.

Objectives: To characterize the pattern of GC use in
patients with SSc, as well as the reasons for GC pre-
scription, its benefits and risks, particularly concern-
ing SRC development.

Methods: Retrospective study of patients with SSc diag-
nosis according to ACR/EULAR 2013 criteria, followed
at Hospital Garcia de Orta rheumatology department
and registered in Reuma.pt database. A descriptive anal-
ysis was conducted to characterize the treatments per-
formed with GC. Patients with SSc were divided into
two groups: those who received at least one GC treat-
ment and those who never received GC treatment. The
comparison between the two groups was performed us-
ing the chi-square test, Student’s T-test, or Mann-Whit-
ney test, as appropriate. The threshold for statistical sig-
nificance was a p-value inferior to 0.05.

Results: 157 patients with SSc were included, of
whom 47.1% were treated with GC. Patients exposed
to GC more often had a SSc-overlap syndrome phe-
notype, digital ulcers, myositis, and diabetes melli-
tus. Those receiving GC were also more likely treated
with other immunosuppressants. Most patients re-
ceived only one course of systemic GC, however 33.6%
were treated twice or more, with a total of 111 treat-
ments performed. The most frequently used GC was
oral prednisolone, and musculoskeletal involvement

was the most frequent reason. Musculoskeletal and
skin involvement were more frequently treated with
low (£7.5mg/day) and intermediate (>7.5mg/day and
<30mg/day) doses while lung involvement was more
frequently treated with high doses (>30mg/day). Sero-
sitis was the SSc manifestation with the best clinical
response to GC. Only one case of SRC was reported in
a patient that was never treated with GC.

Conclusion: Despite safety concerns, GC are frequent-
ly used in clinical practice to treat SSc, particularly
musculoskeletal, skin and lung manifestations. Our
data suggest a therapeutic benefit of GC in the treat-
ment of SSc and its use was not associated with the
development of SRC in our cohort.

171 - AXIAL PSORIATIC ARTHRITIS
VERSUS AXIAL SPONDYLOARTHRITIS
WITH PSORIASIS IN CLINICAL PRACTICE
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Background: Spondyloarthritis (SpA) comprise a
group of inflammatory arthropathies that can involve
both axial and peripheral joints, often associated with
extra-musculoskeletal manifestations, particularly
psoriasis. The distinction between Psoriatic Arthritis
(PsA) with axial involvement and axial SpA (axSpA)
with concomitant psoriasis has been a topic of debate,
potentially influencing clinical decisions.

Objectives: To identify clinical and demographic charac-
teristics associated with clinician’s decision to diagnose
patients with psoriasis and axial disease as axSpA or as
PsA with axial involvement in practical clinical settings.
Methods: All adult patients registered in the Rheumatic
Portuguese Disease Register (Reuma.pt) with the clini-
cal diagnosis of PsA with axial involvement (axPsA) or
axSpA with concomitant psoriasis were included.
Results: Out of 854 patients, 88.3% (n=754) received a
diagnosis of axPsA and 11.7% (n=100) were diagnosed
with axSpA with psoriasis.

The diagnosis of axPsA included concomitant periph-
eral involvement in 82.2% of patients (n=620) and ex-
clusive axial involvement in 17.8% (n=134). In axSpA
diagnosis, the prevalence of concomitant peripheral
involvement was 48% (n=48).

Considering the whole cohort, axSpA diagnosis was
associated with less peripheral involvement (48% vs
82.2%; p<0.001), younger age at diagnosis (axSpA 36.7
+ 94 vs axPsA 43.8 + 13.1; p<0.001) and at symptom
onset (axSpA 30.1 + 9.7 vs axPsA 39.6 =+ 12.9; p<0.001)
and higher positivity for HLA-B27 (75% vs 25.1%;
p<0.001) (Table 1). Regarding extra-articular manifes-
tations, uveitis (OR 7.59; 95% CI 4.5-12.81; p<0.001)
and inflammatory bowel disease (OR 21.02; 95% CI
8.01-55.18; p<0.001) were associated positively, while
dactylitis was associated negatively with axSpA di-
agnosis (OR 0.13; 95% CI 0.06-0.29; p<0.001). axS-
PA patients more commonly received bDMARDs (OR
3.82; 2.13-6.84; p<0.001) and had a longer time from
symptom onset until start of first bDMARD (axSpA
13.7 £ 9.3 vs axPsA 9.5 + 9.1; p<0.001). Cardiovascular
comorbidities were negatively associated with axSpA
(OR 0.53; 95% CI 0.32 - 0.88; p<0.013). Multivariate
analysis identified HLA-B27 positivity, younger age at
symptom onset, presence of uveitis and inflammatory
bowel disease and lower prevalence of dactylitis as in-
dependently associated with axSpA diagnosis.

When considering patients with exclusive axial in-
volvement (N=186), axSpA diagnosis was associated

axPsA diagnosis
(n=754)

TO 171 - TABLE 1. Demographic and clinical characteristics of patients with axial involvement

Odds Ratio (95%
Confidence Interval)

axSpA diagnosis
(n=100)

p-value

Axial involvement

(N=854)
Female sex - no (%) 342 (40)
Caucasian - no (%) 645 (98.6)
Concomitant Peripheral Involvement 668 (78.2)
PsA Phenotype - no (%) 754 (88.3)
Predominant axial involvement - no (%) 340 (39.8)
Symmetric polyarthritis - no (%) 242 (28.3)
Predominant distal interphalangeal - no (%) 18 (2.1)
Asymmetric olygoarthritis - no (%) 148 (17.3)
Mutilans - no (%) 6 (0.7)
Age at diagnosis - years 429129
Age at symptom onset - years 38.5+13.0
HLA-B27 positivity - no (%) 183 (32.6)
Cardiovascular Disease/Risk Factors - no (%) 243 (31.7)
Extra-articular Manifestations
Psoriasis - no (%) 829 (98)
Uveitis - no (%) 74 (9.6)
Enthesitis - no (%) 283 (35.9)
Dactylitis - no (%) 257 (32.7)
Inflammatory Bowel Disease - no (%) 22 (2.9)
Treatment with bDMARDs — no (%) 551 (64.5)
Time until first bDMARD - years 7(12)

299 (39.7) 43 (43) 0.521 1.14 (0.753 - 1.75)
559 (98.6) 86 (98.9) 1 0.81 (0.1 - 6.58)
620 (82.2) 48 (48) <0.001 0.20 (0.13-0.31)
754 (100) 0 o
340 (45.1) 0
242 (32.1) 0
18 (2.4) 0
148 (19.6) 0
6 (0.8) 0
43.8+13.1 36.7 £ 9.36 <0.001
39.6+12.9 30.1 +9.67 <0.001
120 25.1) 63 (75) <0.001 8.95(5.24-15.3)
222 (33.3) 21 2D 0.013 0.53 (0.32 - 0.88)
729 (97.7) 100 (100) 0.246 1.13(1.11-1.16)
41 (6.1) 33(33) <0.001 7.59 (4.5-12.8)
247 (35.9) 36 (36) 0.985 1.0 (0.65 - 1.56)
250 (36.4) 7(7) <0.001 0.13 (0.06 - 0.29)
6(0.9) 16 (16) <0.001 21.02 (8.01-55.2)
465 (61.7) 86 (86) <0.001 3.82 (2.13-6.84)
9.47 +9.05 13.7+9.33 <0.001
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exclusive axial involvement

TO 171 - TABLE 2. Demographic and clinical characteristics of patients with

Exclusive Axial axPsA diagnosis axSpA diagnosis 0dds Ratio (95%
Involvement p-value .
(N-186) (n=134) (n=52) Confidence Interval)
Female sex - no (%) 74 (39.8) 56 (41.8) 18 (34.6) 0.370 0.737 (0.38 - 1.43)
C ian - no (%) 128 (98.5) 84 (98.8) 44 (97.8) 0.645 1.91(0.12-31.3)
Age at diagnosis — years 41.7 +13.3 439+13.9 36.4 +10.3 <0.001
Age at onset —years 35.7+13.3 38.3+13.6 29.3+10.1 <0.001
HLA-B27 positivity - no (%) 73 (50.7) 35 (35.7) 38 (82.6) <0.001 8.55 (3.59 - 20.4)
Cardiovascular Disease/Risk Factors - no (%) 43 (26.4) 32 (28.8) 11 (21.2) 0.300 0.66 (0.30 -1.45)
Extra-articular manifestations
Psoriasis - no (%) 186 (100) 134 (100) 52 (100) **
Uveitis - no (%) 27 (16.2) 8 (7) 19 (36.5) <0.001 7.7(3.09-19.2)
Enthesitis - no (%) 32 (19.3) 21 (18.4) 11 (21.2) 0.679 1.19 (0.53 - 2.69)
Dactylitis - no (%) 10 (6.1) 9 (8) 1 (1.9) 0.173 0.23(0.03 - 1.84)
y Bowel Disease- no (%) 20 (1.1) 0 8 (15.4) ==
Treatment with bDMARDs — no (%) 106 (57) 64 (47.8) 42 (80.8) <0.001 4.59 (2.13 - 9.90)
Time until first L(DMARD - years 10 (15) 8.47+7.99 14.8 +10.2 <0.001

** Not possible to compute.

bDMARD  biologic disease modifying rheumatic drugs.

with a younger age at diagnosis (axSpA 36.4 = 10.3;
vs axPsA 43.9 £ 13.8; p<0.001) and at symptom on-
set (axSpA 29.3+ 10.1 vs axPsA 38.3 = 13.6; p<0.001),
a higher prevalence of HLA-B27 (OR 8.55; 95% ClI
3.59-20.4; p<0.001) and uveitis (OR 7.7; 95% CI 3.0-
19.2; p<0.001) (Table 2). Regarding treatment, axS-
PA patients were more frequently treated with bD-
MARDs (OR 4.59; 95% CI 2.13 - 9.90; p<0.001) and
had a longer time from symptom onset until start of
first LDMARD (axSpA 14.8 + 10.2 vs axPsA 8.5 + 7.9;
p<0.001). However, multivariate analysis did not iden-
tify any variables independently associated with the
diagnosis of axPsA or axSpA.

Conclusions: Patients with axPsA diagnosis exhibit
more frequently concomitant peripheral involvement,
whereas those with axSpA diagnosis have more often
exclusive axial involvement, are younger and more fre-
quently HLA-B27 positive. Considering patients with
exclusive axial involvement, no demographic or clin-
ical variables were independently associated with the
diagnosis of axPsA or axSpA with psoriasis.

176 - UNDERSTANDING AXIAL
PSORIATIC ARTHRITIS IN CLINICAL
PRACTICE - DATA FROM REUMA.PT
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Instituto de Medicina Molecular, Faculdade de Medicina,
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Background: Psoriatic Arthritis (PsA) can be cate-
gorized as either axial or predominantly peripheral
disease. Axial Psoriatic Arthritis (axPsA) may occur
exclusively or concomitantly with peripheral involve-
ment. The prevalence of exclusive axPsA is estimated
at 5% of patients increasing to 25-70% when associat-
ed with peripheral arthritis. However, the absence of a
consensus definition for axPsA makes the real preva-
lence difficult to estimate.

Objectives: 1) determine the proportion of axPsA
among PsA patients and understand how it is diag-
nosed in clinical practice; 2) identify clinical and de-
mographic characteristics associated with axPsA.
Methods: Adult patients with the diagnosis of PsA or

www.arprheumatology.com « The official Journal of the Portuguese Society of Rheumatology



XXVI Congresso Portugués de Reumatologia

TO 176 - Table. Demographic and clinical characteristics of PsA patients according to the phenotype

PsA (total)

(N=2304)

Female sex - no (%) 1078 (53.2)
Age at diagnosis — years 449+ 12.7
Age at symptom onset — years 413 +13.0
Caucasian - no (%) 1639 (98.4)
PsA Phenotypes- no (%) 2204 (95.7)
Predominant axial involvement - no (%) 440 (19.1)
Symmetric polyarthritis - no (%) 1106 (48.0)
Predominant distal interphalangeal - no (%) 97 (4.2)
Asymmetric olygoarthritis - no (%) 636 (27.6)
Mutilans - no (%) 25(1.1)
HLA-B27 positivity - no (%) 272 (21.0)
Comorbidities

Obesity - no (%) 407 (19.4)
Cardiovascular disease or risk factors - no (%) 668 (33.3)
Extra-articular manifestations

Psoriasis - no (%) 2203 (95.6)
Nail dystrophy - no (%) 831 (36.1)
Uveitis - no (%) 105 (4.6)
Enthesitis - no (%) 613 (29.6)
Dactylitis - no (%) 781 (37.4)
Inflammatory Bowel Disease- no (%) 28 (1.4)
Tobacco exposure - no (%) 586 (36.5)
Alcohol consumption - no (%) 387 (18.2)
Age at start date of first LDMARD - years 479+11.5
Time until start of first LDMARD - years 7 (10)

axPsA Exclusive Peripheral © S?bdginll{g;i:nce
(N=854) PsA (N=1450) Interval)
342 (40.0) 736 (50.8) <0.001 0.65 (0.55 - 0.77)
429129 46.2 + 12.50 <0.001
38.5+13.0 43.0+12.70 <0.001
645 (98.6) 994 (98.1) 0.600 0.73(0.33-1.62)
754 (88.3) 1450 (100.0)
440 (51.5) 0
242 (28.3) 864 (59.6)
18 2.1) 79 (5.4)
148 (17.3) 488 (33.7)
6 (0.7) 19 (1.3)
183 (32.6) 89 (12.1) <0.001 3.50 (0.64 - 4.65)
149 (18.8) 258 (19.8) 0.609 0.94(0.75-1.12)
243 (31.7) 425 (34.3) 0.234 0.89 (0.73 - 1.08)
829 (98.0) 1374 (96.5) 0.041 1.78 (1.02 - 3.10)
284 (35.9) 547 (41.8) 0.009 0.78 (0.65 - 0.94)
74 (9.6) 31(2.5) <0.001 4.17 (2.71 - 6.41)
283 (35.9) 330 (25.7) <0.001 1.61 (1.33 - 1.96)
257 (32.7) 524 (40.2) <0.001 0.72 (0.59 - 0.87)
2229 6(0.5) <0.001 6.07 (2.45 - 15.04)
262 (41.3) 324 (33.3) 0.001 1.41 (1.15-1.73)
174 (21.8) 213 (16.0) <0.001 1.46 (1.17-1.83)
46.6 +11.8 488 +11.1 <0.001
7(12) 6©) 0.003

*#*not possible to compute. PsA — Psoriatic Arthritis; SpA — Spondyloarthritis; ACPA — anti-citrullinated protein antibody; bDMARD — biologic disease modifying anti-

rheumatic drugs.

the diagnosis of axSpA with psoriasis registered in the
Rheumatic Diseases Portuguese Registry (Reuma.pt)
and fulfilling CASPAR criteria were included. Axial
involvement was defined as either physician-reported
spondylitis or the presence of imaging findings sugges-
tive of axial involvement (radiographic sacroiliitis (SI)
according to modified New York Criteria (mNYC), SI in
magnetic resonance imaging (MRI), or the presence of
syndesmophytes in axial radiography).

Results: A total of 2304 patients were included. The
prevalence of axPsA was 37.1% (N=854), with 21.8%
(N=186) having exclusive axPsA and 78.2% (N=668)
having concomitant peripheral involvement.

The diagnosis of axPsA was made based on sugges-
tive imaging findings in 30.1% of patients, with radio-
graphic SI being the most common (N=195; 75.9%)
followed by the presence of syndesmophytes (N=93;

36.2%) and SI on MRI (N=54; 21%). In the remain-
ing 69.9% of cases, spondylitis was physician-reported
(imaging exams inaccessible).

axPsA was associated with male sex (OR=1.54; 95% CI
1.30-1.81; p<0.001), positivity for HLA-B27 (OR=3.5;
95% CI 2.64-4.65; p<0.001), a younger age at diagnosis
(42.9 £ 129 vs 46.2 + 12.5; p<0.001) and at symptom
onset (38.5 + 13 vs 43.0 = 12.7; p<0.001) (Table). Re-
garding extra-articular manifestations, axPsA was asso-
ciated with a higher proportion of enthesitis (OR=1.61;
95% CI 1.33-1.96; p<0.001), uveitis (OR=4.17; 95% CI
2.71-641; p<0.001), psoriasis (OR=1.78; 95% CI 1.02-
3.1; p=0.041) and inflammatory bowel disease (OR=
6.07; 95% CI 2.45-15.04; p<0.001) and lower propor-
tion of dactylitis (OR=0.72; 95% C10.59-0.87; p<0.001)
and nail dystrophy (OR=0.78; 95% CI 0.65-0.94;
p=0.008). Current or previous tobacco exposure and
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alcohol consumption were also associated with axPsA
(OR=141; 95% CI 1.15-1.73; p=0.001 and OR=1.46;
95% CI 1.17-1.83; p<0.001, respectively). Patients with
axPsA started therapy with first bDMARD at younger
age (46.6 = 11.8 vs 48.8 = 11.1; p<0.001), however the
time from symptom onset until start date of first bD-
MARD was longer (7 (12) vs 6 (9) years; p=0.003).
Multivariate analysis identified HLA-B27 positivity,
dactylitis, enthesitis and tobacco exposure as inde-
pendently associated with axPsA.

Conclusions: The prevalence of exclusive axPsA was
8.1%, increasing to 37.1% when considered concomi-
tant with peripheral involvement. The most common
diagnosis was physician-reported spondylitis; howev-
er, when considering imaging findings, radiographic SI
was the most prevalent. We cannot rule out the pos-
sibility of underdiagnosis of axPsA, particularly cases
of subclinical disease, given the limited availability of
imaging exams. Patients with axPsA exhibited distinct
clinical and laboratory features compared to peripheral
PsA, with a higher prevalence of HLA-B27 positivity,
enthesitis and tobacco exposure, and lower prevalence
of dactylitis.

177 - REGRESSION OF RHEUMATOID
NODULES WITH JAK INHIBITORS:
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Espirito Santo, Ponta Delgada, Portugal

Introduction: Rheumatoid nodules (RNs) are the
most common extra-articular manifestations among
rheumatoid arthritis (RA) patients and are associated
with a worse prognosis. Subcutaneous RNs are the
most prevalent, being present in 20-30% of them. The
most frequently affected non-subcutaneous site is the
lung. Usually, RNs are asymptomatic but some com-
plications can occur, such as ulceration and infection.
The therapeutic options for RNs are limited. In the lit-
erature, there are some case reports of regression of
pulmonary RNs with Janus kinase inhibitors (JAKi).
To the authors’ knowledge, no studies have yet demon-
strated this effect on RNs in other locations, namely
subcutaneous ones. The aim of this study was to eval-

uate the regression of RNs in RA patients with current
or past therapy with a JAKI.

Methods: We developed a retrospective observation-
al study, including all RA patients from our center,
entered in the Reuma.pt registry, on current or past
therapy with JAKi. The presence of RNs was searched
through clinical records. The assessment of RNs re-
gression was made by consulting clinical records and
by patients’ self-reports. Sociodemographic data, dis-
ease characteristics and previous therapies were also
collected and analyzed with independent t-test and
chi-square analyses. Differences were considered sta-
tistically significant at p<0,05.

Results: Our sample included 79 RA patients under
JAKi therapy. Forty-four (55,70%) were taking upa-
dacitinib, 27 (34,18%) baricitinib and 8 (10,13%) to-
facitinib. The mean age was 56 (£8,61) years and 70
(88,6%) were female. The disease duration was on av-
erage 17 (£9,43) years. The majority of patients pre-
sented with bone erosions (62,50%) and high titers
of anti-citrullinated protein antibodies (83,33%) and
rheumatoid factor (70,51%). There were 25 (31,65%)
patients with manifestation of RNs, one of them with
pulmonary RNs. Fourteen (66,67%) patients showed
regression of their RNs, compared to 7 (33,33%) with-
out regression. Regression was observed with all JAKi,
8 (57,14%) with upadacitinib, 5 (35,71%) with barici-
tinib and 1 (7,14%) with tofacitinib. The patient with
pulmonary RNs was on baricitinib and regression was
documented on thoracic computed tomography. Eight
(61,54%) patients with RNs regression were off any
conventional synthetic disease-modifying anti-rheu-
matic drugs (csDMARD) in combination with JAKi.
In the group without regression, only 2 (28,57%) were
without any associated csDMARDs. No statistical
differences were found between the groups with and
without regression concerning sociodemographic data,
disease characteristics or previous therapies.
Conclusion: JAKi are a recent treatment option for RA
and in clinical practice they appear to be a promising
drug for RNs reduction. No other therapy option, nor
csDMARDs nor biological-DMARDs, has presented ev-
idence of RNs regression. In our study, the majority of
patients with RNs regression were in JAKi monother-
apy. On the other hand, in the non-regression group,
most patients were treated with JAKi in combination
with a csDMARD. Although the differences were not
statistically significant, these facts may indicate that
the effect on RNs is not due to the synergism of any
csDMARDs. Regression of RNs was observed with dif-
ferent JAKi, which can indicate a class effect. Research
studies with JAKi in RA that include evalution of this
outcome are greatly needed to better recognize and un-
derstand these effects.
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TO 177 - TABLE 1. Descriptive analysis of RA patients medicated with Janus kinase inhibitors

Rheumatoid Nodules

Rheumatoid Nodules Evolution

JAKi

JAKi used
Upadacitinib 14 (56,00%)
Baricitinib 10 (40,00%)
Tofacitinib 1(4,00%)
JAKi duration, years 2,1 (+1,63)

bDMARD previous used
Yes 20 (80,00%)
No 5(20,00%)

csDMARDS therapy in

association with JAKi

Methotrexate 4(16,67%)
Leflunomide 5(20,83%)
Hydroxychloroquine 3(12,50%)
Sulfasalazine 0 (0%)
No csDMARDs in 12 (50,00%)

simultaneous

30 (55,56%)

17 (31,48%)

7 (12,96%)
2,3(%1,74)

42 (79,25%)
11 (20,75%)

22 (40,74%)
12 (22,22%)
2(3,70%)
3 (5,56%)
15 (27,78%)

44.(55,70%)

27 (34,18%)

8(10,13%)
2,2 (1,69)

62 (79,49%)
16 (20,51%)

26 (33,33%)
17 (21,79%)
5(6,41%)
3(3,85%)
27 (34,62%)

8 (57,14%)

5 (35,71%)

1(7,14%)
1,9 (x0,79)

12 (85,71%)
2(14,29%)

1(7,69%)
3(23,08%)
1(7,69%)
0 (0%)

8 (61,54%)

4(57,14%)

3(42,86%)

0(0,00%)
1,9 (x0,90)

6(85,71%)
1(14,29%)

1(14,29%)
2(28,57%)
2(28,57%)
0 (0%)
2(28,57%)

Present Absent Total Regression No change Total
Characteristics N=25 N=54 N=79 N=14* N=7 * N=21*
(31,65%) (68,35%) (66,67%) (33,33%)
Age, years 56 (+8,54) 57 (x11,14) 56 (+10,34) 54 (+9,02) 59 (+7,00) 56 (+8,61)
Sex
Female 21 (84,00%) 49 (90,74%) 70 (88,61%) 11 (84,62%) 7 (100,00%) 18 (85,71%)
Male 4(16,00%) 5(9,26%) 9(11,39%) 3(21,43%) 0 (0,00%) 2 (14,29%)
Disease duration, 17 (+8,97) 17 (10,47) 17(x9,95) 17 (9,46) 18 (£10,08) 17 (9,43)
years
Anti-citrullinated
protein antibodies
High 23(92,00%) 42 (79,25%) 65 (83,33%) 13(92,86%) 6 (85,71%) 19 (90,48%)
Low 2 (8,00%) 11 (20,75%) 13(16,67%) 1(7,14%) 1(14,29%) 2(9,52%)
Rheumatoid Factor
High 19 (76,00%) 36 (67,92%) 55 (70,51%) 11 (78,57%) 5(71,43%) 16 (76,19%)
Low 6 (24,00%) 17 (32,08%) 23 (29,49%) 3(21,43%) 2(28,57%) 5(23,81%)
Bone erosion
Present 15(71,43%) 20 (57,14%) 35 (62,50%) 7 (63,64%) 5(83,33%) 12 (70,59%)
Absent 6 (28,57%) 15 (42,86%) 21 (37,50%) 4 (36,36%) 1(16,67%) 5(29,41%)
DAS28 before JAKi 4,162 (£1,31) 4,802 (£1,15) 4,580 (£1,24) 3,826 (+1,48) 4,379 (£1,01) 4,017 (£1,34)
DAS28 after 6 month of 3,347 (+1,01) 3,604 (£1,12) 3,521 (+1,08) 3,191 (+1,06) 3,616 (+1,04) 3,340 (+1,05)

12 (57,14%)

8 (38,10%)

1 (4,76%)
1,9 (x0,80)

18 (85,71%)
3(14,29%)

2(10,00%)
5 (25,00%)
3(15,00%)
0 (0%)
10(50,00%)

and contacting these patients was not possible.

