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Objective. To analyze the treatment specificities of rheumatoid arthritis
(RA) patients in Vilnius.

Materials and methods. The treatment of RA patients was analyzed
using the data of the Vilnius RA Register established in the end of 1998
and comprising 1018 RA outpatients from 486,506 adult Vilnius citizens.
The patients are registered when complying with the ACR’88 RA classifi-
cation criteria and if they are the citizens of Vilnius at the time of the
survey. Through the period from 1999 to 2001, 404 Vilnius RA patients
were surveyed and examined.

Results. Practically all the patients (98.3%) were treated in the past or
currently with non-steroidal anti-inflammatory drugs (NSAIDs). Almost half
of the patients (42%) take corticosteroids constantly. 53.5% of the patients
had had intra-articular steroid injections in the past. 85.6% of RA patients
at some point of time were treated with the disease-modifying antirheuma-
tic drugs (DMARD:s), but at the time of the survey only 46.3% were
taking DMARDs. DMARDs were prescribed to 62.9% of those with the
disease duration less than 4 years and considerably less often to those who
had been ill for more than 10 years (37.1%, p = 0.00). Sulfasalazine is the
most popular drug of this group. It was prescribed to 47% of the patients
and at the time of the survey 19.6% were taking it. Currently, methotre-
xate is the second by frequency taken drug. The antimalarial drugs are
used for the longest period of time — 20 months on the average. Side
effects of the drugs were mentioned more frequently in comparison to the
other known reasons for termination such as lack of efficiency, termination
by patient’s own decision, switching to another DMARD, etc.

Conclusion. As a rule, the second line drugs were prescribed to the
patients who had been ill for a short period of time. Sulfasalazine is the
most commonly taken DMARD. The antimalarial drugs are the ones with
which the patients are cured for the longest period of time. The reasons
for the termination of the treatment with DMARDs generally remained
unknown; the side effects of the drugs were mentioned more frequently in
comparison to the other known reasons.
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INTRODUCTION

During the last two decades the pharmaceutical tre-
atment of rheumatoid arthritis has notably changed.
Until the end of the 1980s the majority of the rheu-

matologists followed the “pyramid” principal when
patients first were treated by better-tolerated but
far less effective drugs and more effective and more
toxic drugs were prescribed later (1). Today voices
are clearly given for early and rather aggressive RA
treatment at the beginning of the illness, because it
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the disease than later (2-8). When the DMARDs
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are started later (in the second, third years of the
disease), the remissions are far more rare; in the
best case the treatment only slows down but not
blocks the progress of the disease; morphologic chan-
ges in X-ray pictures multiply over and over (9-10).
The treatment recommendations are usually based
on the conclusions of randomized clinical studies and
seldom on sectional studies (11-12). Up to now, it
is not much known about how the results of the
trials get their resonance in the daily rheumatologic
practice.

The goal of the present work was to analyze the
treatment of RA patients in Vilnius in a cross-sec-
tional study. For that purpose the data of the Vil-
nius RA Register were used.

MATERIALS AND METHODS

The analysis of the treatment of RA patients was
performed using the data of the Vilnius RA Re-
gister established late in 1998 and comprising 1018
RA patients out of 486,506 adult Vilnius citizens.
The Vilnius RA Register is annually updated with
the new cases of the disease, changes caused by
death or departure from the city. The patients are
registered when complying with the ACR’88 RA clas-
sification criteria and if they are the citizens of Vil-
nius at the time of the survey.

The rheumatologist asked the patients for their
consent, and those who agreed to participate in the
survey were clinically examined. The survey consist-
ed of the questions concerning social demographic
status, including age, sex, nationality,

effects of the drug, finished course of the treatment,
treatment in the clinic was not extended, inefficient,
the patient could not buy the medicine, the drug
was substituted for another DMARD, the patient
himself cancelled the treatment. It was also ques-
tioned whether intra-articular injections were ever
performed, how many times and into what joints.
While analyzing NSAIDs and corticosteroids, the pa-
tients were questioned whether they took these
drugs, if the answer was positive — how long; they
were also asked to choose one of the variants: take
the drug only during the flare-up, constantly, incons-
tantly. The patients were asked if synovectomy,
operation of joint prosthesis or any other surgical
intervention whad been performed.

