
weightlessness in the water. The warmer pool temperature was stated as a rea-
son for the benefits obtained.
Reported benefits of hydrotherapy are illustrated in graph 1:

Conclusions: This survey suggests variability in utilisation of hospital hydrother-
apy services by a national AS patient group in the UK, with barriers to access, lack
of promotion and pool closures. Similar benefits of hydrotherapy to those stated in
the NICE guidance were experienced.

1

Future service recommendations which
focus on flexible access for flare management, ‘Pay as you Go’ schemes, group
exercise and self-management may increase utilisation, optimise experience and
reverse decline. Research to assess the benefits of these service recommenda-
tions in a clinical population is needed.

REFERENCE:
[1] http://www.nice.org.uk/guidance/ng65
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group. 1Department of Clinical Sciences, Lund, Section of Rheumatology, Lund;
2RandD Centre, Spenshult, Halmstad, Sweden

Background: Interventions to promote a healthy lifestyle also in patients with
rheumatoid arthritis (RA) have been in focus over the last years. Physical activity
(PA) defined as moderate-to-vigorous physical activity (MVPA) has the possibility
to reduce disease burden in RA and may contribute to improved quality of life
(QoL). It is well known that a large number of patients with RA have a sedentary
life style and are less active than their healthy peers. However, less information is
known about the long term change of MVPA and possible associated variables.
Objectives: To study self-reported change of MVPA over seven years in a well-
defined RA cohort.
Methods: A lifestyle questionnaire was sent twice to patients in the BARFOT
cohort, in 2010 (n 1525) and in 2017 (n 1046) with a response rate of 73% and
68% respectively and 950 patients responded to both questionnaires. All patients
fulfilled the ACR criteria for classification of RA and had a disease duration at
inclusion (1992 to 2006) of £12 months. Patients were dichotomized as being
active on recommended levels of MVPA (MVPArec ;physically active on a moder-
ate level �150 min/week (MPA) or on an intense level �75 min/week (VPA)) or
not (sedentary). The patients reported body mass index, smoking habits, tender
(TJC) and swollen joint count (SJC, 28-joints), patient global assessment
(PatGA), pain intensity (NRS) and distribution (pain mannequin), fatigue (NRS),
physical function (HAQ), health related QoL (EQ5D), comorbidities and medical
treatment. Possible associated variables with meeting MVPArec at both time
points or not (dependent variable) was studied by using a logistic regression anal-
ysis. All variables were adjusted for age, gender and smoking habits.
Results: Forty-one percent (n 389) of the patients met MVPArec at both occa-
sions, and they reported better EQ5D scores compared with the sedentary group
(mean 0.77 (SD 0.18) vs 0.68 (0.27). The patients who met MVPArec were
younger, (mean age (SD) 59

13

years vs 62
13

years, p<0.001) and were to higher
extent never smokers 46% vs 38%, p=0.021. There was a negative association

with meeting MVPArec and being overweight (OR 0.58, 95% CI: 0.43 to 0.96) or
obese (OR 0.38, 95% CI: 0.25 to 0.59), the presence of cardiovascular (OR 0.56,
95% CI: 0.41 to 0.75) and pulmonary diseases (OR 0.51, 95% CI: 0.31 to 0.85),
TJC (OR 0.98, 95% CI: 0.95 to 0.995), high pain intensity (OR 0.99, 95% CI:
0.987 to 0.998), and pain distribution (OR 0.93, 95% CI: 0.90 to 0.96), worse
fatigue (OR 0.99, 95% CI: 0.998 to 0.997) and a worse physical function (HAQ,
OR 0.58, 95% CI: 0.45 to 0.76). Patients with higher values in QoL (EQ5D, OR
3.1, 95% CI: 1.52 to 6.2) were positively associated with meeting MVPArec. In
2010 there were no differences in medical treatment between the groups,
p=0.377. In 2017 the group meeting MVPArec included a lower number of
untreated patients compared to 2010 (25% vs 34%, p=0.017).
Conclusions: Only four out of ten patients with established RA reported to main-
tain recommended levels of PA over a seven year period. Experiencing high qual-
ity of life seems to be important for PA maintenance together with lower levels of
pain, fatigue and better physical function. Health care professionals need to take
the patient perspective into account andsupport maintenance of physical activities
accordingly.
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Background: Adherence to disease modifying anti-rheumatic drugs (DMARDs)
is suboptimal in rheumatoid arthritis (RA) patients. Adherence rates vary from
30% to 90%,

1

which may be partly due to patients‘ preferences regarding treat-
ment benefits and drawbacks of DMARD therapy. Tailoring treatment options to
these preferences might motivate patients to adhere to their drugs and eventually
improve adherence.
Objectives: The primary objective is to identify subgroups in RA patients based
on their preferences towards DMARD characteristics. The secondary objective is
to identify characteristics associated with subgroup membership.
Methods: A discrete choice experiment (DCE) based on a literature review,
expert recommendations and focus groups was used to elicit preferences in RA
patients. Patients were asked to state their choice over two different hypothetical
treatment options, which were described by seven DMARD characteristics and
three levels within each characteristic (e.g. route of administration with the levels:
oral, subcutaneous and intravenous). Patients were eligible to participate if they
were diagnosed with RA according to the ACR/EULAR 2010 criteria, current user
of at least one DMARD, and aged �18 years. Latent class analysis was used to
identify subgroups based on stated preferences towards DMARD characteristics
and multinomial logistic regression was used to identify characteristics (i.e. beliefs
about medicines, patient- and disease-related variables) associated with sub-
group membership.
Results: A total of 1317 RA patients were invited to participate in this study with
an overall response rate of 24.8% (n=326). Three subgroups with segment sizes
of 46.5% (SG1), 24.6% (SG2) and 28.9% (SG3) were found. SG1 was most
strongly influenced by chance of efficacy, which contributed for 43.6% in their
choice for a DMARD. In contrast with SG1, route of administration, risk of cancer
and frequency of administration contributed most in SG2 (relative importance (RI)
of 22.3%, 17.0% and 16.2% respectively). In SG3, route of administration
(RI:38.2%) contributed most in their choice for a DMARD with a strong preference
for tablets/capsules. Current and previous use of other cDMARDs (i.e. lefluno-
mide, azathioprine, ciclosporin or gold therapy) and indifferent (low necessity, low
concerns) beliefs were significantly associated with assignment to SG2 (Relative
Risk Ratio (RRR) 6.03, p=0.0012, RRR=3.64, p=0.013 and RRR:14.91, p=0.003
respectively). Current and previous use of sulfasalazine, other cDMARDs,
medium educational level and (early) retirement were significantly associated with
assignment to SG3 (RRR:3.91, p=0.009; RRR:0.34, p=0.010, RRR:3.38,
p=0.020, RRR:3.12, p=0.005 and RRR:0.358, p=0.034).
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