JAKi, Janus kinase inhibitors. DAS28, Disease Activity Score 28. csDMARD, conventional synthetic disease-modifying anti-rheumatic drugs. bDMARD, biological

disease-modifying anti-rheumatic drugs. *Four of the patients with a clinical record of rheumatoid nodules did not have any information regarding their evolution,
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179 - MEDICATION-RELATED
OSTEONECROSIS OF THE JAW AND
ATYPICAL FEMUR FRACTURES IN
OSTEOPOROSIS: A SINGLE-CENTER
CASE-SERIES

Barbara Fernandes Esteves', Miguel Correia Natal',
Alexandra Bernardo', Ana Martins', Bruno Miguel
Fernandes', Carlos Vaz!, Georgina Terroso', Lucia Costa,
Miguel Bernardes', Pedro Madureira', Salomé Garcia’,
Teresa Martins-Rocha', Raquel Miriam Ferreira’
'"Rheumatology Department, Unidade Local de Saude de
Sao Jodo, Porto, Portugal

Introduction: Medication-related osteonecrosis of
the jaw (ONJ) and atypical femur fractures (AFF), al-
though rare, are serious adverse events associated with
osteoporosis (OP) antiresorptive therapy. The main OP
antiresorptive drugs are bisphosphonates (oral and in-
travenous) and denosumab. The aim of this study is
to present all the cases of ONJ and AFF secondary to
OP antiresorptive treatment of our center in the last 10
years, evaluate the characteristics of the patients, the
therapeutic options and following approach.

Methods: Our study is a retrospective descriptive anal-
ysis of ONJ and AFF cases secondary to antiresorp-
tive therapy for OP in our center. Sociodemograph-
ic, presence of previous fractures, densitometric and
therapeutic data were collected. Descriptive analysis
was performed with mean and standard deviation
for continuous variables and absolute and percentage
frequency for categorical variables. Independent t-test
and chi-square tests were performed. Differences were
considered statistically significant at p<0.05.

Results: Twelve patients were included, 9 with ON]J
and 3 with AFF. All patients were female with a mean
age of 70+8 years. Mean OP duration was 12+5 years.
Half of the patients had previous history of fragility
fractures. Three patients (33.3%) developed denosum-
ab-related ONJ and 6 (66,7%) bisphosphonates-related
ONJ [3 (33.3%) with zoledronate, 2 (22.2%) with alen-
dronate, and 1 (11.1%) with pamidronate]. All patients
with AFF were on alendronate, one of them had previ-
ously been medicated with ibandronate. The duration
of the therapy was longer in patients with AFF (11.3+6.5
years) compared to those with ONJ (3.6+2.7years). De-
nosumab showed a statistically significant (p=0,011)
shorter therapy duration (1.7+0,289years) when com-
pared to bisphosphonates (7.1+4,986years). Five
(55.6%) of the patients with ONJ had rheumatoid ar-
thritis and 1 (11.1%) had spondyloarthritis. None of
the patients with AFF had other associated rheumatic
diseases. All patients suspended immediately the drug
when the adverse effect was observed. From the twelve
patients, only four (33.3%) received subsequent ther-

apy for OP. Subsequent therapy with teriparatide was
used in 2 patients with ONJ and in 1 with AFF, while
denosumab was used in 1 patient with AFF. Densito-
metric reevalution was performed only in 2 patients,
both showing vertebral improvement.

Conclusion: In our sample, the drug associated to ON]J
and AFF was suspended in all cases. However, in the lit-
erature, the recommendation to stop denosumab after the
event is controversial. We realized that occurrence of ON]J
with denosumab happened after few administrations and
in a shorter time compared to bisphosphonates. After the
occurrence of ONJ and AFF and when subsequent ther-
apy for OP is mandatory due to high fracture risk of the
individual, the choice between treatments is challenging.
Teriparatide is the best alternative after bisphosphonate
adverse event and some studies have shown benefits in
tissue healing, either in ONJ and in AFF. Nevertheless,
the use of teriparatide after denosumab has demonstrated
bone mass loss and increased fracture risk. After 2 years of
teriparatide, subsequent therapy is recommended to avoid
rebound effects. Unfortunately, the therapy options at this
point are even more limited. The question “how should
we treat these patients?” remains unanswered.

180 - EXPLORING OCCUPATIONAL
BACKGROUND IN SYSTEMIC SCLEROSIS -
INSIGHTS FROM A SINGLE - CENTER STUDY
Carolina Vilafanha' 2, C. Pinto Oliveira' 2, Pedro Miguel
Teixeira®?, Susana P. Silva"?, Sofia Ferreira Azevedo' ?,
Inés Genrinho" 3, Carolina Mazeda® > *°, Anabela Barcelos"
%45 Ana Rita Prata®?

'"Rheumatology Department, Unidade Local de Satde da
Regido de Aveiro, Aveiro, Portugal, ?Centro de Investigacao
em Reumatologia de Aveiro, Centro Académico Clinico
Egas Moniz Health Alliance, Aveiro, Portugal, *Unidade

de Reumatologia, Centro Hospitalar Tondela-Viseu, Viseu,
Portugal, *EpiDoC Unit, NOVA Medical School | Faculdade
de Ciéncias Médicas, NMS|FCM, Universidade Nova de
Lisboa, Lisboa, Portugal, >’Comprehensive Health Research
Centre (CHRC), NOVA Medical School | Faculdade de
Ciéncias Médicas, NMS|FCM, Universidade Nova de
Lisboa, Lisboa, Portugal

Introduction: Systemic sclerosis (SS¢) is a complex im-
mune-mediated connective tissue disease, characterized
by vasculopathy and fibrosis of the skin and internal
organs, with significant morbidity and mortality. The
pathogenesis of SSc is not fully understood but like oth-
er autoimmune disorders, is believed to be induced by
an environmental trigger in a genetically predisposed
host. Evidence of geographic clustering provides insight
into the significance of environmental factors.

Our study aimed to describe SSc patients’ occupation-
al background and explore its association with clinical
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TO 179 - TABLE 1. Descriptive analysis of osteonecrosis of the jaw and atypical femur fractures

Osteonecrosis of Atypical Femur
the Jaw Fracture Total
Characteristics N=9 N=3 N=12
Age, years 69 (x9) 74 (+4) 70 (£8)
Sex
Female 9 (100,0%) 3(100,0%) 12 (100,0%)
Male 0 (0%) 0 (0%) 0(0%)
OP duration, years 11 (5) 15 (=3) 12 (x5)
Previous fragility fractures
Yes 6 (66,7%) 0 (0%) 6 (50,0%)
No 3(33,3%) 3(100,0%) 6 (50,0%)
Time between the OP diagnosis and the adverse event, 7,94 (+4,92) 13,64 (£3,37) 9,37 (£5,13)
years
Medication involved
Denosumab 60mg/every 6 months 3(33,3%) 0 (0%) 3(25,0%)
Zoledronate 5mg/annually 3(33,3%) 0 (0%) 3(25,0%)
Alendronate 70mg/weekly 2(22,2%) 3(100,0%) 5(41,7%)
Pamidronate 90mg/every 3 months 1(11,1%) 0 (0%) 1(8,3%)
Duration of treatment prior to the adverse event, years 3,9 (x2,7) 11,3 (6,5) 5,8 (x4,9)
Previous OP treatment
Yes 4(44,4%) 1(33,3%) 5(41,7%)
No 5 (55,6%) 2 (66,7%) 7 (58,3%)
With which drug was the previous OP treatment?
Alendronate 70mg/weekly 3(75,0%) 0 (0%) 3(60,0%)
Ibandronate 150mg/month 1(25,0%) 1(100,0%) 2(40,0%)
Subsequent OP therapy
Teriparatide 20mcg/day 2(22,2%) 1(33,3%) 3(25,0%)
Denosumab 60mg/every 6 months 0 (0%) 1(33,3%) 1(8,3%)
No futher treatment 7(77,8%) 1(33,3%) 8 (66,7%)
Other Rheumatic Disease
Rheumatoid Arthritis 5 (55,6%) 0 (0%) 5(41,7%)
Spondyloarthritis 1(11,1%) 0 (0%) 1(8,3%)
None 3(33,3%) 3(100,0%) 6 (50,0%)
Bone Density (BMD) baseline
Femur 0,796 (x0,076) ** 0,816 (x0,92)
Vertebral 0,948 (+0,162) o 0,948 (£0,162)
Radius 0,463 * ** 0,463 *
t-score baseline
Femur -1,5 (0,8) -2,0 (0) -1,6 (0,7)
Vertebral -1,9(1,3) -2,2(0,9) -2,0 (£1,2)
Radius -3,5* i -3,5*
BMD after the adverse event
Femur 0,833 (x0,124) 0,841 (x0,065) 0,835 (+0,108)
Vertebral 1,031 (+0,186) 0,941 (x0,027) 1,001 (+0,152)
Radius 0,422~ ** 0,422 *
t-score after adverse event
Femur -1,4 (+1,0) -1,3(x0,6) -1,3(=0,9)
Vertebral - 1,4 (£1,5) -1,8* -1,5(£1,3)
Radius -4,2* ** -4,2*
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features.

Material and Methods: Retrospective cohort study in-
cluding consecutive SSc patients, followed in a single
Rheumatology Department. Patients were interviewed
regarding their lifetime occupational history, with re-

TO 180 - TABLE 1. SSc patients characteristics
(n=42)

Table 1- SSc patients characteristics (n = 42)

Sex (Female) - n (%) 34 (81.0)
Age - mean + SD 60.9 £10.2
Age at symptoms onset - mean + SD 50.1+£11.5
Disease duration - median (IQR) 7.0(8.0)

Disease classification - n (%)
Limited SSc = 30 (71.4)
Diffuse SSc = 8(19.0)
VEDOSS 4 (9.5)
Capillaroscopic pattern - n (%)
Non-scleroderma pattern = 2 (4.9)
Early scleroderma pattern =~ 22 (53.7)
Active scleroderma pattern 13 (31.7)
Late scleroderma pattern = 4 (9.8)
Immunology - n (%)
Anti-centromere 30 (71.4)
Anti-Scl70 7 (16.7)
Anti-RNA polymerase 4 (9.5)
Anti -PM-Scl75  1(2.4)
Current mRss —mean = SD 7.5%7.6
Baseline mRss - median (IQR) 0.0(6.0)
Clinical manifestations (ever) - n (%)
Raynaud's phenomenon = 42 (100)
Skin thickening = 33 (78.6)
Telangectasias = 25 (59.5)
Digital ulcers 11 (26.2)
Calcinosis = 4(9.5)
Contractures 2 (4.8)
Tendinous friction rubs 2 (4.8)
Arthralgia 9 (21.4)
Arthritis 1 (2.4)
Myositis 0 (0)
Esophageal involvement = 8 (19.0)
Gastric involvement 13 (31.0)
Intestinal involvement | 1 (2.4)
Cardiac involvement 2 (4.8)
Pulmonary involvement 12 (28.6)
Renalinvolvement 1 (2.4)
Current immunosuppressive treatment - n (%) 13(31.0)
Multimorbidity — n (%) 17 (40.5)
Comorbidities — n (%)
Arterial hypertension 18 (42.9)
Dyslipidemia 18 (42.9)
Diabetes mellitus 2 (4.8)
Cardiovascular disease = 6 (14.3)
Chronic pulmonary diseases = 2 (4.8)
Neurological diseases =~ 3(7.1)
Smoking history - n (%) 7(16.7)
Alcohol consumption history - n (%) 3(7.1)
Employment history - n (%)
Manufacturingwork 16 (38.1)
Ceramic industry | 7 (43.8)
Textile industry 4 (25.0)
Metal and machinery (Metallurgy) work 5 (11.9)
Constructionwork = 3(7.1)
Mechanics  1(2.4)
Electricalwork = 2 (4.8)
Cleaningwork  3(7.1)
Agricultural, Forestry and Fishery | 6 (14.3)
Professionals (Health, Teaching, Administration...) 16 (38.1)
Services and sales workers 12 (28.6)

N- number; SD - Standard Deviation; IQR - Interquartile range; SSc - Syst
Diagnosis of Systemic Sclerosis; mRss - Modified Rodnan Skin Score

is; VEDOSS - Very Early

cords made for any job held for more than six months
before SSc diagnosis. Jobs were classified based on the
International Labour Office classification. Demograph-
ic and clinical data were collected. Multimorbidity was
defined as the co-occurrence of at least two chronic
conditions in the same patient. Continuous data were
presented as mean (standard deviation) or median (in-
terquartile range) for variables with skewed distribution,
and categorical variables as absolute and relative fre-
quencies. Associations between the different categorical
or dichotomic variables were tested using Chi-Square
Test or Fischer’s Exact Test, as appropriate. Associations
of continuous variables with categorical or dichotomic
variables were tested using Student’s t-test. A p value <
0.05 was considered statistically significant.

Results: We included 42 SSc patients (81.0% females,
mean age 60.9 + 10.2 years). Most patients (54.8%) had
more than one different occupation in their lifetime.
Table 1 provides a complete description of clinical
characteristics and occupational history.

Sixteen patients (38.1%) had a history of manufactur-
ing employment. Employment in ceramics factories
was particularly common (16.7%), followed by textile
factories (9.5%). History of work in metallurgy was
present in 11.9% of patients (n=5) and work in con-
struction was reported by 7.1% Employment in con-
struction (corrected OR = 43.9, 95% CI [1.98, 970]; p
=0.005), metallurgy (OR = 9.60, 95% CI [1.27, 72.5]; p
=0.040) and electrical work (corrected OR = 26.5, 95%
CI [1.13, 6230]; p = 0.033) was more frequent in male
patients. Previous work in manufacturing was associ-
ated with multimorbidity (OR = 4.52, 95% CI [1.19,
17.2]; p = 0.023). Work in construction was significant-
ly associated with the diffuse SSc phenotype (corrected
OR 33.9, 95% CI [1.39, 826]; p = 0.040) as opposed
to the limited phenotype. No association was found
regarding occupational history and clinical manifesta-
tions (Table 1), baseline and current modified Rodnan
skin score, capillaroscopic pattern, immunology fea-
tures, smoking and alcohol consumption, and current
immunosuppressive treatment.

Conclusion: Previous manufacturing employment was
common in our cohort, particularly in ceramic factories.
Manufacturing work history was associated with mul-
timorbidity. Work in construction was associated with
diffuse SSc phenotype. Further nationwide studies are
needed to explore the role of occupational factors in SSc.

183 - VALIDATION OF THE PORTUGUESE
VERSION QUALEFFO-41IN PORTUGUESE
PATIENTS WITH VERTEBRAL FRACTURES-
PRELIMINARY DATA

Sofia Ferreira Azevedo" 2, Ana Paula Barbosa®“, Daniel
Melim®, Duarte Augusto®, Georgina Pimentel”®, Marina
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Introduction: Fragility fractures, such as vertebral
fractures, significantly impact morbidity, mortality,
and quality of life (QoL). The QUALEFFO-41, devel-
oped by the International Osteoporosis Foundation
(IOF) is a widely recognized tool for assessing quality
of life in patients with osteoporotic vertebral fractures.
This study aims to validate the Portuguese version of
QUALEFFO-41 in Portuguese patients with vertebral
fragility fractures.

Methods and Materials: A multicenter study involv-
ing Portuguese osteoporotic patients from six nation-
wide Rheumatology and one Endocrinology centers
was conducted

Patients aged 55-85 years with vertebral fractures who
could understand and give informed consent were in-
cluded. Those with other conditions impacting QoL
or recent fractures were excluded. The questionnaires
were applied twice in the same order, with a 2-week
interval between answers.

The Portuguese version of the QUALEFFO-41 was
tested for validity and reliability. Cronbach’s o and
the internal validity index were calculated to veri-
fy the internal reliability and validity of the content.
Cronbach’s a indicator, which can range from 0 to 1,
with values above 0.70 considered ideal. Repeatability
was assessed by the intraclass correlation coefficient
(ICQO) for all domain scores. Convergent validity was
considered adequate when the correlation coefficient
between each question score and the total domain
score was > 0.40. Adequate discriminant validity was
assumed when the correlation coefficient between each
question score and the total domain score was higher

TO 183 - TABLE 1. Results of the multitrait
analysis of QUALEFFO-41

Internal consistency alpha-Chronbach repeability (ICC)

Pain (5) 0.89 0.98
Physical function (17) 0.88 0.76
Social function (7) 0.60 077
Genereal health perceptio 0.77 0.87
Mental function (9) 0.77 0.88
QUALEFFO-41 total 0.90 0.88

TO 183 - TABLE 2. Spearman correlation for
each QUALEFFO-41 and SF-36 domain

QUALEFFO-41 SF-36 Correlation coeficient
Pain Body Pain -0.42
Physical function Functional capacity -0.69
Social function Social aspects -0.45
Senereal health perception General health status -0.85
Mental function Mental health + vitality -0.62

than the correlation with the total scores of other do-
mains. Lastly, the correlation between QUALEFFO-41
domains and those of SF-36 was investigated using the
Spearman correlation coefficient.

The validation study was initiated after the consent of
the IOF, and the methodology followed the same crite-
ria as the original validation study.

Results: 40 patients were enrolled in the study, 37
(92.5%) were female, with a mean age of 69.95 +8.41
years. Eighteen patients (45%) had vertebral deformi-
ties and 15 (37.5%) had non-recent previous fractures.
Katz's score was between 0-2 in most patients (25,
62.5%). The most common anti-osteoporotic treat-
ment administered was bisphosphonates (19 patients,
47.5%), followed by denosumab (10 patients, 25%).
All patients were under vitamin D and calcium sup-
plementation, and most under anti-osteoporotic treat-
ment (34 patients, 85%).