Hereby, 404 citizens of the city of Vilnius with
RA were surveyed and examined.

The data were entered into the SPSS version 6.0
data file and statistical analysis was performed using
the t test for continuous variables and Chi-square for
counts. Results were expressed as mean =SD or 95%
confidence intervals where appropriate. The differen-
ces were considered significant when the p level was
lower than 0.05.

RESULTS

The characteristics of 404 RA patients are given in
Table 1. Of all patients, 83.7% were women on the
average 60.4 years old (range, 20 to 87). The ave-
rage duration of the disease was 12.2 years. Of the
whole group of patients, 24% were working people,

marital status, education, profession,

working capacity, duration of the dis- Tab.le 1. Demographic and clinical variables from the survey of RA
ease; previous and current pharma- patients
ceutical treatment, its duration, and o Demographic and s .
reasons for the termination of treat- Characteristics clinical variables e Population
ment, intra-articular injections, surgi- m S ol
cal treatment. The survey about the |Age 60.4 (12.7)* =
treatment consisted of questions con- |Females 338 (83.7%) 52.9%
cerning each DMARD, that is, chlo- |Disease duration 12.2 (9.5)* -
roquine or hydroxychloroquine, gold |Years of education 11.9 (6.3)*
preparations, penicillamine, methotre- | University education 85 (21%) 13.2%
xate, azathioprine, cyclophosphamide, | Employment 97 (24%) 55.4%
sulfasalazine and cyclosporine. The | pisability 235 (58.2%) 2.67%
patients were questioned whether |NgAIDSs 397 (98.3%)
they had been taking these drugs in | siosteroids 300 (74.3%)
the past and ,hOW long and Whether Intra-articular injections 216 (53.5%)
they were taking them at the tlme‘of DMARDS 346 (85.6%) 7
examination. If the treatment with

.. Synovectomy 35 (8.7%)
one of the drugs was finished, the . :
possible reasons for the termination PrOSt.heSIS Operénons B or7z)
of the treatment were recited and the |R4 i the family 131 (32.4%) 207
patient was asked to choose one of
the variants: reasons unknown, side |- Mean (standard deviation).
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21% had university education (the population data
show 13.2% having university education) and the ave-
rage term of study throughout life was 11.9 (6.3)
years. As many as 58.2% of the surveyed had a
disability grant versus the overall rate of the popu-
lation (disability rate 2.7%) and their functional class
was 2.2 (0.7).

NSAIDs were taken practically by all RA pa-
tients (98.3%), and most of them (73%) were taking
these drugs constantly.

Of RA patients, 74.3% were taking corticoste-
roids and almost half of them (42%) were taking
corticosteroids constantly. The corticosteroid injec-
tions into the joints had been performed to 53.5%
of the patients in the past. The injections were per-
formed mostly into the knee-joints to 143 (35.4%)
patients. The injections were performed 2.7 (2.6) ti-
mes on the average, though their number ranged
from 1 to 20 times for one patient.

The treatment with DMARDs in general (pre-
viously or presently) was applied to 85.6% of RA
patients, and during the survey the treatment with
DMARDs was applied only to 46.3% of the surve-
yed. As a rule, the second-line drugs were prescri-
bed more frequently to the patients who had been
ill for a short period of time. DMARDs were presc-
ribed to 62.9% of those with the disease duration
less than 4 years and considerably less often to tho-
se who had been ill for more than 10 years (37.1%,
p = 0.00) (Table 2). The most commonly prescribed

drug of this group in the past and at the time of
the survey was sulfasalazine (Table 3). It was presc-
ribed to 47% of the patients, and at the time of the
survey 19.6% were taking it. Methotrexate (MTX)
is the second by frequency drug taken currently. Du-
ring the survey 13.6% of the patients were taking it,
altogether 34.2% of RA patients have received MTX.
Antimalarials earlier were quite common in rheu-
matology practice (up to 40.6% of the patients have
been treated this way), but only 5% of RA patients
received these preparations at the time of the sur-
vey. Azathioprine was prescribed to 23.5%, and cur-
rently 11.9% of the patients are taking it. 25.7% of
the patients were treated with gold preparations,
2.7% — with cyclophosphamide, 1.7% - penicillami-
ne and only 3 patients (0.7%) were administered
cyclosporine.