QUALEFFO-41 demonstrated adequate internal con-
sistency for all domains (Cronbach’s a coefficient from
0.60 to 0.90) and repeatability (ICC for each domain:
0.76-0.98). Of the total questions, 8540 % demon-
strated satisfactory convergent and discriminant valid-
ity. (Table 1)

There wasa good correlation among the QUALEFFO-41
domains and their corresponding SF-36 domains, ex-
cept for social function and pain, which demonstrated
poor to moderate correlation (r = -0.45 and -0.42, re-
spectively). (Table 2)

Conclusion: With these preliminary data, our study
demonstrated that the QUALEFFO-41 exhibits good
reliability, repeatability, and validity in this sample
of the Portuguese population. The next steps include
comparing patients with vertebral fractures to age- and
sex-matched controls to assess the questionnaire’s abil-
ity to discriminate QoL in vertebral fracture patients
and further corroborate its utility in this population.
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184 - PERSISTENCE OF VEDOSS OVER
TIME: INSIGHTS FROM A SINGLE-CENTRE
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TO 184 - TABLE 1. Demographic, clinical and serological characterisation of VEDOSS patients

Number of :
Variables patients with Numlzle\]r i)f7pza;t1ents
available data -

Female, n (%) 72 67 (93.1%)
Current age (years), mean + sd (range) 72 59.2 + 14.9 (26-89)
Caucasians, n (%) 54 49 (90.7%)
BMI (m2/Kg), mean + sd (range) 33 26.0 £4.3 (18.3-37.7)
First symptom:

Raynaud’s phenomenon, n (%) 72 71 (98.6%)

Puffy hands/fingers, n (%) 1(1.4%)
First symptom age (years), mean + sd (range) 71 45.7 +15.5 (17-81)
VEDOSS age of diagnosis (years), mean = sd (range) 72 52.9 +15.2 (20-83)
Time from first symptom to VEDOSS diagnosis (years), mean + sd (range) 71 6.8 7.9 (0-36)
Raynaud's phenomenon, n (%) 72 71 (98.6%)
Raynaud's Phenomenon age of onset (years), mean = sd (range) 65 45.6 £ 15.6 (18-81)
Pulffy hands/fingers, n (%) 72 16 (22.2%)
Puffy hands/fingers age of onset (years), mean = sd (range) 16 48.4 £17.8(23-71)
Onset of telangiectasias during follow-up, n (%) 72 6 (8.3%)
Onset of calcinosis during follow-up, n (%) 72 2 (2.8%)
Onset of digital ulcers during follow-up, n (%) 72 9 (12.5%)
Capillaroscopy changes at VEDOSS diagnosis, n (%) 68 39 (57.4%)

Capillaroscopic pattern, n (%)

No changes 28 (41.8%)
Non-specific changes 67 6 (9.0%)
Early pattern 27 (40.2%)
Active pattern 6 (9.0%)

Late pattern 0

Age of identification of capillaroscopic changes (years), mean + sd (range) 40 52.2 +14.4 (23-83)
ANA positivity, n (%) 72 56 (77.8%)
ANA positivity age of identification (years), mean = sd (range) 46 54.7 +15.1 (22-83)
SSc-related antibodies positivity, n/N (%) 72 63 (87.5%)
SSc-related antibodies positivity age of identification (years), mean = sd (range) 53 552 +14.7 (22-83)
SSc-related antibodies, n (%)

Anti-centromere 40 (55.5%)
Antitopoisomerase I 5 (6.9%)
Anti-Th/To 5 (6.9%)
Anti-PM/Scl 4 (5.6%)
Anti-NOR90O 7 4 (5.6%)
Anti-Ku 3 (4.2%)
Anti-fibrillarin 1(1.4%)
Anti-Ro52 1(1.4%)
Anti-Ro60 1(1.4%)
Anti-RNA polymerase 111 1 (1.4%)
None 7 (9.7%)
Score in the 2013 EULAR/ACR SSc Criteria at VEDOSS diagnosis (points), mean + sd (range) 72 6.4+1.7(3-8)
Current score in the 2013 EULAR/ACR SSc Criteria (points), mean + sd (range) 72 6.5+ 1.7 (3-8)
Follow-up period (years), mean + sd (range) 69 7.0+5.4 (-39
Loss of follow up, n (%) 67 5 (7.5%)

Loss of follow-up motive, n (%) 5

Missed appointment 5 (100%)
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Introduction: The very early diagnosis of system-
ic sclerosis (VEDOSS) applies to patients who do not
fulfill the 2013 ACR/EULAR criteria for systemic scle-
rosis (SSc) but exhibit Raynaud’s phenomenon, puffy
fingers, abnormalities in nailfold capillaroscopy and/or
possess SSc-specific antibodies. The clinical profile of
VEDOSS patients varies significantly depending on the
studied population.

Aims: To describe the demographic, clinical and sero-
logical profile of the VEDOSS patient population of a
single centre.

Methods: The clinical records of all patients with VE-
DOSS followed in our department were reviewed. SSc
patients or overlap syndromes with VEDOSS were
excluded. We collected demographic, clinical and se-
rological variables. T-student or Mann-Whitney tests
were used, as appropriate, for continuous variables and
chi-square or Fisher tests for categorical variables.
Results: A total of 72 patients (93.1% women, 90.7%
Caucasian) were identified (Table 1). The mean age at
first symptom and VEDOSS diagnosis was 45.7+15.5
and 52.9+15.2 years, respectively. Diagnosis of VE-
DOSS was delayed, with a mean time from the first
symptom to diagnosis of 6.8+7.9 years.

Raynaud’s phenomenon was the most frequent first
symptom of VEDOSS (n=71, 98.6%), at a mean onset
age of 45.6+5.6 years. During follow-up, puffy hands/
fingers were identified in 16 patients (22.2%), telangi-
ectasias in six (8.3%) and calcinosis in two (2.8%)

At VEDOSS diagnosis, 39 patients (57.4%) had chang-
es in capillaroscopy, 27 (40.2%) with early pattern, 6
(9.0%) with non-specific changes and 6 (9.0%) with
active pattern. Notably, 28 (41.8%) had normal capil-
laroscopy.

The mean score in the 2013 EULAR/ACR SSc Crite-
ria at diagnosis of VEDOSS was 6.4+1.7. After a mean
follow-up period of 7.0£5.4 years, the mean 2013 EU-
LAR/ACR SSc Criteria score remained stable (6.5+1.7
points).

Regarding serologic findings, 56 patients (77.8%)
had positive antinuclear antibodies (ANA), while 65
(90.3%) had positive SSc-related antibodies (the most
frequent were: anti-centromere n=40 (55.5%); anti-to-
poisomerase-1 n=5 (6.9%); anti-Th/To n=5 (6.9%)).
During the follow-up period, 5 patients (7.5%) were

lost to follow-up and none had died.

Conclusion: VEDOSS presented mostly in mid-
dle-aged Caucasian women and had a delayed diagno-
sis from symptom onset. Raynaud’s phenomenon was
the first symptom in the majority of patients and one in
five developed puffy hands/fingers. Presence of auto-
antibodies and capillaroscopic changes were common.
Notably, there was not significant clinical evolution in
this cohort over follow-up, possibly suggesting a low
progression rate to SSc, at least in a selected subpopu-
lation of patients with VEDOSS.

191 - WHAT IS THE ROLE OF BIOLOGIC’S
IN PREVENTING PSORIATIC ARTHRITIS
PROGRESSION IN PATIENTS WITH
PSORIASIS? - A RETROSPECTIVE STUDY
Sofia Ferreira Azevedo"?, Carolina Mazeda® >3, Alina
Humenyuk?, Manuela Loureiro**, Anabela Barcelos! > >
'Rheumatology Department, Unidade Local de

Saude da Regido de Aveiro, Aveiro, Portugal, *Centro
Académico Clinico Egas Moniz Health Alliance,

Portugal, Aveiro, Portugal, >*CEDOC, EpiDoC Unit,
NOVA Medical School, Universidade NOVA de

Lisboa, Lisboa, Portugal, *Dermatology Department,
Unidade Local de Saude da Regido de Aveiro, Aveiro,
Portugal, *Comprehensive Health Research Center, NOVA
University School, Lisboa, Portugal

Introduction: The effectiveness of biologic treatments
in slowing the progression of psoriatic arthritis (PsA) is
well recognized. Nevertheless, and despite recent evi-
dence suggesting the potential benefit of these treat-
ments in the prevention of PsA in patients with pso-
riasis (PsO), this potential is less well established, and
contradictory data remain, namely when comparing
different biologic Disease Modifying Anti-Rheumatic
Drugs (bDMARD) classes.

Our study aimed to compare the incidence of PsA in
PsO patients treated with bDMARD and in patients
under other systemic or topic treatments.

Methods: Retrospective study of patients with PsO
followed in the Dermatology department of our Cen-
tre from 2012-2023. Patients were divided into two
groups: PsO Vs PsA patients (according to CASPAR
criteria). The risk of PsA development was compared
between patients treated with bDMARDs and patients
under other treatments (conventional Disease Mod-
ifying Anti-Rheumatic Drug (csDMARD) and topic
treatment) and between different bDMARD classes.
For those progressing to PsA, a survival analysis was
performed, comparing the two previously mentioned
treatment groups. A univariate followed by multivar-
iate analysis was conducted to identify predictors of
psoriatic arthritis in patients with psoriasis.
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TO 191 - Figure 1. Survival curves for psoriatic arthritis for
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Results: After excluding patients with relevant missing
data, a total of 122 patients were included (69 with PsO
and 53 with PsA). Mean age was 52.40 + 11.25 years,
53.3% were female, with no differences encountered
between groups. 87 patients (71.31%) were under top-
ical treatments, 20 (16.39%) received csDMARDs, 52
(42.62%) received bDMARD, and 62 (50.81%) received
systemic treatment (either bDMARD or csDMARD).
PsA patients were less frequently under bDMARD be-
fore arthritis onset compared to patients with PsO alone
(p<0.001), had higher HAQ and PASI scores (p<0.001
and p=0.02, respectively), and higher prevalence of
Spondylarthritis (SpA) family history (p<0.001). On
survival analysis, the global mean time to arthritis
progression was 32 years, with significant differences
in patients with or without bDMARD, indicating that
the average time of PsA incidence was approximately
24.1+3.3 years in patients without bDMARD, where-
as, in patients with bDMARD, this average time is
44.5+3.4 years (p<0.001) (Figure 1).

On multivariate analysis, SpA family history was inde-
pendently associated with a higher risk of PsA devel-
opment [OR 2.80 CI(1.26; 6.23), p=0.01], while bD-
MARD treatment was a protective factor, with those
not under these treatments experiencing a higher risk
of progression [OR 10.31 CI (3.89; 27.33), p<0.001].
Conclusion: Our study indicates that bDMARDs ex-
hibit a decelerating effect on PsA development in pa-
tients with PsO. Prospective observational cohorts
with disease activity measures and randomized trials
are required to confirm these findings.

193 - TAXA DE RETENCAO DOS BDMARD
NA ARTRITE PSORIATICA - EXPERIENCIA
DE UM HOSPITAL TERCIARIO

Paulo Jorge Pereira', Carla Campinho Ferreira', Ana
Margarida Correia', Emanuel Costa', Diogo Esperanca
Almeida', Joana Leite Silva', Marcos Cerqueira’, Ana

Ribeiro!, Joana Sousa-Neves!
!Servico de Reumatologia, Hospital de Braga, Braga,
Portugal

Introducao: A artrite psoriatica (APso) é uma artropa-
tia inflamatéria muito comum associada a um elevado
potencial para destruicdo articular e incapacidade fun-
cional, sobretudo nos casos em que o tratamento € in-
adequado/iniciado de forma tardia. Caso o tratamento
de primeira linha com ¢cDMARDs néo seja bem-suce-
dido, os bDMARDs sdo uma boa opcédo para controlo
da doenca.

A sua eficacia e tolerancia pode ser avaliada através da
taxa de retencdo, que varia conforme a apresentacio
da doenca, histérico terapéutico e caracteristicas do
doente.

Objetivos: Este estudo pretende fazer uma descricdo
sumadria dos principais grupos de bDMARD utiliza-
dos como 1* a 4* linha terapéutica, bem como as cau-
sas que levaram a sua suspensdo, numa populacio de
doentes com APso de um hospital terciario. Secundar-
iamente, determinou-se a taxa de retencao, de acordo
com mecanismo de acdo, aos 12, 24 e 36 meses, para
comparacao entre classes.

Metodologia: Foram incluidos todos os doentes com
diagnéstico de APso (critérios de CASPAR) que se en-
contrassem medicados com bDMARD = cDMARD, se-
guidos entre Junho/1990 e Dezembro/2023, na consul-
ta de Reumatologia do Hospital de Braga.

Destes, foram excluidos todos os doentes com diag-
nostico concomitante de outra patologia reumatologi-
ca, bem como dados ausentes do processo clinico,
considerados essenciais para a descricdo do doente —
incluidos 123 doentes.

A comparacdo da taxa de retencdo prendeu-se com
uma analise do tipo “survival”, através de testes Log-
Rank (significancia se p-value <0.05), sendo estas rep-
resentadas na forma de curvas de Kaplan-Meyer.
Resultados: Em média, os pacientes eram seguidos ha
cerca de 93.6 + 61.0 meses (tempo desde 1* consulta de
Reumatologia). As principais causas para suspensio de
tratamento encontram-se listadas na tabela 1.

A taxa de retencdo global para os bDMARD usados
entre 1* e 3% linha encontra-se representada na figura
1 (4* linha de bDMARD nio avaliada uma vez que n
pouco representativo). Na comparacio entre diferentes
bDMARD usados como 1? linha, foram considerados
apenas farmacos com n > 10, tendo-se verificado uma
maior taxa de retencdo com Etanercept em relacao
ao Adalimumab, aos 12 (100.0% vs 79.3%; p=0.024),
24 (95.5% vs 51.2%; p<0.01) e 36 (95.5% vs 37.8%;
p<0.01) meses.

A comparacdo entre bDMARD independentemente da
linha terapéutica demonstrou uma taxa de retencéo su-
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TO 193 - TABLE 1.
1° bDMARD 2° bDMARD
TNFi 119 30
1L12/23i 2 1
IL17i 1 8
1123i 1 1
Jaki - _
CTLA4-1g - .
Total 123 40
Motivos que levaram a
suspensdo do Tratamento
Faléncia Primaria 5 2
Faléncia Secundaria 20 11
Remissao 2 -
Toxicidade/Efeito Adverso 17 5
-Diagnostico de Neoplasia 3 -
-Reacao Paradoxal 4 2
-Infecdo Grave/Recorrente 4 2
-Toxic. Hepatica/Hematologica 3 1
-Reacio Alérgica 3 -
Cirurgia 1 1
Desisténcia do doente 2 1
Gravidez 2 1
Total 49 21
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TO 193 = Figura 1. Taxa de retencdo de bDMARD aos 12,24
e 36 meses (azul - 1? linha; vermelho - 22 linha; verde - 3?
linha)

perior nos TNFi relativamente as restantes subclasses
(restantes subclasses nao comparadas entre si por n
pouco representativo).

Conclusao: Em primeiro lugar, importa referir que
este estudo apresenta algumas limitacoes, como algu-
mas caracteristicas dos doentes ndo serem incluidas
na analise, como progressiao da doenca no momento
de inicio do bDMARD, fenotipo (axial vs periférico),

presenca de fatores de mau prognostico ou o uso de
cDMARD concomitante, que pode influenciar signif-
icativamente a taxa de retencdo, sobretudo nos TNFi.
Como esperado, a taxa de retencdo é menor nos trata-
mentos de 2%/3% linha, o que pode implicar uma doenca
mais severa e/ou de curso mais refratario, nos doentes
que apresentaram faléncia a 1° bDMARD.

Comparar estes resultados com a literatura implica al-
guma caucéo, uma vez que a maior parte dos estudos é
relativamente heterogéneo, sendo dificil uma compara-
céo 1:1. Apesar disso, este estudo avalia a taxa de re-
tencdo a 3 anos para varias linhas terapéuticas, fazendo
também um levantamento dos principais motivos de
falencia terapéutica, cuja analise permite inferir que es-
tes farmacos séo relativamente seguros, eficazes, bem
tolerados e constituem o futuro da abordagem terapéu-
tica destes doentes.

195 - DEPRESSION DISORDER IN
SPONDYLOARTHRITIS PATIENTS ON
BIOLOGIC THERAPY REGISTERED IN
REUMA.PT: PREVALENCE, ROLE OF
DISEASE-RELATED FACTORS AND
INFLUENCE OF BIOLOGIC THERAPY
Rita Silva-Vieira', Duarte Augusto?, Catarina Cortesao',
Mariana Diz-Lopes **, Patricia Nero’, Carlos Costa®,
Miguel Sousa’, Daniel Melim®, Inés Almeida®, Graca
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Introduction: Depression disorder prevalence is high-
er in chronic conditions like Spondyloarthritis (SpA),
possibly linked to chronic inflammation, pain and
functional impairment. Our aim was to determine De-
pression disorder prevalence in SpA patients at first bi-
ologic prescription (hbDMARD) and to assess its effect
on Depression disorder.

Methods: We conducted a multicenter, retrospective,
observational study including adult patients registered
in Reuma.pt with SpA treated with their first bD-
MARD. Patients that completed the Hospital Anxiety
and Depression Scale (HADS) at baseline (TO), after 3
(T1) and/or 6 months (T2) of treatment were included.
Socio-demographic, disease and treatment-related data
were collected. Depression disorder was considered
when subscale depression (HADS-D) > 11. Pearson and
Spearman correlations, ANOVA and T-tests were used.
Results: 141 patients were analyzed, 55.3% were fe-
male. Mean age at diagnosis was 374 + 10.5 years.

Adalimumab was the most frequently bDMARD pre-
scribed (59.6%) of initial prescriptions, followed by
ertanecept (23.4%). Depression symptoms at baseline
were present in 13.5% (N=19) of patients.

Patients with depression had significantly higher BAS-
DAI and ASDAS-CRP, but not BASMI, at TO than those
who didn’t have DD (p of 0.045, 0.007 and 0.570, re-
spectively).

Mean scores of HADS-D significantly differed between
the three time points (F(2.000, 155.387) =12.440,
p<0.001). Post hoc analysis with Bonferroni adjustment
revealed that HADS-D significantly decreased from TO
to T1 (1.535 (95% CI, 0.621 to 2.449), p<0.001), from
TO to T2 (1.628 (95% CI, 0.630 to 2.626), p<0.001),
but not from T1 to T2 (0.093 (95% CI, -0.664 to 0.851),
p=D.

No significant differences were found in HADS-D
at the three time points between patients with axial
disease and those with peripheral disease (F(2.000,
52.000) =2.917, p=0.063) and between patients treated
with anti-TNF and those with an anti-IL-17 (F(1.824,
153.221) =0.251, p=0.758).

Conclusion: Depression symptons improve with bD-
MARD therapy, probably due to control of disease
activity and function improvement. Inflammation hy-
pothesis in depression should be considered and fur-
ther investigated.

197 - CARACTERIZACAO DOS DOENTES
COM DIAGNOSTICO DE ARTERITE DE
CELULAS GIGANTES: A EXPERIENCIA DA
IMPLEMENTACAO DE UMA CONSULTA DE
FAST-TRACK

Carla Campinho Ferreira', Paulo Pereira', Ana Margarida
Correia', Emanuel Costa!, Joana Sousa-Neves!, Joana Leite
Silva', José Redondo', Ana Ribeiro', Marcos Cerqueira’,
Diogo Esperanca Almeida’

!Servico de Reumatologia, Hospital de Braga, Braga,
Portugal

A Arterite de Células Gigantes (ACG) é a vasculite de
grandes vasos mais comum nos idosos. O seu trata-
mento precoce reduz o risco de complicacdes is-
quémicas, nomeadamente a perda visual permanente.
A consulta de fast-track de ACG tem como objetivo a
avaliacdo rapida dos doentes com suspeita de ACG,
com possivel realizacdo de ecografia das artérias tem-
porais e axilares, para que seja iniciada terapéutica ad-
equada atempadamente. Além disso, evita a exposicao
desnecessaria a corticoterapia (CCT) nos doentes sem
confirmacio do diagnostico.

O objetivo deste trabalho é avaliar as caracteristicas
clinicas, tratamentos e outcomes dos doentes com di-
agnostico de ACG, avaliados em consulta de fast-track
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desde 2021.

Foram incluidos um total de 22 doentes com diag-
nostico confirmado de ACG. Destes, 54,5% eram do
sexo feminino e a média de idades ao diagnostico de
79,2+5,79 anos. 81,8% dos doentes apresentava pelo
menos 1 fator de risco cardiovascular (CV), sendo
que apenas 1 doente tinha antecedentes de evento
CV prévio. Apenas 1 dos 22 doentes tinha diagnosti-
co prévio de polimialgia reumatica (PMR). A referen-
ciacdo a consulta de fast-track foi feita pela Neurologia
em 90,9% dos doentes, sendo que os restantes doentes
foram referenciados pela Medicina Interna. O sintoma
mais comum na apresentacao inicial foi a cefaleia tem-
poral (95,5%). 72,3% dos doentes apresentavam sinto-
mas visuais, 68,2% referiam sintomas constitucionais,
22,7% tinham quadro concomitante de PMR e 9,1%
apresentaram evento cerebrovascular isquémico. Anal-
iticamente, a média da velocidade de sedimentacdo era
de 79,6+27,16 mm/h, a média da proteina C reativa
de 77,5£62,1 mg/L, 31,8% apresentavam hemoglobina
<10g/dl e 31,8% apresentavam contagem de plaquetas
>400000/ul. Todos os doentes realizaram ecografia das
artérias temporais e axilares, sendo que o tempo médio
desde o inicio dos sintomas até a realizacao da ecogra-
fia foi de 53,0+77,8 dias. Nos 19 doentes com resultado
positivo, a média de segmentos com sinal do halo nas
artérias temporais foi de 3,4+1,87. Em 2 doentes o re-
sultado da ecografia foi equivoco e em 1 doente negati-
vo. Quanto ao tratamento efetuado, 68,2% dos doentes
realizaram pulsos de metilprednisolona endovenosa e
todos os doentes realizaram prednisolona (PDN) oral
(média de 50,5+13,64 mg/d). Em 6 doentes foi iniciado
um DMARD no inicio do tratamento (metotrexato em
2 doentes e tocilizumab em 4 doentes). Dos 22 doentes,
4 experienciaram recidiva da doenca, 6,5+2,29 meses
apos terem atingido a remissao, com uma dose de PDN
de 8,75£2,80mg/d, sendo que nenhum destes tinha
iniciado qualquer DMARD previamente. Em 2 destes 4
doentes foi iniciado tratamento com MTX no momento
da recidiva. Até a data, a média de meses de follow-up
dos 22 doentes foi de 22,27+14,81 meses, tendo-se ob-
servado 3 mortes, nenhuma delas relacionada com a
ACG.

A ACG é uma doenca que se pode apresentar com uma
sintomatologia muito variada e por vezes inespecifica,
podendo atrasar o diagnostico. Na nossa populacio, a
maioria dos doentes foi referenciada pela neurologia e
apresentava sintomas isquémicos ao diagnoéstico. Estes
dados poderio ser explicados em parte pela iliteracia
em saude da populacdo, que leva a desvalorizacdo das
queixas menos especificas, como sintomas constitucio-
nais e cefaleia e ndo procura cuidados de saude atem-
padamente e, por outro lado, pela falta de alerta dos
médicos de familia para esta patologia. A gestao destes

doentes é um desafio, principalmente devido as comor-
bilidades apresentadas, optando-se cada vez mais pela
utilizacdo de DMARDs para uma reducéo mais rapida
da CCT.

198 - RELATION BETWEEN FATIGUE AND
OTHER PARENT REPORTED OUTCOMES
IN A COHORT OF CHILDREN WITH JIA
Vanessa Fraga'?, Carolina Quintela”?, Cecilia Contratto?,
Alessandro Consolaro?

!Servico de Reumatologia, Hospital Garcia de Orta,
Almada, Portugal, *Pediatric Rheumatology Department,
Istituto Giannina Gaslini, Genova, Italy, *Pediatria,
Unidade Local de Saude Tras-os-Montes e Alto Douro, Vila
Real, Portugal

Introduction: Although fatigue is considered to be
common in children and young people with juvenile
idiopathic arthritis (JIA), the relevance of this symp-
tom within the burden of the disease was poorly stud-
ied.

Objective: To assess correlation of fatigue with phy-
sician centered measures and other patient reported
outcomes (PROs) in a cohort of JIA patients.

Methods: We enrolled in the study all JIA patient at-
tending the outpatient clinic at the Study Unit in April
2024. Patients were asked to complete the Juvenile Ar-
thritis Multidimensional Assessment Report (JAMAR)
and the PROMIS® Item Bank v1.0 — Fatigue — Short
Form 13a (FACIT-Fatigue), measuring the level of fa-
tigue in 13 items with a 5-points Likert scales yielding
a score of 0 to 52, with higher scores indicating more
sever fatigue. Physician centered measures included
the rheumatological examination form and the phy-
sician global assessment of disease activity (PhGA).
We calculated Spearman rank correlation between
fatigue score and quantitative measures included in
the JAMAR, active joints count, and PhGA. Finally, we
compared the levels of fatigue in patients considering
themselves to be satisfied or not satisfied with current
disease outcome.

Results: The questionnaires were proposed for com-
pletion before clinical examination to 51 JIA patients;
49 (87.2% females) completed both questionnaires and
were included in the study. Patients had a median dis-
ease duration of 9.6 years (IQR 5.3-13.5) and were pre-
dominantly affected with oligoarticular JIA (72.3%).
All JTA categories were represented. Median PhGA was
0 (0-2). Median fatigue score was 47 (38-51.5). Fatigue
correlations were higher with JAMAR HRQoL tool (r
= -0.67) and with JAMAR functional ability tool (r =
-0.60). Correlation coefficients were between -0.4 and
-0.6 with well-being VAS, patient disease activity VAS,
pain VAS, morning stiffness duration, and ¢JADASI0.
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Correlations were poor (r < -0.4) with PhGA and active
joint count. Correlations with HRQoL items in the JA-
MAR that were suggested to explore the domain of fa-
tigue were the highest (r = -0.70 between fatigue score
and JAMAR HRQoL items 3 and 9). Fatigue score was
37 (35-44) in 21 patients who were not satisfied with
current disease outcome and was 51 (47-52) in 26 pa-
tients who considered their disease status as satisfacto-
ry (p < 0.00D).

Conclusion: Fatigue seems to have a relevant weigh in
the disease perception of children with JIA in a cohort
of children with a generally well controlled disease. It
is strongly correlated with HRQoL score and function-
al ability score. Patients not satisfied with disease out-
come had significantly higher level of fatigue.
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Introduction: Sjogren’s Syndrome (SS) is a chronic
inflammatory disease that typically involves the sali-
vary glands. Most patients have positive immunology,
namely antinuclear antibodies (ANAs), anti-SSA, and
anti-SSB. Major salivary gland ultrasound (SGUS) eval-
uation has gained more attention in the last years, since
it has shown associations with immunological profile
and clinical outcomes in SS. The Outcome Measures
in Rheumatology Clinical Trials (OMERACT) score in-
cludes a semi-quantitative evaluation of the parenchy-
mal heterogeneity of the four major salivar glands, with
scoring ranging from O (normal) to 3 (pathological pa-
renchyma without normal areas). A score 22 is inter-
preted as SGUS compatible with SS. Despite its high
sensitivity and specificity, there are still few studies
using the OMERACT score to search association be-
tween SGUS and immunological findings. This study
aims to characterize the SGUS abnormalities found in
patients with SS, and evaluate their relationship with
autoantibodies.

Methods: Our study is a retrospective observation-
al study. Sociodemographic data and immunological
profile were collected from all patients who underwent
SGUS at our center between January 2023 and April

2024. SGUS included the evaluation of both parotids
and submandibulars glands and was scored according
the OMERACT Grey Scale Ultrasound Scoring Sys-
tem for SS. A GE Logiq S8 ultrasound machine with
a ML6-15linear array transducer was used for all ex-
aminations. Only patients with primary or secondary
SS were included in this study. Descriptive analysis
was performed with mean and standard deviation for
continuous variables, and absolute and percentage
frequency for categorical variables. Independent t-test
and chi-square test were performed. Differences were
considered statistically significant at p<0.05.

Results: Forty-six patients were included in our study,
43 (93,5%) of whom were female. The mean age was 59
(£13) years. Most patients were ANA positive (84,8%;
n=39). Anti-SSA antibodies were detected in 73,9%
(n=34) and anti-SSB in 34,8% (n=16) of the SS patients.
Twenty-six (56.5%) had SGUS suggestive of SS, while
14 (30.4%) showed no pathological SGUS findings.
With regard to SGUS findings, the majority of patients
presented bilateral involvement of the salivary glands
(65.2%; n=30). This involvement was statistically sig-
nificant in patients with anti-SSA (p=0.022). Eighteen
(51.4%) patients had involvement of all glands, with
no preference between parotid or submandibular in-
volvement. When comparing the group of patients
with abnormal versus normal SGUS, we found that
most patients with abnormal SGUS were significantly
associated with ANAs, Anti-SSA and Anti- SSB posi-
tivity (p=0.013, p=0,006, p=0,047, respectively). The
OMERACT score was higher in patients with positive
ANAs (p=0.003), anti-SSA (p=0.021), and anti-SSB
(p=0.010). Furthermore, the SGUS findings associated
with greater severity, such as gland atrophy (28,3%),
irregular borders (28,3%), or hyperechoic bands
(30,4%), were only observed in patients with positive
ANAs.

Conclusion: SGUS is a non-invasive, easy to perform
and effective technique for the evaluation of salivary
glands in SS patients. Similarly to previous studies, our
results suggest that the autoantibodies detected in the
blood samples have a strong association with the sali-
vary glandular pathology detected by SGUS, potential-
ly as part of local inflammation and structural damage
of the salivary glands.

202 - TRANSFORM- CORTICOSTEROID
UTILIZATION PATTERNS AMONG
SYSTEMIC LUPUS ERYTHEMATOSUS
PATIENTS - CROSS-SECTIONAL STUDY
IN THE PORTUGUESE COMMUNITY
PHARMACIES

Ines L', Antonio Marinho?, Adriana Nascimento®, Marisa
pardal®, Perpétua Rocha’, Bernardo F°, Marques A’
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Biomédicas Abel Salazar, Porto, Portugal, *AstraZeneca
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Background: The management of patients with system-
ic lupus erythematosus (SLE) has changed significantly
since the introduction of biologic therapies, which can
contribute to improve patients’ outcomes while allow-
ing a reduction of the cumulative use of oral cortico-
steroid (OCS) and the long-term risk for comorbidities
[1]. The EULAR 2023 management recommendations
propose as treatment target to attain sustained remis-
sion while reducing OCS to a maximum maintenance
dose of 5mg/day of prednisone equivalent, and when
possible, its withdrawal [2].

Aim: The TRANSfORM study aims to characterize the
use of OCS for treatment of SLE in Portugal. As sec-
ondary objectives, this study will aim to describe treat-
ment patterns with other medications for SLE, assess
treatment adherence, characterize the SLE population
and estimate their utilization of healthcare resources.
Methods: Non-interventional, cross-sectional, multi-
centre study conducted through Portuguese commu-
nity pharmacies affiliated in the National Association
of Pharmacies (ANF) that use the Sifarma®2000 soft-
ware. The study will be conducted nationwide (auton-
omous regions of Madeira and Azores included). Ac-
cording to a feasibility process based on the pharmacy
database, a pool of pharmacies will be invited to par-
ticipate. We aim to enrol around 250 pharmacies to in-
clude a regionally representative sample. Each enrolled
pharmacy will assign at least one pharmacist to the
study, who will be trained in the study procedures. Af-
ter approval of the study protocol by a Research Ethics
Committee, recruitment of participants will take place
over 5 months at the participant pharmacies or until
the estimated sample size (N=385) is reached. Patients
that fulfil the study criteria will be included after sign-
ing an informed consent form. Data will be collected
through a paper-based questionnaire at the time of the
pharmacy visit. Anonymised data referring to patient
reported outcomes, treatment regimen, adherence and
exposure to OCS and other SLE medications will be
collected.

Results: Description of participating pharmacies (in-
cluding regional and setting comparison with the
universe of pharmacies) and patients’ demographics
(including age and gender comparison with refusals)
will be performed. The sociodemographic, patient re-
ported outcomes, and medication will be described.
Categorical variables will be summarized by absolute
and relative frequencies. Numeric variables will be
summarized using measures of central tendency and

dispersion, as appropriate. The missing values will be
stated in the corresponding summary table.
Conclusion: The study results will aim to estimate
the treatment patterns with OCS and other SLE med-
ications of patients with SLE and their adherence to
treatment prescribed by clinicians. These results may
contribute to generate new perspectives about unmet
needs for improving clinical management of SLE in
Portugal.
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14656566.2024.2354457

2. Fanouriakis A, Kostopoulou M, Andersen J, et al. Ann Rheum Dis
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210 - RHEUMATOID ARTHRITIS REFERRAL
CRITERIA: SYSTEMATIC REVIEW OF THE
LITERATURE
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Introduction: Referral criteria for Rheumatoid Arthri-
tis (RA) are useful to allow early disease diagnosis and
treatment, leading to better outcome with less radio-
graphic progression and need for orthopaedic surgery.
Optimized RA referral criteria would allow the clini-
cian and/or the healthcare artificial intelligence faster
and better decision regarding patient access to a Rheu-
matologist, but there is a lack of a validated tool for
referring patients.

Objective: To compile and analyse in terms of perfor-
mance all available RA referral criteria since January
2000 until October 2023.

Material & Methods: We searched EMBASE, PubMed,
Scopus and Web of Science in the considered period,
using a defined set of strings. Studies were only includ-
ed if they provided RA referral criteria or Inflamma-
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tory/Early Arthritis criteria directed at RA diagnosis.
Results: We identified 19 publications, most of them
including symptoms, either arthralgia or stiffness
(63%), in referral criteria and only 16% considered
constitutional symptoms such as fever, fatigue or
weight loss. However, the most prevalent criterion for
referral is swollen joints (79%), while tender joints are
included in 63% and squeeze test assessment in 33%.
Regarding laboratory tests rheumatoid factor is consid-
ered in 53% of referral criteria, while ACPA in 32%.
Nearly half of the referral criteria consider inflammato-
ry markers (CRP and/or ESR). Family history is present
in 21% of the cases.

Discussion and Conclusion: Published RA referral
criteria encompass several components (symptoms,
signs, laboratory and family history), but none were
validated in a large cohort of patients. The vast major-
ity, are either recommendations, published guidelines
or based in expert opinion. There is an unmet need for
evidence-based validated RA referral criteria.

213 - RELIABILITY OF THE MYBACK
PHYSICAL PERFORMANCE BATTERY

Costa, B!, Guest Assistant professor’?, Assistant professor™
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Motricidade Humana, Universidade de Lisboa, Lisboa,
Portugal, *Comprehensive Health Research Center (CHRCO),
Universidade NOVA de Lisboa, Portugal, Lisboa, Portugal

Aims: During an episode of low back pain (LBP) phys-
ical performance impairments (PPI) can occur, and in
remission of symptoms they can persist (1-4). To eval-
uate PPI related to cardiorespiratory capacity, motor
control, trunk/lower limb resistance, and flexibility
the literature suggests several Physical performance
(PP) tests. However, the information on the psycho-
metric properties of this tests when applied to individ-
uals who have recovered from LBP is scarce or non-ex-
istent (5-28). The aim of this study was to evaluate the
intra-rater reliability of a PP battery of tests to assess
individuals who have recovered from LBP. Methods: A
test-retest study was conducted with a sample of 22
individuals who have recovered from LBP. The partic-
ipants performed the PP battery composed by 12 tests
in two different moments, with an interval of 5.27+1.83
days. For tests scored as numerical variables the Intra-
class Correlation Coefficient (ICC3,1) was determined;
for tests scored as categorical variables Cohen’s k was
estimated (29-33). Measurement Error was estimated
for all tests. Results: The CCI was >0.87, suggesting
high intra-rater reliability. The measurement error was
diverse between tests, with standard error of measure-

ment % values varying between 4.47% for the 6-Min-
ute Walk Test (6-MWT) to 19.43% for the Trunk Flexor
Test (TFT). Minimal detectable change % varied be-
tween 12.38% for 6-MWT and 53.87% for the TFT.
Prone Instability, Aberrant Movement Pattern and
Modified Thomas tests showed high reliability values
(0.71 <Cohen’s k <1) and a high percentage of agree-
ment (>86%). Conclusions: The results of this study
showed high intra-rater reliability for the MyBack
Physical Performance battery of tests, which supports
its use when the aim is to evaluate cardiorespiratory
capacity, motor control, trunk and lower limb resis-
tance, and flexibility in individuals who recovered LBP.

220 - CLINICAL INSIGHTS AND

DISEASE PROGRESSION FACTORS

IN PALINDROMIC RHEUMATISM: A
RETROSPECTIVE COHORT STUDY

Anita Cunha', Maria Pontes Ferreira!, Catarina Soares',
Susana Almeida', Hugo Parente!, Soraia Azevedo!, Daniela
Peixoto!, José Tavares-Costa', Francisca Guimaraes'
!Servico de Reumatologia, Unidade Local de Saude do Alto
Minho, Ponte de Lima, Portugal

Background: Palindromic rheumatism (PR) features
recurring self-limiting arthritis and peri-arthritis. A
full understanding of its natural course, optimal man-
agement, and outcomes remains elusive.

Objectives: This study aims to describe the PR cases
within our rheumatology department, focusing on dis-
ease profile, treatments, and outcomes, and to conduct
a comparative analysis between patients who have and
who have not progressed to chronic disease.

Methods: A retrospective observational study was per-
formed using registry data of PR patients at a secondary
level hospital. Demographic, clinical and laboratory
data were collected. Complete remission, partial remis-
sion, and treatment failure were defined as a cessation
of attacks for 12 weeks, a minimum 50% reduction in
attack frequency, and less than a 50% decrease, respec-
tively. Univariate analysis (significance at p<0.05) was
performed using chi-square, Mann-Whitney, or t-test,
as appropriate.

Results: Thirty-six patients were enrolled, 75.0% fe-
male, with mean age at diagnosis of 47.1 = 10.3 years.
Five patients had psoriasis, and 4 a first-degree relative
with psoriasis or rheumatoid arthritis (RA). Most pa-
tients (52.9%) were diagnosed within a year of symp-
tom onset. Median follow-up was 29.43 months (18.83
- 78.46). Most patients were non-smokers (75%),
58.3% experienced 1 or 2 attacks per month. Half had
elevated erythrocyte sedimentation rate and C-reac-
tive protein during attacks. Small joints of the hands,
wrists, and knees were the most affected. Peri-arthritis
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was present in 58.3%, rheumatoid factor was positive
in 25%, anti-cyclic citrullinated peptide (ACPA) in
33.3%, antinuclear antibodies in 16.7%, and HLA-B27
in 13.9%. Data is outlined in Table 1.

Complete remission was achieved in 21 (58.3%) pa-
tients, 7 medicated with methotrexate (1 in association
with hydroxychloroquine (HCQ)), 5 with nonsteroidal
anti-inflammatory drugs or corticosteroids as needed,
5 with sulfasalazine, 2 with HCQ, 1 with deflazacort,

and 1 with colchicine. Partial remission was observed
in 5.6% and treatment failed in 13.9%. Persistent ar-
thritis was evident in 8 (22.2%) patients, with 4 pro-
gressing to RA, 2 to undifferentiated polyarthritis, 1 to
psoriatic arthritis, and 1 to systemic lupus erythemato-
sus. Median time to progression was 73.5 (21.5 — 387)
months.

Patients progressing to chronic conditions were
more frequently positive for ACPA (71.4% VS 25.0%,

Age at Symptom Onset, mean + standard deviation

Symptom Duration before Diagnosis (years), n(%)

Female Sex / Male Sex, n(%)

Frequency of attacks before treatment (per month), n (%)

Not recorded

Positive Rheumatoid Factor, n (%)

Positive ANAs, n(%)

Elevated ESR and CRP during attacks, n(%)

First-degree Relative with Psoriasis, n(%)

Number of Previous Treatments, mean =+ standard
deviation

TO 220 - TABLE 1. Demographic, clinical and laboratory characteristics and Univariate analysis

42.9+10.7

<1 19 (52.9)
1to5 7(19.4)
>510 10 4(11.1)
>10 6 (16.7)

27(75.0)/9(25.0)

<1 7(19.4)
1 12 (33.3)
2 9(25.0)
>3 7(19.4)

12.8)

9(25.0)

6(16.7)

18 (50.0)

2(5.6)

14+1.1

continues on the next page
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TO 220 - TABLE 1. Continuation

Univariate analysis

Progression to Non-Progression to Chronic Analvsis val
Chronic Disease (n=8) Disease (n=28) alysts vatue

Age at Symptom Onset
<40 5 (62.5) 13 (46.4) NS
>40 3(37.5) 15 (53.6)
Age at Diagnosis, mean + standard deviation 50.8+15.2 46.0+8.5 NS
Symptom Duration before Diagnosis, n(%)
<1 year 5(62.5) 14 (50.0) NS
> 1 year 3(37.5) 14 (50.0)
Female Sex, n(%) 6 (75.0) 21 (75.0) NS
Male Sex, n(%) 2(25.0) 7 (25.0)
Non-Smoker, n(%) 4 (50.0) 23 (82.1) NS
Current or Former Smoker, n(%) 4 (50.0) 5(17.9)
Frequency of attacks before treatment, n (%)
< 2 per month 6 (75.0) 22 (81.5) NS
>2 per month 2(25.0) 5(18.5)
Involved Structures, n(%)
MCP joints 7(87.5) 25 (89.3) NS
Hand PIP joints 6 (75.0) 22 (78.6) NS
Wrists 5(62.5) 17 (60.7) NS
Knees 4 (50.0) 16 (57.1) NS
Hand DIP joints 5(62.5) 13 (46.4) NS
Ankles 7 (87.5) 10 (35.7) p=0.013
MTP joints 3 (37.5) 11 (39.3) NS
Shoulders 2 (25.0) 6(21.4) NS
Elbows 1(12.5) 4(14.3) NS
Periarticular structures 5(62.5) 16 (57.1) NS
Rheumatoid Factor Positivity, n (%) 3(37.5) 6(21.4) NS
Anti-CCP Positivity, n(%) 5(71.4) 7 (25.0) p=0.033
ANAs Positivity , n(%) 2(25.0) 4(20.0) NS
HLA-B27 Positivity, n(%) 1(25.0) 4 (40.0) NS
Elevated ESR and CRP during attacks, n(%) 4 (50.0) 4 (50.0) NS
Psoriasis, n(%) 1(12.5) 4(14.3) NS
First-degree Relative with Psoriasis, n(%) 0(0.0) 2(7.D -
First-degree Relative with RA, n(%) 2 (25.0) 0(0.0) -
Number of Previous Treatments, mean =+ standard 23400 1211 p=0.020
deviation
Previous or current treatment:
with NSAIDs 8 (100.0) 28 (100.0) NS
with methotrexate 4(50.0) 10 (35.7) NS
with sulfasalazine 3 (37.5) 9(32.1) NS
with hydroxychloroquine 5(62.5) 9 (32.1) NS
with colchicine 0(0.0) 4(14.3) NS

Complete or Partial ~ Treatment Failure or Progression
Remission (n=23) to Chronic Disease (n=13)

Analysis value

Current Treatment:

with NSAIDs 6(26.1) 5(38.5) NS
with methotrexate 7(30.4) 3231 NS
with sulfasalazine 6(26.1) 0(0.0) -
with hydroxychloroquine 3(13.0) 0(0.0) -
with colchicine 1(4.3) 0(0.0) -

ANAs, antinuclear antibodies; ACPA, anti-cyclic citrullinated peptide; CRP, C-reactive protein; DIP, distal interphalangeal; ESR, erythrocyte sedimentation rate;
HLA-B27, Human Leukocyte Antigen B27; MCP, metacarpophalangeal; MTP, metatarsophalangeal; NSAIDs, Nonsteroidal Anti-Inflammatory Drugs; NS, non-
significant; PIP, proximal interphalangeal; RA, rheumatoid arthritis.

158 www.arprheumatology.com ¢ The official Journal of the Portuguese Society of Rheumatology



XXVI Congresso Portugués de Reumatologia

p=0.016), displayed more ankle involvement (87.5%
VS 35.7%, p=0.016) and underwent a higher number
of prior treatments (2.3 VS 1.2, p=0.02). An intriguing
but non- significant trend suggested a higher propen-
sity for disease progression in patients with tobacco
exposure (50.0% VS 17.9%, p=0.086). No differenc-
es were found regarding gender, age, diagnosis delay,
presence of psoriasis, family history and treatment op-
tions. Comparative analyses are detailed in Table 1.
Conclusion: In summary, his retrospective cohort
study offers a greater insight into the clinical nuances
of PR and potential key factors associated with disease
progression. While these findings enhance our under-
standing, it is crucial to acknowledge the study’s lim-
itations including a relatively small sample size, the
retrospective nature of the analysis, and the utilization
of univariate analysis, potentially overlooking complex
interactions and confounding factors. Research with
larger cohorts and prospective approaches are warrant-
ed to validate and extend these observations.

228 - INITIAL GLUCOCORTICOID
THERAPY IN NEWLY DIAGNOSED
RA-PATIENTS

Sara Paiva Dinis !, Duarte Augusto', Filipe Cunha Santos',
Nathalie Madeira!, Joana Fonseca Ferreira"?, Claudia Vaz'?
'Servico de Reumatologia, Unidade Local de Saude

da Guarda - Hospital Sousa Martins, Guarda,

Portugal, Faculdade de Ciéncias da Saiade, Universidade da
Beira Interior, Covilha, Portugal

Introduction: Glucocorticoids (GC) are currently rec-
ommended as bridging therapy in combination with
conventional synthetic disease-modifying antirheu-
matic drugs (csDMARDs) in patients with rheumatoid
arthritis (RA) but should be tapered as rapidly as clin-
ically feasible for safety concerns about its long-term
use.