The treatment duration with DMARDs was as
long as 20 months for antimalarials and as short as
6 months on the average for gold preparations (Fi-
gure). Seventeen months is the average period of
treatment with sulfasalazine, even shorter is the pe-
riod of time for treatment with methotrexate (14
months), 11 months with penicillamine, and 10
months with azathioprine. The reasons for the ter-
mination of the treatment with DMARDs generally
remained unknown for all types of drugs. Only half
of all the surveyed patients could precisely state the
reason of termination of this or that drug. The side
effects of the drugs were mentioned more frequent-

ly in comparison to the other known

reasons; 33.6% of those ever taking
Table 2. Proportion of patients with DMARDSs currently in relation to gold pointed out this reason for the
disease duration termination of treatment. Of those
Discase Total number Patients using DMARDs who had been treated with antimala-
. . rial drugs, 11.0% mentioned the inef-
duration of patients | Number | Percentage 95% CI, lower fici th ¢
and upper limits iciency as the most common reason.
Up to 4 years 97 61 62.9 52.45-72.32 Surgery of joints was applied to
’ S 13.4% of the patients: synovectomy
4(&)—10 };%ars i% Zi :2(1) Z;gz_iigg to 8.7%, prosthesis operations to
ver 10 years ’ Sl 4.7%. Prosthesis operations were per-
1ot b 157 62 Lol formed on the average after 16 years
Table 3. Treatment with DMARDs
Preparation Currently 95% CI, lower Ever 95% ClI, lower P chi test
cparations used, % and upper limits used, % and upper limits A
Antimalarial preparations 5.0 3.17-7.73 40.6 35.80-45.58 <0.01
Gold preparations 25.7 21.57-30.31 <0.01
Penicillamine 1.7 0.74-3.65 <0.01
Methotrexate 13.6 10.49-17.42 342 29.62-39.08 <0.01
Azathioprine 11.9 8.99-15.56 23.5 19.51-28.00 <0.01
Cyclophosphamide 0.5 0.09-1.98 2.7 1.42-4.94 <0.05
Sulfasalazine 19.6 15.91-23.88 47 42.06-52.00 <0.01
closporine 0.7 0.17-2.28 <0.01
Cyclosp

145



Edita Grazuleviciiité, Aloyza LukSiené, Sigita Stropuviené, Jolanta Dadoniené

1.8 1

1.6 +—

14— —

1.2 +— —

1,7 I

Years

0.8 — —

0.6 — —

04— -

0.2 — —

0

Figure. Average duration of the treatment

from the beginning of the disease, mostly on the
knee-joint.