Objectives: To evaluate initial GC therapy in newly di-
agnosed RA-patients and whether initial GC therapy
influences the course of disease within 24 months after
treatment onset.

Material and Methods: Longitudinal observational
cohort study including newly diagnosed RA-patients
who visited our outpatient clinic between May 2010
and May 2022 and were naive for csDMARDs and
GC. Descriptive analysis of continuous variables was
presented as median and interquartile range (IQR) or
mean and standard deviation (SD) according to nor-
mality. Categorical variables were presented as fre-
quency or proportions. P-value < 0.05 was considered
statistically significant.

Results: A total of 98 patients were included, of which
78 (79.6%) were female with a mean age at baseline

TO 228 - TABLE 1. Baseline characteristics of
included patients
Female sex, no.(%) 78 (79.6)
Age, years, mean + SD 55.6 £ 11.7
Symptoms duration, months, median [ IQR] 12 [0-446]
RF positivity, no. (%) 55 (56.1)
ACPA positivity, no. (%) 51 (52)
Erosive disease, no. (%) 19 (19.4)
csDMARD started at baseline, no. (%) 85 (86.7)
¢sDMARD monotherapy, no. (%) 82 (83.7)
csDMARDs combination, no. (%) 5(5.1)
TJC28, mean + SD 6.5+5.2
SJC28, mean + SD 6.7 +4.7
DAS-28-ESR, mean + SD 48=+1.1
Values are presented as mean (SD) or median (IQR), as applicable.

(time of diagnosis) of 55.6x11.7 years. 83 patients
(84.7%) received oral GC at baseline; 65.3% received
a low dose (<7.5 mg prednisolone/day) and 19.4% re-
ceived a moderate dose (7.5-20 mg). Fifty three per-
cent of the patients who did not initiate GC at base-
line ended up receiving it later. In a multivariate re-
gression analysis, only higher DAS28-ESR (OR = 2.1,
p=0.011) values showed association with prescription
of any dose of GC at baseline and only higher DAS28-
ESR (OR 1.8, p=0.048) values were associated with
higher GC starting doses. No other baseline variables
(sex, age, rheumatoid factor (RF) and anti-citrullinat-
ed protein autoantibodies (ACPA) positivity) showed
association with either the prescription of GC or it’s
respective dose. Older age showed to be statistically
significant predictor of GC therapy at 24 months (OR
1.1, p=0.026). Additionally, higher DAS28-ESR base-
line values showed to be predictive of a lower probabil-
ity of GC therapy at 24 months (OR=0.405, p=0.046).
No other baseline variables such as age, sex, symptoms
duration, RF or ACPA presence, erosions, tender (TJC)
and swollen joints count (SJC) and csDMARDs initi-
ation showed association with GC therapy at month
24. GC starting dose was not statistically significant-
ly associated with either DAS28 scores at 3, 6, 12, 18
and 24 months (p=0.054) nor remission (DAS28<2.6)
at month 24 (p = 0.113), which was reached by 56% of
the patients.

Conclusion: These results verified that higher DAS28-
VS values at baseline were associated with prescription
of higher GC doses. We did not find that GC starting
dose influenced DAS28-ESR at any time. In our cohort,
a low GC dose was achieved within 6 months in most
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of the patients (81.3%), irrespective of the initial GC
dose, and about 30% were completely GC- free at 2
years. The main limitations of our study are, first, the
relatively low number of included patients. A larger
sample may depict differences between GC groups in a
more reliable way. Second, we have no data on the GC
doses between visits, so we can not exclude temporal
GC adaptions and, therefore, provide precise cumula-
tive GC doses.

231 - HOW USEFUL IS CONTRAST-
ENHANCED ULTRASOUND IN THE
STUDY OF SYNOVITIS? A SYSTEMATIC
REVIEW WITH META-ANALYSIS ON THE
COMPARISON BETWEEN CONTRAST-
ENHANCED ULTRASOUND AND COLOUR
OR POWER DOPPLER ULTRASOUND.
Joaquim Polido Pereira'-?, Manuel Silvério-Antonio™

2, Susana Oliveira Henriques’, Jodo Sabido®, Ricardo

M Fernandes’, Elsa Vieira-Sousa' >, MA Agostino®, JE
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Objective: The primary objective was to evaluate the
additional benefits of contrast-enhanced ultrasound
(CEUS) for the study of synovitis in theumatic diseases
compared to unenhanced Doppler ultrasound (DUS).
Secondary objectives were: 1) to explore the useful-
ness of CEUS in diagnosis, disease activity monitoring,
response to treatment and prognosis; 2) to assess the
safety of the use of contrast in this setting and 3) to elu-
cidate CEUS findings in the joints of healthy subjects.
Methods: We searched PubMed/MEDLINE and EM-
BASE (February 2024) for all English-written pub-
lished reports of human studies including the use of
CEUS for the study of synovitis in rheumatic diseases
and healthy subjects (HS). Comparators were clini-
cal markers of disease activity, validated composite
scores of disease activity, lab inflammatory markers,
and other imaging methods such as radiography, DUS
and magnetic resonance imaging (MRI), synovial flu-
id analysis, arthroscopy, and histology. The outcomes
were diagnosis, disease activity monitoring, response
to treatment and prognosis. The risk of bias in included
studies was evaluated using the QUADAS-2 or QUA-
DAS-C tools as appropriate. Whenever both the DUS
and the CEUS were evaluated as a semiquantitative
scale, data was transformed in binomial (either positive
or negative), i.e. grade O was negative and grade>0 was
positive, and this data was extracted for meta-analysis,
per diagnosis. Results that we were unable to quanti-
tatively aggregate were summarised for each diagnosis
per outcorme.

Results: Thirty-five studies using CEUS to evalu-
ate 1554 joints from 1195 subjects were included, of
which 1364 joints were from 1135 rheumatic patients.
We performed a meta-analysis of 9 studies in active

Farest Plot

TO 231 - Figure 1. Forest plot comparing PDUS/CDUS with CEUS in the study of synovitis in active RA patients
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rheumatoid arthritis patients, showing that from 474
joints evaluated by either PDUS/CDUS and CEUS, the
synovitis detection was 49.8% and 84%, respectively,
corresponding to an OR of 1.77 (95% CI 0.84-2.7) fa-
vouring CEUS (Figure 1). The heterogeneity of the data
was high.

CEUS correlated with lab inflammatory markers, clin-
ical activity scores, treatment response, arthroscopy
vascular pattern, pro-inflammatory T helper cells in
the synovial fluid, and vessel markers in the synovium
in patients with various inflammatory joint diseases
(IJD), showing overall superiority to PDUS, although
with more conflicting results in remission patients.
CEUS aids in the differential diagnosis between RA
and other IJD or pigmented villonodular synovitis
(PVNS) to identify psoriatic arthritis (PsA) in psoriasis
patients and coxitis in various rheumatic diseases. In
HS, CEUS detected no vascularisation in 5 of 6 stud-
ies. CEUS adverse events were rare and mild (0.3% of
subjects exposed).

Discussion: CEUS detects more microvascularisa-

tion than PDUS in active RA, with an OR of 1.77. The
heterogeneity of the data evaluated was high, and the
studies’ methods were diverse, not permitting the ag-
gregation of most of the data, which may hinder the
conclusions.

234 - CLINICAL PROFILE OF VISUAL
SYMPTOMS IN GIANT CELL ARTERITIS
- INSIGHTS FROM A TERTIARY CENTER
COHORT

Fernando Albuquerque', Adriana Carones', Ana Isabel
Maduro!, Ines L2, JAP da Silva'?

!Servico de Reumatologia, Unidade Local de Satude de
Coimbra, Coimbra, Portugal, ?Faculdade de Medicina,
Universidade de Coimbra, Coimbra, Portugal

Background: Giant Cell Arthritis (GCA) is the most
common form of systemic vasculitis in adults. It typ-
ically affects the extracranial branches of the carotid
artery, and visual symptoms are one of its most feared
complications. (1,2)

TO 234 - TABLE 1. Frequency of GCA-associated clinical manifestations, comorbidities, and serological

Visual Symptoms

Without Visual Symptoms

n =12 (32.4%) n =25 (67.6%)

79.5 (12.8) 70.0 (10.5) <0.001
12 (100.0) 14.0 (56.0) 0.007
8.0 (66.7) 6.0 (24.0) 0.027
6 (50.0) 16 (64.0) 0.265
1(8.3) 5(20.0) 0.640
4(33.3) 11 (44.4) 0.350
1(8.3) 10 (40.0) 0.060
4(33.3) 7(28.0) 1.000
12 (100.0) 21 (84.0) 0.282
10 (83.3) 20 (80.0) 1.000
2(16.7) 4 (16.0) 1.000
7(58.3) 11 (44.0) 0.414
1(8.3) 13 (52.0) 0.013
8 (66.7) 12 (48.0) 0.343
11 91.7) 15 (60.0) 0.064
5 (41.7) 13 (52.0) 0.556
00 1(4.0) =
2(16.7) 5(20.0) 1.000
11.5(2.6) 11.6 (1.9) 0.860
10.2 2.1) 8.72.3) 0.115
345.0 (128.0) 304.5(99.3) 0.466
7.7(7.0) 6.4 (7.5) 0.905
70.0 (24.5) 71.5 (42.3) 0.704
6.5 (6.8) 2.02.0) 0.002
1.0(8.3) 9.0 (36.0) 0.015

characteristics in patients with and without visual symptoms
Whole Cohort
n =37 (100%)
Age at GCA diagnosis median (IQR) 72.0 (10.5)
Age > 70 years at GCA diagnosis [n (%)] 26.0 (70.3)
Male [n (%)] 14.0 (37.8)
Clinical features at baseline [n (%)]
- Constitutional symptoms 22 (59.5)
* Fever 6(16.2)
* Weight loss 15 (40.0)
* Asthenia 11 (29.7)
* Anorexia 11 (29.7)
- Cranial symptoms 33(89.2)
* Headache 30 (81.1)
* Scalp sensitivity 6(16.2)
* Jaw claudication 18 (48.6)
- Polymyalgia rheumatica 14 (37.8)
- Abnormalities in the temporal artery 20 (54.1)
Other common comorbidities and clinical
manifestations [n (%)]

- Arterial hypertension 26 (70.3)

- Dyslipidemia 18 (48.6)

- Obesity 12.7)

- Diabetes mellitus 7 (18.9)
Laboratory features at baseline [median (IQR)]

- Hemoglobin (g/dL) 11.6 (1.5)

- Leukocytes (x109/L) 9.12.9)

- Platelets (x109/L) 316.0 (119.3)

- C-Reactive Protein (mg/dL) 6.8 (8.1)

- Erythrocyte sedimentation rate (mm/h) 71.5(32.0)
BVAS at baseline median (IQR) 3.0(3.5)
Relapse [n (%)] 10.0 (27.0)

BVAS: Birmingham Vasculitis Activity Score; GCA: Giant Cell Arteritis; IQR: Interquartile range.
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Objectives: To evaluate the prevalence and clinical
correlations of visual symptoms in a cohort of GCA
patients.

Methods: Cross-sectional single-center study includ-
ing patients followed in our University Hospital ful-
filling the 1990 ACR and/or 2022 ACR/EULAR GCA
Classification Criteria. Demographic features and clin-
ical and serological characteristics were compared be-
tween the patients with and without visual symptoms.
The Birmingham Vasculitis Activity Score (BVAS) at
baseline was used to assess disease activity. The con-
tinuous variables were described as means or medians,
according to distribution. Categorical variables were
expressed in percentages. The Chi-squared test/Fisher
test and Mann—Whitney U-test were used to compare
categorical and continuous variables. A p-value <0.05
was considered statistically significant.

Results: 37 GCA patients were included. Of these, 23
(62.2%) were female, and the median age at diagno-
sis was 72 (IQR 10.5) years. The median BVAS score
at baseline was 3.0 (IQR 3.5). Visual symptoms were
registered in 32.4% (n=12), including diplopia (n=5;
41.6%), and unilateral (n=4; 33.3%) and bilateral (n=5;
41.6%) amaurosis. Visual symptoms were associated
with male sex (66.7% vs 24.0%, p=0.027), older age
at diagnosis (79.5 [IQR 12.8] vs 70.0 [IQR 10.5] years),
age > 70 years at diagnosis (100.0% vs 56%, p=0.007)
and higher BVAS at baseline (6.5 [IQR 6.8] vs 2.0 [IQR
2.0]). This group also presented a lower prevalence of
Polymyalgia rheumatica (8.3% vs 52%, p=0.013) and
a lower prevalence of relapse (8.3% vs 56%, p=0.015)
(Table 1).

Conclusion: In our cohort of GCA patients, disease-re-
lated visual symptoms are significantly associated with
male sex, older age at diagnosis (= 70 years), higher
disease activity at baseline, and absence of polymyalgia
rheumatica.

236 - CLINICAL AND IMMUNOLOGICAL
FEATURES OF SYSTEMIC SCLEROSIS
PATIENTS WITH TELANGIECTASIAS:
RESULTS FROM A PORTUGUESE
TERTIARY CENTER

Fernando Albuquerque', Marcelo Neto!, Ana Isabel
Maduro', Tania Santiago™?, Maria Jodo Salvador"?
!Servico de Reumatologia, Unidade Local de Saude de
Coimbra, Coimbra, Portugal, “Faculdade de Medicina,
Universidade de Coimbra, Coimbra, Portugal

Background: Systemic sclerosis (SSc) is an im-
mune-mediated rheumatic disease characterised by
skin fibrosis and internal organs and vasculopathy.
Telangiectasias are dilated, non-inflammatory, super-
ficial postcapillary venules that occur in up to 70% of

SSc patients and may be associated with greater sys-
temic involvement.

Objective: To describe and compare the demographic
features, SSc subsets, and main clinical and immuno-
logical features in SSc patients with and without telan-
giectasias.

Materials and methods: Cross-sectional single-center
study including SSc patients fulfilling the ACR'1980,
ACR/EULAR2013 or LeRoy’s classification criteria,
followed in our University Hospital. Demographic fea-
tures, SSc subtype, cumulative clinical manifestations,
immunological characteristics, respiratory function
tests and nailfold capillaroscopy pattern were collect-
ed. The chi-squared test/Fisher test and Mann-Whit-
ney U test were used to compare the groups. P-value
<0.05 was considered statistically significant.

Results: A total of 158 patients were included. Telan-
giectasias were found in 50 (31.6%) patients. Of these,
90.0% (n=45) were female, and the median age was
54.0 (IQR 14.3) years. Patients with telangiectasias
had a longer disease duration [114.0 (IQR 96.0) vs 65.0
(IQR 105.0) months, p=0.017]. VEDOSS was the SSc
subtype least associated with telangiectasias (6.8 vs
29.8%, p<0.001). Regarding clinical manifestations,
there was a statistically significant higher proportion
of Raynaud phenomenon (100.0% vs 90.7%, p=0.031),
digital ulcers/pitting scars (40.0% vs 26.4%, p=0.040),
articular involvement (36.0% vs 20.4%, p=0.036), gas-
trointestinal involvement (42.0% vs 21.3%, p=0.007),
and a higher median in mRSS [7.0 (IQR 10.3) vs 4.1
(IQR 6.0), p=<0.001] in this group. No differences in
demographic characteristics, immunological features,
respiratory function tests and nailfold capillaroscopy
pattern were found between the groups (Table 1).
Conclusion: In this cohort, telangiectasias were pres-
ent in 50 (31.6%) patients. These patients represent a
subset of SSc with a significantly higher frequency of
Raynaud phenomenon, digital ulcers/pitting scars, ar-
ticular and gastrointestinal involvement, and increased
skin thickening. These findings suggest that telangi-
ectasias may be a more severe SSc disease marker and
potentially guide treatment decisions. However, fur-
ther prospective studies are needed.

241 - RHEUMATOID ARTHRITIS ACTIVITY
AND FUNCTIONAL CAPACITY WITH
ACUPUNCTURE IN COMPLEMENTARY
TREATMENT

Diana Seixas', Fatima Farinha?, Marcos Pacheco?®, Manuel
Laranjeira', Marilia Rua®

"Instituto de Ciéncias Biomédicas Abel Salazar, Porto,
Portugal, *Medicine Department / Rheumatology,
Faculdade de Medicina da Universidade do Porto (FMUP);
Rheumatology Service, Centro Hospitalar Universitario
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TO 236 - TABLE 1. Frequency of SSc-associated clinical manifestations and laboratory features in SS

patients with and without telangiectasis

Whole cohort

With telangiectasis n=50

Without telangiectasis

n=158 (100%)

Age at diagnosis, years (median IQR) 52.0 (15.3)
Disease duration, month (median IQR) 11.1 (11.0)
Sex (n [%])
- Female 135 (85.4)
- Male 23 (14.6)
Subtype (n [%])
- VEDOSS 37 (23.4)
- Limited cutaneous 91 (57.6)
- Diffuse cutaneous 30 (19.0)
Clinical features (n [%])
- Raynaud’s Phenomenon 148 (93.7)
- Skin thickening (mRSS) 4.0 (9.0)
- Digital ulcers or pitting scars 46 (29.1)
- Articular involvement 40 (25.3)
- Myositis 5(3.2)
- Gastrointestinal involvement 44 (27.8)
- Renal involvement 1(0.6)
- Interstitial lung disease 36 (22.8)
- Pulmonary arterial hypertension 22(13.9)
Laboratory features (n [%])
- Ant?nuclear antibodies 155 (98.1)
- Anti-centromere
) ) 94 (59.5)
- Anti-topoisomerase [ 33 (20.9)
- Anti-RNA polymerase III +Q 5')
- C Reactive Protein (median IQR) 06 ((‘) 6)
- Erythrocyte sedimentation rate 14 a 6' 0
(median IQR) ’
Respiratory Function Tests (median IQR)
: I1:)\1;(C:(é)o/(§nmol/mm/kpa\) 89 (28.2)
? 100 (27.4)
Nailfold capillaroscopy pattern (n [%])*
) f\iﬁie 32.20.3)
iy 35(22.2)
- Non-specific Lo
) Nomi’l 58 (36.7)
11 (7.0)

(31.6%) n = 108 (68.4%) p-value
54.0 (14.3) 51.5 (17.5) 0.284
114.0 (96.0) 65.0 (105.0) 0.017

45 (90.0) 90 (83.3)

5(10.0) 18 (16.7) 0-269

4(8.0) 33 (30.6) 0.002

34 (68.0) 57 (52.8) 0.072

12 24.0) 18 (16.7) 0274
50 (100.0) 98 (90.7) 0.031

7.0 (10.3) 4.1(6.0) <0.001

20 (40.0) 26 24.1) 0.040

18 (36.0) 22 20.4) 0.036

3(6.0) 2(1.9) 0327

21 (42.0) 2321.3) 0.007

1(2.0) 00 -
13 (26.0) 231.3) 0512
10 (20.0) 12(11.1) 0.133
49 (98.0) 106 (98.1) 1.000
31 (62.0) 63 (58.3) 0.662

10 (20.0) 231.3) 0.852

2(4.0) 2(1.9) 0.592

0.2 (0.6) 0.2 (0.6) 0922
16.0 (17.0) 13.0 (16.0) 0218
88.6 (34.0) 89.3 24.8) 0.781
112.9 24.8) 109.5 (24.0) 0.170

9(18.0) 23(21.3) 0.636

14 (28.0) 21 (19.4) 0222

8 (16.0) 8(7.4) 0.094

14 (28.0) 44 (40.7) 1121

3(6.0) 8 (7.4) 0.738

IQR: Interquartile range; VEDOSS: Very Early Diagnosis of Systemic Sclerosis. DLCO: Diffusing lung capacity for carbon monoxide; FVC: Forced vital capacity; *6
missings. Interstitial lung disease diagnosis was confirmed by chest high-resolution computed tomography. Pulmonary artery hypertension diagnosis was based on

echocardiography and/or right heart catheterisation evaluation.

S. Jodo (CHUS)J) - Porto, Porto, Portugal, *Rheumatology,
Centro Hospitalar Entre o Douro e Vouga, Santa Maria da
Feira, Portugal, “Department of Mathematics and CIDMA
- Center for Research & Development in Mathematics and
Applications, University of Aveiro, Aveiro, Portugal

Background: Nowadays, the RA treatment paradigm
is based on the treat-to-target strategy, where the target
is remission/decreased RA activity, as quickly and con-
sistently as possible. The complex pathophysiological
mechanism of RA is not yet fully understood, open-
ing the door to new requirements and therapies. Acu-
puncture, based on Traditional Chinese Medicine, has

emerged as a complement to the conventional treat-
ments already in place and is recommended by the
World Health Organization for its therapeutic effect.

Methods: Experimental, randomized, prospective and
controlled study. Research question: How does acu-
puncture affect the functional status and activity phase
of RA? The sample consists of 100 patients (50 Control
Group “CG” and 50 Experimental Group “EG”) who
underwent 8 consecutive weeks of acupuncture (20
minutes). Two evaluations were carried out: 1st evalua-
tion before the first complementary acupuncture treat-
ment (tcA) and 2nd evaluation: one week after the last
acupuncture treatment. Data collection: for 6 months.
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Evaluation Instruments: Questionnaire characteri-
zation sample; Disease Activity Score 28-CRP (DAS-
CRP); Health Assessment Questionnaire — Disability
Index (HAQ-DI). Statistical analyses: Software Rstudio
version 1.1.1003. Test hypotheses (significance level
a=0.05).

Results: In 2nd evaluation (after tcA), the average
DAS28-CRP value in the sample, decreased 4.19 to
3.74, which was explained by the reduction in EG (4.13
to 2.95), since in CG we observed an increase from
4.25 to 4.54. For a significance level of 0.05, the hy-

Variavel Amostra Grupo Teste de
Controlo Experimental  hipéteses
DAS28-CRP Média (SD) Média (SD) Média (SD) Valor-p
Primeira avaliagdo  4.192 (1.087) 4.245 (1.096) 4.139 (1.088) 0.629
Segunda avaliagdo  3.747 (1.371) 4.541 (1.279) 2.953 (0.936) <0.01
Graph1: DAS28-CRP~ 1+ Evaluation
Graph 2: DAS28-CRP — 2% Evaluation
2 —
9 B
Grupo de controlo Grupo expenmenl
Grupo
Variavel Amostra Controlo  Experimental ~ Teste de
hipéteses
articulagdes Média (SD) Média (SD) Média (SD) Valor-p
DOLOROSAS (AD)
Primeira avaliagio  6.810 (6.260)  7.580 (7.186)  6.040 (5.131) 0.221
Segunda avaliagdo  5.520 (6.203)  8.660 (6.951)  2.380 (3.050) <0.01
articulages Média (SD)  Média (SD)  Média (SD) Valor-p
TUMEFACTAS (AT)
Primeira avaliagdo  6.550 (5.783)  6.600 (5.945)  6.500 (5.676) 0.932
Segunda avaliagdo 4.770 (6.085)  7.720 (7.060)  1.820 (2.685) <0.01

Graph 3: DAS28-CRP, Tender Joints - 1+ Evaluation Graph:

DOLOROSAS

TUMEFACTAS
o 5 10 18 2 25

Graph & 'DAS28-GRP, Tender Joints - 2° Evaluation Graph6:  DAS28-CRP, Swollen Joints - 2° Evaluation

COLOROSAS

=
Grupo de Grupo experiments —
Variavel Amostra Grupo Teste de
Controlo Experimental  hipoteses
HAQ-DI Média (SD)  Média (SD)  Média (SD) Valor-p
Primeira avaliagdo  0.659 (0.513)  0.746 (0.563)  0.571 (0.445) 0.089
Segunda avaliagdo  0.577 (0.660)  0.888 (0.773)  0.265 (0.290) <0.01

Graph7:  score HAQ-DI~ 1% Evaluation Graph8:  score HAQ-DI - 2% Evaluation

TO 241 - Figure 1.

pothesis test applied enables us to reject the similarity
between the mean DAS28-CRP values of the CG and
EG after treatment, as the p-value is significantly lower
than 0.05 (p <0.01).

By counting the 28 joints, we verified that the average
value of tender (T]) and swollen joints (S]) decreased
overall from the 1st to the 2nd evaluation (T] 6.81 to
5.52) and (§] 6.55 to 4.77). The p-values of the hypoth-
esis tests allow us to conclude that in the 1st evaluation
the CG and the EG were similar (p 0.22 and p 0.93), i.e.
for a significance level of 0.05 it is not possible to reject
the null hypothesis that the means of the two groups
were equal. For the means obtained in the 2nd evalu-
ation and after the tcA, the p-value obtained (p <0.01)
enables us to assume a difference between the means of
the two groups, control and experimental.

After the tcA, the mean value of the HAQ-DI score fell
(0.65 to 0.57) due to the decrease in the mean value
in the SG (0.57 to 0.26), while in the CG there was
an increase (0.74 to 0.88). The hypothesis test applied
allowed us to rule out the similarity between the mean
HAQ-DI values in the groups, as the p-value (p <0.01)
was significantly lower than 0.05.

Conclusions: Acupuncture was shown to influence the
results of the DAS28-CRP, with the final score chang-
ing from “Moderate Activity” to “Low Activity” after
tcA. The count of the 28 joints obtained statistically
significant results after tcA, with a decrease of 60% in
TJ and 70% in SJ. Patients in the EG showed a 50%
decrease in the HAQ-DI score, with a score close to 0,
classified as “No Difficulty” in performing activities of
daily living. Acupuncture was shown to influence the
relief of acute pain complaints and over time, as well
as contributing to a significant reduction in functional
disability in RA patients undergoing tcA, highlighting
its effectiveness in managing and controlling the dis-
ease, which could produce prolonged effects and con-
tribute to the benefits of sustained RA remission.

242 - PRODUCTIVITY LOSS IN
PORTUGUESE PATIENTS WITH SYSTEMIC
SCLEROSIS

Susana P. Silva' %, Pedro Miguel Teixeira"?, Carolina
Vilafanha' ?, Carolina Mazeda' %, Gisela Eugénio'?,
Anabela Barcelos' 2

'"Rheumatology Department, Unidade Local de Saude
Regido de Aveiro, Aveiro, Portugal, ?Centro Académico
Clinico Egas Moniz Health Alliance, Portugal, Aveiro,
Portugal

Introduction: Systemic Sclerosis (SSc) is a chronic au-
toimmune disease which can affect patients on work-
ing age and have a significant impact on work produc-
tivity and quality of life. In Portugal, no study evaluat-
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TO 242 - TABLE 1. Clinical and demographic
characteristics of patients with Systemic
Sclerosis according to work status.
Employed Retired Unemployed, not
(n=16) (n=21) retired (n=3)
Age (years),
median (min-méx) 53.50 (29-67) 70 (56-83) 62 (59-63)
Female: n (%) 14 (41.2%) 17 (50%) 3(8.8%)
Disease subtype
Limited 13 (81.3%) 14 (66.7%) 2 (66.7%)
Diffuse 2(12.5%) 6(28.6%) 0(0)
VEDOSS 0(0) (0) 1(33.3%)
Sine scleroderma 1(2.5%) 1(2.5%) 0(0)
Years of disease,
median (min-méx) 450 (1-11) 10 (2-19) 7 (2-10)
25.72 25.71 24.46
Cety RS (e (20.55-41.41) (16.12-32.03) (24.30-26.17)
Disease manifestations
Digital ulcers 3(18.8%) 10 (47.6%) 0(0)
Calcinosis 1(6.3%) 5(23.8%) 0(0)
Synovitis 0(0) 3(14.3%) 0(0)
Interstitial Lung Disease 2(12.5%) 8(38.1%) 0(0)
Pulmonary Hypertension 0(0) 3(14.3%) 0(0)
Gastro-intestinal involvement 8(50.0%) 13 (61.9%) 1(33.3%)
Rodnan score (mRSS),
median (min-max) 7(0-28) 6 (0-24) 14 (0-18)
SHAQ
Gastro-intestinal symptoms 0(0-2.70) 0(0-1.80) 0(0-1.50)
Respiratory symptoms 0(0-1.80) 0(0-2.70) 0(0-0.90)
Raynaud phenomenon 0.45 (0-2.40) 0.60 (0-2.70) 0.60 (0-0.90)
Ulcers 0(0-0.90) 0(0-2.70) 0(0-0)
Global 0.30 (0-2.10) 1.80 (0-2.70) 1.20 (0-90-1.50)
N . . 0.8833 0.4285 0.5546
EQSD, median {min-méx) (0.2894-1.000)  (0.1644-03547)  (0.0068-0.6499)
FACIT, median (min-max) 48 (24-52) 29 (15-50) 30 (14-38)
PGA VAS, median (min-max) 1(0-7) 6(0-8) 5(3-6)
WPAI
Absenteeism 0(0-14.29)
Presenteeism 0(0-70)
owl 0(0-73.33)
DAI 20 (0-70.0)

ing productivity in SSc with a validated questionnaire
has yet been performed.

Material and Methods: We conducted a cross-sec-
tional study on patients, aged >18, who fulfilled the
ACR/EULAR 2013 classification criteria for SSc. So-
cio-demographic and clinical data were collected. To
assess work productivity, we applied the questionnaire
Work Productivity and Activity Impairment General
Health (WPAI), with the calculation of 4 productivity
parameters: absenteeism (A), presenteeism (P), overall
work impairment (OWTI) and daily activity impairment
(DAI). Patients also answered the Scleroderma Health
Assessment Questionnaire (SHAQ), Patient Global As-
sessment through visual analog scale (VAS PGA) and
the health-related quality of life questionnaire EQ-5D.
Spearman’s correlation (rs) was used to evaluate the va-
lidity of WPAL

Results: Forty patients (median age of 62 (29-83) years
old; 85% female) agreed to participate in this study.
Most of the patients had limited systemic sclerosis.
Table 1 summarizes clinical and demographic char-
acteristics according to work status. Less than half of
the patients were employed (n=16; 40%) and they were
younger and had a shorter duration of disease. Retired
patients had also more organ involvement.

Regarding SSs symptoms, gastro-intestinal symptoms
(A: 15=0.833 (p<0.001); P: rs=0.574 (p=0.020); OWTI:
1s=0.598 (p=0.014); DAL rs=0.345 (p=0.029), respira-
tory symptoms (A: rs= 0.894 (p<0.001); P: rs=0.615

(p=0.011); OWTI: 1s=0.640 (p=0.008); DAI: rs=0.686
(p<0.001)), and global impact (A: rs=0.663 (p=0.004);
P: 1s=0.687 (p=0.003); OWTI: 1s=0.689 (p=0.003); DAL:
rs=0.796 (p<0.001)) correlated with all 4 parameters
of WPAL Raynaud Phenomenon correlated with A
(rs=0.552 (p=0.022)) and DAI (rs=0.421 (p=0.007))
and digital ulcers with P and OWI (rs=0.507
(p=0.045)). FACIT and EQ5D correlated negatively
with WPAT (FACIT - A: rs=-0.734 (p<0.001); P: rs=-
0.790 (p<0.001); OWTI: rs=-0.794 (p<0.001); DAL rs=-
0.709 (p<0.001); EQ5D — A: 1s=-0.673 (p=0.003); P:
rs=-0.585 (p=0.017); OWTI: rs=-0.590 (p=0.016); DAIL:
rs=-0.834 (p<0.001)). HAQ (A: 1s=0.966 (p<0.001);
P: 1s=0.857 (p=0.014); OWIL: rs=0.857 (p=0.014);
DAT: 15=0.559 (p=0.007)) and PGA VAS (A: rs=0.741
(p<0.001); P: 1s=0.523 (p=0.037); OWIL: r1s=0.539
(p=0.031); DAIL: 1s=0.762 (p<0.001)) also showed asso-
ciation with WPAI.

Conclusion: This study is the first to describe SSc-re-
lated work impairment in Portugal, using a validated
tool. Despite the limitations, moderate to strong cor-
relations were found between WPAI parameters and
different health outcome measures, strengthening the
validity for use in SSc. Bigger cohorts are needed to
confirm these results.

249 - INCREASED BODY MASS INDEX
AND FAT MASS ARE ASSOCIATED

WITH HIGHER SYMPTOM BURDEN AND
REDUCED SALIVARY FLOW IN PATIENTS
WITH SJOGREN’S DISEASE
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Mariana Manata', Ana Hernando', Nikita Khmelinskii* >,
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Introduction: Sjogren’s disease (SjD) oral symptoms
cause major discomfort and reduce patient’s quality of
life. In addition, it can also impair dietary intake and
impact the patient’s nutritional status, leading to nu-
tritional risk and body composition alterations. Lim-
ited evidence suggests that SjD patients have higher
consumption of fatty foods and a lower carbohydrate
intake, possibly related to difficulties in mastication
and swallowing. This might increase the percentage
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of body fat and body weight, while reducing muscle
mass.

Objectives: We aimed to explore the relationship be-
tween nutritional status, dietary pattern and symptom
severity in patients with SjD.

Methods: Cross-sectional study including patients ful-
filling ACR/EULAR 2016 criteria for SjD. We assessed
symptom burden and disease impact using validated
questionnaires such as the EULAR Sjogren’s Syndrome
Patient Reported Index (ESSPRI; pain, fatigue, dryness),
Xerostomia Inventory (XI; oral dryness degree/impact)
and the EULAR Sicca Score (ESS; oral/ocular dryness
severity). Bodyweight and height were determined us-
ing a digital scale and a stadiometer, respectively. Body
mass index (BMI) was calculated as weight/hight2 (kg/
m?2) and classified according to the World Health Orga-
nization cut-off values. Body fat mass percentage (FM)
was measured by bioelectrical impedance analysis
using a Bodystat QuadScan 4000 equipment. Adher-
ence to the Mediterranean Diet (AdhMD) was evalu-
ated using the PREDIMED 14-item questionnaire, and
classified as high (=11 points), moderate (9-10 points),
and low (0-8 points), low AdhMD. Further, we com-
pared patients with normal or reduced unstimulated
salivary flow using Pearson and Spearman correlation
analyses, or Student’s T-test / Mann-Whitney U Test,

TO 249 - TABLE 1. Clinical and
sociodemographic characteristics of the study
participants
Whole Normal Reduced
sample salivary salivary p-value
(n=70) flow (n=36) flow (n=34)
Age (years), median(IR) 58.0(17.0) | 54.0(24.0) 59.0(12.0) 0.106°
Female, n (%) 69(98.6) | 35(97.2)  34(100.0) 0.328°
Disease duration (years), median(IR) 8.0 (12.0) 9.0(13.0) 8.0(11.0) 0.509°
ANA, n (%) 63(90.0) | 34(94.4)  29(85.3) 0.202¢
Anti-Ro, n (%) 60 (85.7) 33(91.7) 27(79.4) 0.143¢
Anti-La, n (%) 37(52.9) 23(63.9) 14 (41.2) 0.057¢
Rheumatoid factor, n (%) 40(57.1) 20 (55.6) 20(58.8) 0.888¢
Schirmer’s | test <5mm/5min, n(%) 26(37.1) 9(25.0) 17 (50.0) 0.029¢
ESSDAI, median(IR) 1.0(2.0) 1.5(3.0) 0.0(2.0) 0.047°
BMI, meantSD 27.0£4.9 25.943.4 28.1+5.8 0.056°
BMI classification
Underweight, n(%) 2(2.9) 2(5.6) 0(0.0)
Normal weight, n(%) 24(34.3) 13 (36.1) 11(32.4)
Overweight, n(%) 28(40.0) 16 (44.4) 12(35.3) 0.148"
Obesity class |, n(%) 11(15.7) 5(13.9) 6(17.6) )
Obesity class II, n(%) 4(5.7) 0(0.0) 4(11.8)
Obesity class I1l, n(%) 1(1.4) 0(0.0) 1(2.9)
Fat mass, meantSD 39.1+7.3 37.3+6.4 41.147.8 0.029¢
Fat mass classification*
Normal, n(%) 5(7.1) 3(8.3) 2(5.9) 0691
Excess, n(%) 65 (92.9) 33(91.7) 32(94.1)
PREDIMED score, median (IR) 8.5(3.0) 8.0(3.0) 9.0(2.0) 0.886°
PREDIMED classification
Low AdhMD, n(%) 36(51.4) | 21(58.3)  15(44.1)
Moderate AdhMD, n (%) 28(400) | 12(333)  16(47.2) 0.469¢
High AdhMD, n (%) 6(8.6) 3(8.3) 3(8.8)
ESSPRI score, mean+SD 59+2.1 5.6£2.0 6.312.2 0.183¢
ESS score, mean+SD 5.8+2.3 55424 6.1+2.2 0.238°
Xl score, mean+SD 38.0+£9.7 35.9+£10.3 40.2+8.7 0.062¢
*FM was classified according to the Bodystat QuadScan 4000 equipment reference values.
Mann-Whitney U Test
5Chi-squared test
CStudent’s T-test
Abbreviations: ANA: Antinuclear antibody; AdhMD: Adherance to the Mediterranean Diet; BMI: Body
Mass Index (kg/m?); ESS: EULAR Sicca Score; ESSPRI: EULAR Sjdgren’s Syndrome Patient Reported Index; FM:
Fat mass percentage; PREDIMED: SD: standard deviation; IR: Interquertil range; RF: Rheumatoid factor;
XI: Xerostomia. Missing data: FR (n=69); Schirmer’s test (n=61); ESSDAI (n=62)

as appropriate. Mean+ standard deviation or median
(interquartile range) are displayed according to data
distribution. P-value was deemed significant at <0.05.
Results: A total of 70 patients with SjD (98.6% wom-
en; median age 58.0(17.0) years) with a median dis-
ease duration of 10.5+8.5 years were included (Table
1). Mean BMI and FM were 27.0+4.9 and 39.1+7.3,
respectively. Most patients in our sample were over-
weight (40.0%) and 22.8% were obese. Median (in-
terquartile range) AdhMD was 8.5 (3) points. More
than half of our sample had a low (51%) or moderate
(40.0%) AdhMd. Only a minority had high AdhMD
(8.6%). Higher FM was positively and significantly cor-
related with ESSPRI (r=0.307; p=0.010), ESS (1=0.286;
p=0.017) and XI (r=0.292; p=0.014). A higher BMI was
also correlated with ESSPRI (1=0.342; p=0.004) and XI
(r=0.275; p=0.021) scores, and a trend was observed
with ESS (r=0.234; p=0.052). Patients with reduced
unstimulated salivary flow had higher FM (41.1+7.8 vs
37.3+6.4, p=0.029) and a trend for higher mean BMI
(28.1+5.8 vs 25.9+3.5; p=0.056) compared to patients
with preserved exocrine function. No correlations
were found between AdhMD and ESSPRI, XI or ESS.
Further, AdhMD was similar between patients with
normal or reduced salivary flow (p=0.886).
Conclusion: Overall, higher body mass index and, es-
pecially, higher adiposity were associated with higher
SjD symptom burden and reduced exocrine function.
Adherence to a Mediterranean diet did not seem to de-
crease disease impact. These results suggest that body
composition changes may be associated with worse
clinical outcomes in SjD, an hypothesis that warrants
further investigation in larger studies.

251 - PREDICTORS OF FLARE OF
INTERSTITIAL LUNG DISEASE IN
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Policlinico S. Matteo Foundation, Pavia, Italy

Background: Idiopathic Inflammatory Myopathies
(ITMs) are heterogeneous systemic rheumatic disor-
ders characterized by muscle inflammation. Interstitial
lung disease (ILD) is the most common extramuscular
manifestation, being present in 75%, and is the major
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TO 251 - TABLE 1. Clinical and serological
characteristics of patients with Idiopathic
Inflammatory
Characteristics ILb |r;r::::)sslon Fla(:‘e=¢:f7l)LD p-value
Age (years), med (min-max) 63 (34-83) 70 (52-81) 0.069
Dis.ease duration (months), med 69(71-312) 74 (16-148) 0.282
(min-max)
Gender 0.903
Female 29 (63.0%) 11 (64.7%)
Male 17 (37.0%) 6 (35.3%)
Smoking status 0.119
Never 26 (56.5%) 14 (82.4%)
Active smoker 8(17.4%) 2(11.8%)
Ex-smoker 12(26.1%) 1(5.9%) 0.377
Age at diagnosis 57 (30-80) 62 (77-78) 0.049
Diagnosis 0.332
Dermatomyositis 11(23.9%) 5(29.4%)
Polymyositis 1(2.2%) 2(11.8%)
Anti-synthetase syndrome 31(67.4%) 10 (58.8%)
Escleromyositis 3(6.5%) 0(0.0%)
Antibodies
Anti-Mi2 0(0.0%) 1(100.0%) 0.270
Anti-SAE 1(100.0%) 0(0.0%) 0.540
Anti-MDA5 8(17.4%) 4(23.5%) 0.582
Anti-JO1 24 (52.2%) 10 (41.2%) 0.438
Anti-PL12 1(2.2%) 0(0.0%) 0.426
Anti-PL7 5(10.9%) 3(17.6%) 0.473
Anti-EJ 1(2.2%) 0(0.0%) 0.540
Anti-PM/Scl 4(8.7%) 0(0.0%) 0.567
Anti-Ro52 18 (39.1%) 6(35.3%) 0.781
Seronegative 1(2.9%) 1(10.0%) 0.923
Other manifestations
Myositis 28 (60.9%) 11(64.7%) 0.781
Dysphagia 9 (20.0%) 5(29.4%) 0.429
Diaphragm paralysis 2 (4.4%) 1(5.9%) 0.814
Arthritis 29 (63.0%) 8 (47.1%) 0.253
Skin involvement
Mechanic hands 17 (37.0%) 4(23.5%) 0.316
Heliotrope rash 4 (8.7%) 3(17.6%) 0.316
Gottron 13(28.3%) 2(11.8%) 0.172
V-neck sign 4(8.7%) 1(5.9%) 0.714
Raynaud phenomenon 16 (34.8%) 5(29.4%) 0.688
Capillaroscopy 0.944
Normal 4(22.0%) 1(20.0%)
Unspecific 5(27.8%) 2 (40.0%)
Early scleroderma pattern 1(5.6%) 0(0.0%)
Active scleroderma pattern 7 (38.9%) 2 (40.0%)
Late scleroderma pattern 1(5.6%) 0(0.0%)
Digital ulcers 5(10.9%) 1(5.9%) 0.549
Cutaneous sclerosis 4 (8.7%) 0(0.0%) 0.209
Myocarditis 2 (4.3%) 1(5.9%) 0.800

determinant of morbidity and mortality in IIM. Since
recurrence is not uncommon and may result in pro-
gression of pulmonary fibrosis, maintaining ILD in
remission is critical. However, recurrence of ILD is
usually unpredictable and little is known about its rel-
evant risk factors. We aimed to identify risk factors for
recurrence of ILD in patients with IIM.

Methods: This retrospective observational study in-
cluded patients with 1IM according to the 2017 ACR/
EULAR Classification Criteria, with ILD, observed in
the Rheumatology-Pneumology visits between March
2023 and March 2024. Patients with anti-aminoa-
cyl-tRNA synthetase antibodies were diagnosed with
Anti-Synthetase Syndrome (ASyS). Clinical and sero-
logical variables were collected. ILD flare was consid-
ered when patients had at least two of three chang-
es: clinical worsening and/or radiological and/or
functional progression, such as a worsening of 10%
in FVC and/or 20% in DLCO, during a period of 24
months. The variables” associations were tested using
the Chi-Square Test or Fischer’s Exact Test, ANOVA or

Kruskal-Wallis test, as appropriate. Independent pre-
dictors of ILD recurrence, adjusted for sex and age at
diagnosis, were identified through binomial logistic re-
gression modelling. SPSS v. 27 was used for statistical
analysis, and the significance level will be defined as
2-sided p<0.05.

Results: We included 71 patients, 45 (63.4%) females,
of which 48 (67.6%) had ASyS, 17 (23.9%) had Der-
matomyositis (DM), 3 (4.2%) had Polymyositis and 3
(4.2%) had Escleromyositis). The median age at diag-
nosis was 58 (min 27 — max 83) years, and the median
disease duration at the last follow-up was 66.5 (min
8 — max 312) months. In our cohort, 17 (27.0%) pa-
tients had an ILD flare with the need for therapy: 10
(58.8%) had ASyS, 5 (29.4%) had DM and 2 (11.8%)
had PM. We didn't find differences between 1IM sub-
groups either in antibody status (Table 1). Compared
to other 1IM patients who didn’t have a flare of ILD,
patients with a flare of ILD were older at disease onset
(57 (30-80) vs. 62 (77-78), p=0.049) and had more fre-
quently cancer (2 (4.3%) vs. 4 (23.5%), p=0.041). We
didn’t find statistical differences between the disease
duration at the last follow-up. Smoking status was not
statistically different between groups. Clinically, there
were no differences regarding the frequency of myosi-
tis, arthritis, cutaneous involvement, Raynaud’s phe-
nomenon, myocarditis, or pulmonary hypertension.
In the multivariate analysis, active smoking (OR 18.99
(1.16-310.53), p=0.030) was an independent predictor
of ILD flare in IIM patients, regardless of sex and age
at diagnosis. ILD flares were treated with nintedanib
(16.9%), cyclosporine (11.3%), rituximab (8.5%), my-
cophenolate (2.8%), azathioprine (2.8%), intravenous
immunoglobulin (2.8%), and baricitib (1.4%).
Conclusion: In our cohort, active smoking was an in-
dependent predictor of ILD flare. We didn’t find dif-
ferences in myositis subgroups nor antibodies such as
ARS, anti-MDAS5, or anti-Ro52, as described in the lit-
erature. However, studies in larger cohorts are needed
to confirm possible predictors of ILD flare in IIM. As in
other rheumatological conditions, clinicians should be
particularly alert to smoking status, which is a known
cause of disease worsening, especially in lung involve-
ment.
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Introduction: TLupus erythematosus (SLE) and
Sjogren’s syndrome (SjS) present overlapping clinical
features and immunological biomarkers. They share
several aspects from the immunopathology point of
view and can concomitantly affect the same patient in
15% of cases. In some cases, primary SjS (pSjS) and
SLE differential diagnosis is not always easy to be per-
formed. Therefore, we aim to evaluate clinical, serolog-
ical, immunological, and therapeutical differences be-
tween patients with SLE, pSjS, and SLE + SjS to better
understand their differences, overlapping characteris-
tics, and outcomes.

Methods: This retrospective observational study in-
cluded patients with SLE according to the 2012 Sys-
temic Lupus International Collaborating Clinics
(SLICC) and/or 2019 ACR/EULAR Classification Crite-
ria for SLE, and patients classified with pSjS according
to the 2016 ACR-EULAR Classification Criteria for SjS,
who were observed at the Rheumatology Department
between March 2023 and March 2024. Patients who
fulfilled both the SLE and SjS classification were classi-
fied as SLE-SjS. Variables’ associations were tested us-
ing the Chi-Square Test or Fischer’s Exact Test, ANO-
VA, or Kruskal-Wallis test, as appropriate, followed
by post-hoc analysis in case of statistical significance,
with Bonferroni correction, while considering SLE pa-
tients as the reference group. SPSS v. 27 was used for
statistical analysis, and the significance level will be
defined as 2-sided p<0.05.

Results: We included 283 patients, of whom 121 had
SLE (%), 131 had pSjS (%), and 31 SLE + SjS (2%). Pa-
tients’ characteristics are described in Table 1. In com-
parison to SLE patients, the SLE-SjS group was older
at inclusion and onset and had a longer disease course.
Sicca syndrome, Raynaud phenomenon, and intersti-
tial lung disease were more frequent in patients with
primary SjS and SLE-SjS than SLE only. Contrariwise,
patients with SLE and SLE-SjS had more cutaneous
involvement, more precisely acute cutaneous lupus,
alopecia, oral aphthous, glomerulonephritis, arthritis,
and cytopenia. Serositis and hemolytic anemia were
more prominent in the SLE-only group. Anti-SSA, an-
ti-SSB, RF, and gammaglobulinemia were higher in the
SjS and SLE-SjS groups. Conversely, hypocomplemen-
temia, anti-dsDNA, and anti-phospholipid antibodies
were observed more in SLE patients. When analyzing

TO 258 - TABLE 1. Clinical characteristics of
patients with Systemic Lupus Erythematosus
(SLE), Sjogren Syndrome (SjS), and SLE with
secondary SjS
Characteristics SLE (n=121) SjS (n=131) SLE-SjS (n=31) p-value
Age atinclusion 49 (20-87) 63 (23-89) 57 (26-83) <0.001*
Ref <0.001* 0.004*
Female 105 (86.8%) 119 (90.8%) 31(100%) 0.083
Age at onset 34 (15-75) 50 (16-85) 41.5(18-72) <0.001*
Ref <0.001* 0.224
Disease duration 11(1-40) 9(1-37) 17 (3-44) 0.038*
Ref 0.015* 0.112
Manifestations
Cutaneous involvement 51(42.1%) 14 (10.7%) 16 (51.6%) <0.001*
Ref <0.001* 0.003*
Acute cutaneous lupus 46 (38.0%) 8(6.1%) 16 (51.6%) <0.001*
Ref <0.001* <0.001*
Subacute cutaneous lupus 2(1.7%) 1(0.8%) 0(0.0%) 0.724
Chronic cutaneous lupus 4(3.3%) 2(1.5%) 1(3.2%) 0.537
Oral ulcers 32 (26.4%) 8(6.1%) 4(12.9%) <0.001
Ref <0.001* 0.689
Nasal ulcers 5(1.8%) 0(0.0%) 0(0.0%) 0.045*
Ref 0.009* 0.424
Sicca syndrome 10 (8.3%) 121 (92.4%) 29 (93.5%) <0.001*
Ref <0.001* <0.001*
Alopecia 29 (24.0%) 5(3.8%) 4(12.9%) <0.001
Ref <0.001 0.920
Raynaud phenomenon 28 (23.1%) 25(19.1%) 13 (41.9%) 0.026*
Ref 0.110 0.009*
Interstitial lung disease 1(0.8%) 13 (9.9%) 3(9.7%) 0.007*
Ref 0.002* 0.009*
Pulmonary hypertension 0(0.0%) 1(0.8%) 1(3.2%) 0.207
Serositis 30 (24.8%) 3(2.3%) 4(12.9%) <0.001*
Ref <0.001* 0.976
Cardiac involvement 4(3.3%) 1(0.8%) 1(3.2%) 0.259
Glomerulonephritis 43 (35.5%) 5(3.8%) 9(29.0%) <0.001*
Ref <0.001* 0.190
Interstitial nephritis 0(0.0%) 0(0.0%) 1(3.3%) 0.106
Central nervous system 5(4.1%) 3(2.3%) 1(3.2%) 0.624
involvement
Peripheral nervous 0(0.0%) 5(3.8%) 1(3.2%) 0.071
involvement
Vasculitis 12 (9.9%) 11(8.4%) 3(9.7%) 0.912
Arthritis 97 (80.2%) 62 (47.3%) 22 (71.0%) <0.001*
Ref <0.001* 0.390
Myositis 1(0.8%) 2(1.5%) 0(0.0%) 0.716
Gastrointestinal 5(4.1%) 4(3.1%) 1(3.2%) 0.899
involvement
Fever 23 (19.0%) 6 (4.6%) 3(9.7%) 0.001*
Ref <0.001* 0.764
Lymphadenopathy 12 (9.9%) 18(13.7%) 4(12.9%) 0.639
Weight loss 2(1.7%) 3(2.3%) 1(3.2%) 0.718
Glandular tumefaction 0(0.0%) 21(16.0%) 3(9.7%) <0.001*
Ref <0.001* 0.803
Fatigue 17 (14.0%) 16 (12.2%) 6(19.4%) 0.580
Hemolytic anemia 21(17.4%) 4(3.1%) 0(0.0%) <0.001*
Ref 0.001* 0.066
Thrombocytopenia 30 (24.8%) 6 (4.6%) 5(16.1%) <0.001*

differences between SLE patients with and without
SSA/Ro, we found that patients with SSA/Ro had more
sicca syndrome, oral aphthous, hypergammaglobu-
linemia, anti-Sm, anti-SSB/La, and Rheumatic Factor.
Conversely, lupus anti-coagulant was more seen in the
group of SLE without anti-SSA/Ro. No differences were
found in disease activity and damage scores between
groups. Regarding treatment, more patients with SLE
were treated with steroids, hydroxychloroquine, and
immunosuppressants.

Discussion/Conclusion: As expected, despite having
similar clinical and serological findings, patients with
SLE and SjS present them in different proportions.
Furthermore, SLE-SjS presented as a subgroup of pa-
tients with clinical and serologic features found both
in SLE and SjS patients. Besides sicca syndrome and
oral aphthous, we found that patients with SLE and
anti-Ro/SSA were also more similar to SjS than patients
without it. This raises the possibility of both condi-
tions being part of the same spectrum, with possibly
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different immunological characteristics. More studies
are needed to understand the underlying pathophys-
iology and biomarkers to improve the management of
these patients.
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Background: Acute pericarditis is a common condi-
tion in the Emergency Room (ER). It is well known that
several connective tissue diseases are associated with
acute pericarditis and is a poor prognostic factor. We
aim to assess whether the presence of antinuclear-an-
tibodies (ANAs) in patients with acute pericarditis is
associated with prognosis.

Methods: We performed a retrospective analysis of
adult patients admitted to Cardiology ER in our hos-
pital centre with the diagnosis of acute pericarditis
and a request for ANA, from 2009 to 2019. ANAs
levels were assessed by indirect immunofluorescence
on HEp-2 (human epithelial type 2) cells, with ANA
positivity defined as a titre of > 1:160. ANA patterns
were classified using the International Consensus on
Antinuclear Antibody (ANA) Patterns (ICAP). We eval-
uated the duration of hospitalisation, decision of hos-
pital follow-up, previous diagnosis of an auto-immune
disorder (AID) and new AID diagnosis within 5-year
follow-up. Quantitative data were expressed as either
mean + standard deviation or median and interquartile
range and categorical data as {requencies and percent-
ages. Groups were compared using the Student T-test
or Mann-Whitney U test for continuous variables and
Pearson’s %2 test for categorical variables.

Results: From the 192 patients admitted to the Cardi-
ology UD with acute pericarditis, ANA was requested
in 48 patients and came back positive in 25. Gender
(73,3% female) and age (mean 48 years-old) were sim-
ilarly distributed between the ANA positive and nega-
tive groups. In the positive ANA group (n=25), 10 had
a previously known AID (3 undifferentiated connec-
tive tissue disease, 3 systemic lupus erythematosus,
1 Sjogren syndrome, 1 systemic sclerosis, 1 auto-im-
mune hepatitis and 1 inflammatory bowel disease). In
the ANA negative group (n=23), 4 patients had known
AID (2 auto-immune thyroiditis, 1 rheumatoid arthri-
tis and 1 pulmonary alveolar proteinosis).

Among patients without AID (n=34), ANA positivi-

ty (n=15) did not influence duration of hospitaliza-
tion (p=0,433) or decision for hospital follow-up (p =
0,683). No new diagnosed episodes of pericarditis oc-
curred in the subsequent 5 years in any of the patients.
In the ANA-positive group one case of autoimmune
hemolytic anaemia was observed within 5 years after
the occurrence of pericarditis. No other new diagno-
sis of AID were made in this group. Surprisingly, in
the ANA-negative group, one patient developed posi-
tive anti-centromere antibodies and was recently diag-
nosed with undifferentiated connective tissue disease,
and a second one had recurring anterior uveitis.
Discussion: Positive ANA in acute pericarditis pa-
tients with no known AID do not correlate with worst
outcomes at hospitalisation and 5-years follow-up. In-
terestingly, no new AID diagnoses were made in the
ANA-positive group but one ANA-negative patient de-
veloped systemic sclerosis (and ANA positivity). These
results indicate that, while ANAs are common in pa-
tients with acute pericarditis, their presence does not
imply a worse prognosis, nor does their absence com-
pletely rule out the possibility of future AID.

260 - CALCIUM PYROPHOSPHATE
CRYSTALS IN SYNOVIAL FLUID IN A
TERTIARY HOSPITAL CENTRE - CLINICAL,
BIOCHEMISTRAL AND IMAGIOLOGICAL
CORRELATIONS

Jodo Alexandre Oliveira', Fernando Albuquerque', Maria
Jodo Cadorio', André Saraiva', JAP da Silva', Mariana Luis!
'"Rheumatology Department, Unidade Local de Saude de
Coimbra, Coimbra, Portugal

Background: Calcium pyrophosphate deposition dis-
ease (CPPD) is caused by the deposition of calcium py-
rophosphate dihydrate crystals (CPC) in the connec-
tive tissues, leading to acute or chronic arthritis and
progression to osteoarthritis.

Methods: We requested records of all synovial fluid
samples sent to our pathology laboratory from 2019 to
2023. We reviewed clinical records in search for sec-
ondary causes of CPPD and clinical and/or imagiolog-
ical signs of CPPD.

Results: From a total of 1010 synovial fluid samples re-
ceived in this period, search for crystals was request-
ed in 654 (64,8%), with CPC being identified in 25 (2
from the same patient). Most patients were male (60%),
aged 49 to 98 years, with mean of 77,2 years. Half the
cases (52%) were observed in the Urgency Department,
28% in the Rheumatology outpatient clinic and 20%
in different wards. Synovial fluid aspiration was done
in the knee in all but one case (elbow). The aspiration
was performed due to acute arthritis of the joint. Most
patients (72%) presented with recurrent episodes of ar-
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TO 260 - Table 1. Biochemistry parameters in patients with calcium pyrophosphate deposition disease
Biochemistry parameters Avai(l;l;ility Minimum  Maximum Mean (SD) Reies:r;:ﬁ;z;l;el’; on
Calcium (mg/dL) (N = 23) 92 8,3 9,9 9,1+0,5 8,8-10,6
Phosphate (mg/dL) (N = 7) 28 2.4 4,8 3,4+0,8 25-45
Magnesium (mg/dL) (N = 8) 32 1.6 2.2 1,9+0,21 19-25

Deficiency < 10
Cholecalciferol (ng/mL) (N = 5) 20 7,6 26 18,1+7,1 Insufficiency 10 -30
Sufficiency > 30
Parathormone (pg/mL) (N = 6) 24 49 335 114,7+112.6 9-72
Alkaline phosphatase (U/L) (N =) 84 32 637 124+138,8 30-120
Ferritin (ng/mL) (N = 4*) 16 63,6 378,1 180,6+136,5 30 - 300
Thyroid stimulating hormone (nUl/mL) (N = 14) 56 <0,004 38 19+1,1 0,4 -40
Uric acid (mg/dL) (N = 13) 52 <1,0 7.7 51+1,8 2,6-6,0
C reactive protein (mg/dL) (N = 21*) 84 0,05 20,31 5,6+6,1 < 0,50
Erythrocyte sedimentation rate (mm/1st hour) (N = 10%) 40 6 64 32,7+18,6 1-20
Total cell count on synovial fluid (cell/ pL) (N = 21%%) 84 152 135618 27075,5+32600,9 NA
N - number; NA —not applicable; SD - standard deviation; T - total. * Excluding 4 patients with simultaneous infections, * Excluding 2 patients with septic arthritis

thritis while the remainder had persistent polyarthritis.
Three patients had another rheumatic disease associated
(2 theumatoid arthritis, 1 pulmonary sarcoidosis and 1
tophaceous gout). Two patients presented with simulta-
neous septic arthritis of the same joint. One patient had
concomitant MSU crystals in the synovial fluid.

The most common biochemical disturbances found in
these patients were: hypocalcemia (n=12), hypomagne-
semia (n=3) and hyperparatirodism (n=2). Acute phase
reactants excluding patients with concomitant infec-
tions) were elevated in most patients (Table 1). Chon-
drocalcinosis was observed in the knee menisci, trian-
gular fibrocartilage complex and pubic symphysis in
17, 5 and 3 patients, respectively. Ultrasound examina-
tions (availability 24%), had signs of chondrocalcino-
sis in all, except one case. Additionally, osteoarthrosis
(defined as present if the Kellgren and Lawrence score
is 22) of the knee or wrist was observed in all patients
with available radiographs (76% and 36% of patients,
respectively). Four patients had total knee replacement
of at least one knee. Evidence of calcific tendinopathy
of the rotator cuff was found in 3 cases. The diagnosis
of DPPC was previously known in only 3 cases. Based
on the presence of CPC in synovial fluid analysis in
patients with acute arthritis of a joint, all patients met
the 2023 ACR/EULAR classification criteria for CPPD.
Interestingly, if the criteria were applied based solely
on clinical history and imaging exams (without crys-
tal analysis in synovial fluid), 80% of patients would

still meet the classification criteria. Lastly, of the 18 pa-
tients not already in Rheumatology consultation, only
3 were referred for consult.

Discussion: Most patients where CPC was identified
in the synovial fluid after arthrocentesis were mid-
dle-aged men with acute knee arthritis. The presence
of another rheumatic disease and disturbances of phos-
phate-calcium metabolism are common. Imagiological
evidence of chondrocalcinosis and osteoarthritis were
prevalent, emphasising the importance of imaging in
the assessment of CPPD. Indeed, most patients still met
the 2023 ACR/EULAR classification criteria for CPPD
even without considering the presence of CPC crys-
tals. A thorough study of metabolic causes was rare,
and occurred (with one exception) in patients followed
in Rheumatology consultation. Despite these findings,
referral to Rheumatology was limited, highlighting a
need for increased awareness and diagnostic rigour.

261 - OSTEOPOROSIS IN CELIAC
PATIENTS: INSIGHTS FROM A
DESCRIPTIVE STUDY AT A PORTUGUESE
CENTRE

Miguel Correia Natal', Barbara Fernandes Esteves', Lucia
Costa', Georgina Terroso'

'"Rheumatology Department, Unidade Local de Saude de
Sao Jodo, Porto, Portugal

Introduction: Celiac disease (CD) is an autoimmune
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disorder of the small intestine triggered by the inges-
tion of gluten in susceptible individuals. Osteoporo-
sis (OP) is increasingly recognized as one of the most
common extra-intestinal manifestations of CD, with
calcium and vitamin D malabsorption, the release of
inflammatory mediators, and the activation of osteo-
clasts being the main proposed pathophysiological
mechanisms. The only effective treatment for CD is a
gluten-free diet (GFD); however, even apparent control
of the gastrointestinal disease does not prevent consis-
tently low T-scores on dual-energy X-ray absorptiom-
etry (DEXA).

Objective: To describe the characteristics of celiac pa-
tients who develop OP in a Portuguese hospital center.
Methods: We conducted a descriptive retrospective
study. Patients diagnosed with CD who were subse-
quently diagnosed with OP and referred for a Rheu-
matology consultation at ULS Sao Jodo were included
in this study.

Results: A total of 7 patients were included in this
study. Their characteristics at the time of CD diagno-
sis, as well as the therapeutic interventions they under-
went and their T and Z-scores over a 3-year follow-up
period, are summarized in Table 1. The mean age at
diagnosis was 54.14 + 3.00 years. The majority of pa-
tients were women (5/7, 71.4%), all of whom were post-
menopausal. The mean BMI was 21.21 = 0.92, and 2
patients were smokers (28.6%). Two patients had other
autoimmune diseases: psoriasis and type 1 diabetes
mellitus.

Diarrhea was the most common presenting symptom
(n=4), followed by weight loss (n=3), oral ulcers (n=2),
and nausea and vomiting (n=1), while 2 patients were
asymptomatic. In terms of duodenal mucosa changes
in biopsy, according to the Marsh-Oberhuber classifica-
tion, only 1 patient did not present the typical changes
of celiac enteropathy, while the others already showed
villous atrophy (grade 3). One patient had a family
history of low-energy hip fracture, and another had a
personal history of a low-energy forearm fracture. At
the initial DEXA, the lowest T-score and Z-score values
were mainly observed at the lumbar spine (6/7, 85.7%),
with mean values of -3.18 + 0.34 and -2.08 + 0.49, re-
spectively.

Regarding laboratory tests, only 1 patient presented
with anemia, but 100% had a vitamin D deficiency,
with 2 of them having severe deficiency (<10 ng/mL).
The mean calcium and alkaline phosphatase levels
were 4.73 + 0.10 mEq/L and 92.71 = 11.58 U/L, re-
spectively.

Five patients (71.4%) adhered to a gluten-free diet, and
all were supplemented with calcium and/or vitamin
D. Only 1 of the patients received pharmacological
treatment for OP during the first 3 years of follow-up.

TO 261 - TABLE 1. Characteristics of patients
diagnosed with celiac disease and osteoporosis

SOCIODEMOGRAPHIC DATA AT DIAGNOSIS OF CD

Female sex - n/N (%) 5/7 (71.4)
Age (years) - mean = SD 54.14 £3.00
Menopause_status, n/N (%) 5/5 (100)
BMI (kg/m?) - mean + SD 21.21+0.92
Smoking - n/N (%) 2/7 (28.6)
Other Al diseases — n/N (%) 2/7 (28.6)
Psoriasis 1
Diabetes mellitus type 1 1
CLINICAL DATA
Celiac disease
Presenting symptoms —n/N (%)
Diarrhea 4/7 (57.1)
Weight loss 3/7 (42.9)
Oralulcers 2/7 (28.6)
Nausea, vomiting 1/7 (14.3)
Asymptomatic 2/7 (28.6)
Biopsy results (MMO classification) - n/N (%)
0 1/7 (14.3)
3 6/7 (85.7)
Osteoporosis
Family history of low energy fractures — n/N (%) 1/7 (14.3)
Personal history of low energy fractures —n/N (%) 1/7 (14.3)
Baseline DEXA results —mean = SD
Lowest T-score -3.18+0.34
Lowest Z-score -2.08+0.49
Location of lowest T/Z score — n/N (%)
Lumbar spine 6/7 (85.7)

Femur 1/7 (14.3)
BASELINE LABORATORY TESTS

Anemia-n/N (%) 1/7 (14.3)
25-hydroxyvitamin D deficiency 7/7 (100%)
Severe 25-hydroxyvitamin D deficiency 2/7 (28.6)
Total calcium (mEg/L) - mean = SD 4.73+0.10
Alkaline phosphatase (U/L) — mean + SD 92.71+11.58
INTERVENTION
GFD adherence 5/7 (71.4)
Suplementation — n/N (%)
Calcium 1/7 (14.3)
Vitamin D 1/7 (14.3)
Calcium + vitamin D 5/7 (71.4)
Pharmacological treatment
IV zoledronate - n/N (%) 1/7 (14.3)
EVOLUTION
Clinical improvement in CD, n/N (%) 5/5 (100)
Histologic remission, n/N (%) 3/4 (75)
3-year follow-up DEXA — mean + SD
T-score variation +0.50+0.25
Z-score variation +0.53 +0.22
New fractures during follow-up 0/7 (0)

CD- celiac dis
BMI- body mass index; Al- autoimmune; MMO- modified Marsh-Oberhuber;
DEXA- Dual-energy X-ray absorptiometry; GFD- gluten-free diet.

se; SD- standard deviation; IQR- interquartile range;

Clinical improvement occurred in all symptomatic pa-
tients, and 3 of them achieved histological remission.
The change in T and Z-scores at 3 years was generally
positive, with a mean value of +0.50 + 0.25 and +0.53
+ 0.22, respectively.

Conclusion: Given the significant prevalence of OP in
celiac patients, it is essential for clinicians to always
consider early screening with DEXA, regardless of the
presence of other risk factors and the clinical severi-
ty or apparent control of CD. Even in the absence of
nutritional deficiencies or laboratory changes, there is
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sufficient evidence to conclude that these patients re-
main at risk. On the other hand, it is a diagnosis that
rheumatologists must keep in mind, especially in the
presence of severe OP, low BMI, and low vitamin D
levels. This study results highlight the importance of
multidisciplinary approaches to achieve maximum
treatment efficacy.

263 - TREAT-TO-TARGET ATTAINMENT IN
PATIENTS WITH SLE FROM THE REUMA.
PT SLE REGISTRY: A MULTICENTER
CROSS-SECTIONAL STUDY OF 795
PATIENTS

Beatriz Mendes', Carolina Mazeda? **, André Saraiva',
Adriana Carones', Nikita Khmelinskii> ¢, Daniel Carvalho’,
Carlos Marques-Gomes’, Mariana Diz-Lopes 7, Susana P.
Silva? 3, Sandra Sousa®, Daniel Melim®, Inés Almeida'®,
Filipe Oliveira Pinheiro', Catarina Rua'?, Diogo Jesus' %,
JAP da Silva® >, Ines L1

'"Rheumatology Department, Unidade Local de Saude

de Coimbra, Coimbra, Portugal, ‘Rheumatology
Department, Unidade Local de Satide Regido de Aveiro,
Aveiro, Portugal, *Centro Académico Clinico Egas Moniz
Health Alliance, Portugal, Aveiro, Portugal, “NOVA
Medical School, Universidade Nova de Lisboa, EpiDoC
Unit, Comprehensive Health Research Centre, Lisboa,
Portugal, "Rheumatology Department, Unidade Local

de Satude de Santa Maria, Lisboa, Portugal, ®Unidade de
Investigacdo em Reumatologia, Instituto de Medicina
Molecular, Faculdade de Medicina, Universidade de
Lisboa, Centro Académico de Medicina de Lisboa, Lisboa,
Portugal, "/Rheumatology Department, Unidade Local

de Saude de Sao Jozo, Porto, Portugal, "Rheumatology
Department, Unidade Local de Satde de Almada-

Seixal, Almada, Portugal, °Servico de Reumatologia,
Unidade Local de Saude de Lisboa Ocidental,

Lisboa, Portugal, '’'Rheumatology Department,

Unidade Local de Saude de Viseu Dao-Lafoes, Viseu,
Portugal, ""Rheumatology Department, Hospital do Divino
Espirito Santo, Ponta Delgada, Portugal, *Servico de
Reumatologia, Unidade Local de Saude de Gaia e Espinho,
Vila Nova de Gaia, Portugal, Servico de Reumatologia,
Unidade Local de Saude da Regido de Leiria, Leiria,
Portugal, "*Faculdade de Ciéncias da Saude, Universidade
da Beira Interior, Covilha, Portugal, “Faculdade de
Medicina, Universidade de Coimbra, Coimbra, Portugal

Background: Treat-to-target (T2T) aiming for remis-
sion, or at least low disease activity (LDA), while ta-
pering prednisone to <5mg/day is established as a pil-
lar for management of systemic lupus erythematosus
(SLE) in the 2023 updated EULAR recommendations
for clinical practice.

Objective: To investigate the attainment of the T2T

goal in the SLE population from the Rheumatic Diseas-
es Portuguese Registry (Reuma.pt) and identify unmet
treatment needs.

Methods: We performed a cross-sectional multicenter
study of patients fulfilling the EULAR/ACR 2019 clas-
sification criteria for SLE in the Reuma.pt. The assess-
ment was performed at the last visit occurring between
June 2023 and March 2024. Disease activity and at-
tainment of T2T were assessed with the SLE Disease
Activity Score (SLE-DAS).1 Patients with no SLE-DAS
scoring were excluded. Patients were classified as in re-
mission (clinical items of SLE-DAS =0 and prednisone
<5 mg/day), low disease activity (LDA) (SLE-DAS <2.48
and prednisone <5 mg/day) and, for those not attaining
T2T, in categories of disease activity (mild: 2.08< SLE-
DAS <7.64; moderate: 7.64< SLE-DAS< 9.90; severe:
SLE-DAS >9.90). Descriptive analysis was performed,
and a comparison between the remission vs. non-re-
mission and LDA vs. non-LDA groups was performed
using Student’s t-test, Fisher’s exact test, Chi-square or
Mann-Whitney U tests, as appropriate. IBM SPSS Sta-
tistics software version 27 was used. p<0.05 was con-
sidered statistically significant.

Results: There were 2459 patients with SLE from
37 centers registered in Reuma.pt. Of these, 1664
(67.7%) were excluded due to: missing data on fulfil-
ment (n=1257, 51.1%) or no fulfilment n=83, 3.4%)
of EULAR/ACR classification criteria; missing data for
SLE-DAS (n=324, 13.2%). A total of 795 patients from
18 participating centers were included [89.6% female;
mean age 49.9 (SD 14.2) years] (table 1). Main cumu-
lative SLE clinical features included: mucocutaneous
(72.5%), hematological (66.7%), arthritis (63.6%), ne-
phritis (38.9%), serositis (19.4%) and neuropsychiatric
lupus (6.8%).

Remission was attained by 71.3% and an additional
3.0% were in LDA, meaning that the EULAR treatment
target was achieved by 74.3%. The remaining patients
presented active disease (mild 20%, moderate 2.6%, se-
vere 3%). Hydroxychloroquine (HCQ) was prescribed
to 88.3% of all patients. Patients not in LDA were more
frequently treated with synthetic (69.1% vs 39.6%,
p<0.001) and biologic (19.1% vs 8.5%, p<0.001) immu-
nosuppressants. Of the patients with active SLE, 40.2%
were receiving >7.5 mg/day of prednisolone-equivalent
dose and 72.7% were treated with synthetic and/or bi-
ologic immunosuppressants.

Conclusions: This subgroup of patients with SLE reg-
istered in Reuma.pt present a high rate of attainment of
the T2T, and most are treated with HCQ, in line with
the EULAR recommendations. The high number of
patients excluded preclude the generalization of these
conclusions. This provides benchmarking indicators
demonstrating high quality of care. Furthermore, un-
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TO 263 - TABLE 1. Characteristics of the
patients included (n=795)
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met needs for new and improved therapies are demon-
strated, with over a quarter of patients presenting ac-
tive disease despite more intensive standard-of-care.
Longitudinal studies are needed to assess if T2T goals
are sustained over time. Optimized treatment regimens
are needed to attain recommended T2T goals in many
SLE patients. Improvement of registry in Reuma.pt is

indispensable for a representative national appraisal.
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273 - LUNG DISEASE AS THE FIRST
GLIMPSE OF AN INFLAMMATORY
MYOPATHY: A CASE SERIES
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Coutinho'?

!Servico de Reumatologia, Unidade Local de Satde de
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Universidade de Coimbra, Coimbra, Portugal

Introduction: Idiopathic inflammatory myopathies
(IIM) typically present with proximal muscle weak-
ness, but interstitial lung disease (ILD) can be a prom-
inent initial manifestation. We present five cases high-
lighting ILD as the primary involvement in I1IM.

Case 1: A 48-year-old female presented with progres-
sive dyspnea, cough and fatigue. Imaging revealed NSIP
(Nonspecific interstitial pneumonia) and PFTs (pulmo-
nary function tests) showed a restrictive pattern, with
greatly decreased DLCO. After initial corticosteroid
treatment symptoms progressed and, 3 months later,
she developed myalgia and elevated muscle enzymes.
Anti-Jo-1 antibodies were positive and a muscle biopsy
confirmed myositis. She improved with high-dose cor-
ticosteroids and azathioprine.

Case 2: A 53-year-old male smoker presented with
cough, arthralgia and edema. He had bibasilar crack-
les and mild arthritis, but no muscle weakness. Elevat-
ed muscle enzymes and a positive anti-SSA52 antibody
were found. Imaging revealed UIP (Usual interstitial
pneumonia) and PFTs showed a restrictive pattern, with
greatly decreased DLCO. Despite normal EMG (eletro-
myogram) and ultrasound, a muscle biopsy confirmed
IIM. Corticosteroids and mycophenolate mofetil were
effective.

Case 3: A 66-year-old female with fibromyalgia pre-
sented with dyspnea, cough, asthenia and night
sweats. Examination revealed bibasilar crackles. A
NSIP pattern was confirmed, PFTs showed a restrictive
pattern, with moderately decreased DLCO and muscle
enzymes were elevated. Anti-PL7 and anti-SSA52 an-
tibodies were positive. Despite no muscle weakness,
EMG showed myopathic changes. Treatment with cor-
ticosteroids, mycophenolate mofetil and rituximab led
to clinical stability.

Case 4: A 38-year-old male presented with acute respi-
ratory failure and arthralgias. Imaging revealed NSIP
and PFTs showed a restrictive pattern, with greatly de-
creased DLCO. He had elevated creatine kinase and
positive anti-Jo-1 and anti-SSA52 antibodies. Anti-
synthetase syndrome was diagnosed. Initial treatment
with corticosteroids and cyclophosphamide, followed
by mycophenolate mofetil, resulted in stable disease.
Case 5: A 53-year-old female with known pulmonary
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fibrosis and restrictive PFTs developed polyarthralgias,
Raynaud’s phenomenon and fatigue. Although muscle
enzymes were normal, strong positive anti-PL12 and an-
ti-SSA52 antibodies suggested antisynthetase syndrome.
Corticosteroids and cyclophosphamide had limited effect
and she is being evaluated for lung transplantation.
Conclusion: While not typical, ILD can be the initial
presentation of IM in 13-37.5% of cases. In patients with
ILD, especially with elevated muscle enzymes or myosi-
tis-specific antibodies, prompt investigation for myopa-
thy is warranted. Moreover, almost all the presented pa-
tients had not only myositis-specific antibodies but also
myositis-associated antibodies, like anti-SSA52, which,
as described in the literature, seems to predispose to a
worse prognosis, with more severe ILD.

277 - HOW UNIQUE IS SERONEGATIVE
RHEUMATOID ARTHRITIS?
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Introduction: Rheumatoid arthritis (RA) is a chronic
systemic immune-mediated disease with differences
based on seropositivity for Rheumatoid Factor (RF) and
Anti-cyclic citrullinated peptide antibodies (ACCP).
Seronegative RA lacks a consistent phenotype and can
be challenging to define, often resulting in the reclassi-
fication of patients with other rheumatic diseases.
Objectives: This project aims to explore the clinical,
laboratory and radiographic presentation of patients
with seronegative and seropositive RA at an academic
hospital centre and to investigate characteristics that
could be framed in other rheumatic pathologies.
Methods: Data on the participants was collected and
registered into Reuma.pt, between July 2022 and Jan-
uary 2023. Patients were selected through convenience
sampling based on their attendance at designated RA
appointments. Additional clinical and imaging data was
collected using a questionnaire (attachment 1) which
assessed various variables typical of theumatic diseas-
es that make differential diagnosis with RA. Contin-
uous variables were compared using the t-student or
Mann-Whitney tests (depending on the distribution)

Spondylarthritis

improves when you get up;
- Gluteal pain with an alternating inflammatory rhythm.
2. Enthesitis: pain in the heel or Achilles tendon when you wake up?

3. Have you ever had dactylitis / “sausage fingers™?

Diffuse connective tissue diseases

1. Have you ever had skin manifestations such as malar rash?

3. Do you frequently get oral ulcers (multiple ulcers and > 1 x/month)?

4. Have you had hair loss?

5. Have you ever had Raynaud's phenomenon?

7. Do you have dysphagia or heartburn?

TO 277 - Table 1. Rheumatoid arthritis patient questionnaire

1. do you have inflammatory spinal pain or pain in the gluteal region when you sit down?

- Low back pain with onset before the age of 40, insidious, which improves with exercise and does not improve with rest, or night pain which

4. Personal or family history of psoriasis or inflammatory bowel disease?

5. Personal history of uveitis: sudden onset of red eye, pain, photophobia and blurred vision?

2. Photosensitivity: do skin complaints appear with sun exposure? If so, where?

6. Have you ever noticed digital ulcers that appear spontaneously and take a long time to heal?

8. Have you noticed your eyes, skin or mouth becoming drier? What about the vaginal mucosa?

9. Has there been progressive proximal muscle weakness without pain: when climbing stairs, combing or bathing?
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and categorical variables using the chi-square. Statistical
significance was considered for p-values < 0.05.
Results: 60 patients were included in the study, com-
prising 30 with seropositive RA and 30 with seronega-
tive RA. There were no significant differences in mean
age (64.33 £ 14.17 years for seronegative RA vs. 60.83
+ 14.3 years for seropositive RA, p = 0.3532) or gender
distribution (90% females in the seronegative group vs.
97% females in the seropositive group, p = 0.3006). Se-
ronegative RA patients had significantly longer disease
duration (19.43 + 12.25 years) compared to those with
seropositive RA (10.73 + 7.76 years, p=0.0089).

In seronegative RA patients, the most common man-
ifestations were sicca symptoms (57%) and bone ero-
sions of the hand (50%) whose rates were comparable
to those observed in seropositive RA (sicca symptoms:
60%, p = 0.7934; bone erosions: 47%, p = 0.7961).
Patients with seronegative RA and bone erosions of
the hands have a longer average disease duration com-
pared to patients with the same clinical manifestations
and seropositive RA (seronegative RA: 2447 + 14.08
years; seropositive RA: 14.93 + 7.26 years; p = 0.0363).
Enthesitis (40%) and chondrocalcinosis of the wrist
(20%) were more common in seronegative RA, compared
to seropositive RA, where enthesitis was present in 17%
(p = 0.0449) and chondrocalcinosis in 3.3% (p = 0.0443).
There is no statistically significant age difference be-
tween seropositive and seronegative RA patients with
enthesitis (seronegative: 61.58 + 13.79 years; seroposi-
tive: 54 + 13.27 years; p-value = 0.1711).

Conclusion: The comparable prevalence of erosive
disease between seronegative and seropositive RA in
this sample may be attributed to disease duration. Fur-
ther investigation with more homogeneous groups of
patients is necessary to ascertain whether there may
exist additional prognostic factors, in addition to RF
and ACPA, that contribute to greater aggressiveness
and erosive disease. Enthesitis and chondrocalcinosis
of the wrist are more prevalent in patients with sero-
negative RA, suggesting other possible etiologies, while
other studied variables were not significantly different
between seropositive and seronegative RA patients,
which might be attributable to differences in disease
duration or lack of power due to a small sample size.
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Introduction: Idiopathic inflammatory myopathies
(ITM) are a heterogeneous group of systemic autoim-
mune disorders in which chronic skeletal muscle in-
flammation leads to muscle weakness[1]. Although
helpful for establishing the diagnosis of IIM in the
appropriate clinical setting, myositis antibodies (MAs)
don’t always predict the occurrence of connective tissue
diseases[1]. Commonly used techniques such as line
blot are known to have high rates of false positivity,
especially for rare MAs[2]. The accuracy of MAs tests
such as line blot may be improved by cross-checking
its results with antinuclear antibodies (ANA) patterns
on HEp-2 indirect immunofluorescence (ITF)[3].
Objective: To determine whether the agreement be-
tween MAs and ANA IIF is associated with a higher
rate of 2017 European League Against Rheumatism/
American College of Rheumatology classification cri-
teria fulfilment for adult IIM.

Methods: In this cross-sectional, multicentric study,
adult patients with a clinical diagnosis of IIM were en-
rolled. Sociodemographic and clinical data were col-
lected from the patient’s medical records. Patients were
divided into three groups: total (detected MAs entire-
ly matching the complete description of a compatible
ANA 1IF pattern), partial (detected MAs matching the
broad description of a compatible ANA IIF pattern), or
no agreement between IIF pattern and MAs — figure 1.
One-way ANOVA and Chi-Square test were performed
to assess differences between groups, with a statisti-
cally significant p<0.05. Logistic regression analysis
was performed to ascertain the effects of the agreement
between IIF and MAs on the likelihood of fulfilment
of IIM classification criteria. Sensitivity analysis was
performed, using different combinations of possible
confounders in the multivariate analysis.

Results: We included 86 patients, 74.4% females, with
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TO 279 - TABLE 1. Clinical and sociodemographic characteristics of IIM patients, divided according
to total, partial or no agreement between antinuclear antibodies immunofluorescence patterns and

myositis antibodies.

No Agreement (n=30;
34.9%)

Total Agreement (n=33;

Partial Agreement

38.4%) (n=23; 26.7%)

Female, n (%) 24 (72.7) 16 (69.6) 24 (80.0) 0.662
Age at diagnosis, years (SD) 54.0 (17.6) 47.6 (14.7) 56.7 (15.7) 0.244
Form of 1IM, n (%) 0.674
- Dermatomyositis, n (%) 18 (54.5) 11 (47.8) 11 (36.7)

- Amyopatic dermatomyositis, n (%) 2(6.1) 2 (8.7) 6 (20.0)

- Inclusion bodies myositis, n (%) 13 0(0) 0 (0)

- Nonspecific myositis, n (%) 2(6.1) 2 (8.7) 3 (10.0)

- Immune mediated necrotizing myositis, n (%) 309.1) 4(17.4) 5(16.7)

- Polymyositis, n (%) 4(12.1) 4(17.4) 3(10.0)

- Not specified, n (%) 3(9.1) 0 (0) 2(6.7)

Fulfilment of 2017 EULAR/ACR classification 22 (66.7) 18 (78.3) 17 (56.7) 0.257
criteria for adult 1IM, n (%)

ANA high titer (1/1280 or more), n (%) 30 (90.9) 6(26.1) 2(6.7) 0.080

N: number of patients. SD: standard deviation. IIM: Idiopathic inflammatory myopathies. EULAR/ACR: European League Against Rheumatism / American College of

Rheumatology. ANA: antinuclear antibodies.
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ANAIIF Staining Pattern — Complete

ANA IIF Staining
Pattern — Broad

Myositis Antibodies ANAIIF Code Description Description
Anti-SRP AC-19 Cytoplasmic dense fine speckled Cytoplasmic
2 Difficult to recognize :
Anti-HMGCR AC-0 Negative Megative
Anti-Mi2 AC-4 Nuclear fine speckled MNuclear speckled
ACO 'Negaive
Anti-MDAS ig;g Cytoplasmic speckled Cytoplasmic
Cytoplasmic dense fine speckled
Anti-TIF1y AC-4 Nuclear fine speckled MNuclear speckled
= Nuclear fine speckled and/or multiple Nuclear speckled (or
ARIENEX2 i it nuclear dots multiple nuclear dots)
s AC-4 Nuclear fine speckled
AIESAE AC-5 Muclear coarse speckled Sucicatspeckicn
Anti-CN1A - Undefined -
Anti-PL-7T AC-19 Cytoplasmic dense fine speckled Cytoplasmic
Anti-PL-12 AC-19 Cytoplasmic dense fine speckled Cyloplasmic
’ AC-19 3 .
Anti-EJ AC-20 Cytoplasmic speckled Cytoplasmic
i AC-19 3 =
Anti-OJ AC-20 Cytoplasmic speckled Cytoplasmic
Anti-Jo-1 AC-20 Cytoplasmic fine speckled Cytoplasmic
ATHEETHELFS AC-5 Nuclear coarse speckled Nuclear speckled
ArtiAn AC-4 Nuclear fine speckled Nuclear speckled
AC-0 )
Negative
Anti-Ro52 ,:\(Eﬁ; Nuclear fine speckled Nucl;;;&e;ﬂ:gj (or
AC-20 Cytoplasmic speckled
Anti-PM/Scl AC-8 Nucleolar homogeneous Nucleolar
Antlmitocnondrz) AC-21 Cytoplasmic reficularAMA Cytoplasmic

antibody

TO 279 - Figure 1. Myositis autoantibodies and compatible antinuclear antibodies immunofluorescence staining patter. ANA:
antinuclear antibodies. TIF: indirect immunofluorescence

176

www.arprheumatology.com ¢ The official Journal of the Portuguese Society of Rheumatology



XXVI Congresso Portugués de Reumatologia

a mean age of 59.1+17.6 years (Table 1). From these,
33 patients (38.4%) had total, 23 (26.7%), partial, and
30 (34.9%) no agreement between IIF pattern and
MAs. The 1IM classification criteria were fulfilled in
57 patients (66.3%). We found no statistically signifi-
cant differences between groups concerning the rate of
fulfilment of the IIM classification criteria, even after
adjusting for confounders. Additionally, no differenc-
es between groups were found concerning the type of
IIM, age at diagnosis, gender distribution, or ANA ti-
ters.

Conclusion: In our cohort of IIM patients, there was
no association between the agreement of IIF patterns
and MAs and the fulfilment of IIM classification cri-
teria. These results may be due to the highly selected
population used (all patients had 1IM confirmed by a

Rheumatologist, two-thirds fulfilling classification cri-
teria), and to the dimension of our cohort. We plan
to expand this project to all Portuguese Rheumatology
Departments willing to participate and to further anal-
yse the impact of the agreement between MAs and IIF
patterns in patients with 1IM or a suspected 1IM.
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