DISCUSSION

According to the data of Vilnius RA Register,
NSAIDs were taken by 98.3% and corticosteroids
by 74.3% of RA patients. The treatment with
DMARDs in general (previously or presently) was
applied to 85.6%. There are mainly two rheumato-
logical databases in Europe — Oslo (Norway) and
German, which were developed and designed to mea-
sure the impact of RA, including the treatment ana-
lysis. The data of Oslo RA Register are very si-
milar: almost all the patients (99%) were taking
NSAIDs (13-16). Analyzing the data of the Ger-
man rheumatological database of 1998 which inclu-
des the clinical and survey data on 12,992 RA pa-
tients, we found that only 59% of RA patients had
been ever taking NSAIDs in that study (17, 18).
Corticosteroids were prescribed more often in Vil-
nius (74.3%) than in other European countries. Ac-
cording to the data of Oslo RA Register, cortico-
steroids were taken by 60% of the patients. These
data are similar to those in Germany (56%): rheu-
matologists prescribe small doses of corticosteroids
(7.5 mg/d) 5 times more often than bigger doses.
Bigger doses (>7.5 mg/d) were prescribed only to
10% of the patients. According to the data of Ca-
lifornian long-term RA studies, prednisone was presc-
ribed to 54% of RA patients (19). In Vilnius, intra-
articular injections of corticosteroids were performed
to half and in Germany only to 7% of RA patients.
DMARDs in Vilnius were prescribed as frequ-
ently as in other countries: in Vilnius 85.6%, in Os-
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lo 85%, in Germany 88%, a little more in Sweden —
93% (13-18, 20). In Vilnius, the most commonly
prescribed drug of this group in the past and at the
time of the survey was sulfasalazine. It was pres-
cribed to 47% of the patients. Methotrexate goes
second, though many other countries prefer metho-
trexate as the first choice drug. MTX is the most
popular drug of RA treatment in North America,
West Europe and Scandinavia (21-24). This choice
is supported by relatively infrequent complications
of treatment, rapid manifestations of the effect, con-
venient schemes of application and the possibility to
combine it effectively with other DMARDs (22-27).
Though it could be argued if it can totally block
RA progression, most researchers think that MTX
substantially slows down the progression of the mor-
phological changes. At the time of the survey (1998),
in Germany 56% of the respondents were treated
with methotrexate, in Sweden (1995) 21%, however,
it was still the most commonly prescribed DMARD.
The traditions of each country, the activity of the
pharmaceutical companies working there, the eco-
nomical power of the inhabitants — all these factors
determine a rather different popularity of one or
another DMARD in different countries.

When 4032 American and 950 European (Bri-
tish and Danish) rheumatologists were questioned,
European rheumatologists rather than Americans
spoke up for sulfasalazine (25). Prescribing combi-
ned treatment, most American rheumatologists would
recommend to combine methotrexate with hydroxy-
chloroquine, while most European rheumatologists
were in favour of methotrexate with sulfasalazine,
in Germany, though, the combinations of methotre-
xate and antimalarial drugs were more common than
those of methotrexate and sulfasalazine. In general,
in cases of complicated RA forms combined treat-
ment is prescribed more often in the USA (58%)
(25, 26) than in Europe (32%).

In Vilnius, antimalarial drugs had been prescri-
bed formerly quite often (40.6%), but at the time
of the survey antimalarial drugs were taken by 5%
of the patients. In Germany 16% and in Sweden
10% of RA patients receive these drugs. Although
in the latest years many more effective anti-rheuma-
tic preparations emerged, antimalarial drugs are still
quite widely used as DMARDs that act mildly and
cause the least hazard to the patient. Retinopathy is
almost the only one serious complication that anti-
malarial drugs might cause (27). Considering the
data of this study, not the treatment complications
but rather inefficacy was the reason for disrupting
the treatment.

In Vilnius, 11.9% of the surveyed took azathiop-
rine at the time point, in Germany, however, only
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3% of the patients took it. Although azathioprine is
one of the oldest immune-suppressants used in rheu-
matology, the researchers still dispute on its anti-
rheumatic activity (23-24). Azathioprine is usually
chosen when RA visceritis, kidney damage, amyloi-
dosis are evidenced.

According to the data of Vilnius RA Register,
antimalarial drugs were taken for the longest period
of time — 1.67 years, sulfasalazine 1.42, methotrexa-
te 1.17 years. In the USA, the data on RA patients
have been recorded for 14 years (21). The duration
of treatment with gold, antimalarial preparations or
penicillamine was 2 years on the average or less
and with methotrexate 4.25 years.

In Vilnius, the majority of the patients didn’t
know the reason for the termination of DMARD:s.
Afterwards the side effects of the drugs were men-
tioned more frequently in comparison to the other
known reasons. In USA, the side effects of the drugs
were more common reason for the termination of
the treatment than the lack of efficiency, and both
were a more seldom observed among those who were
taking methotrexate (21). Neither the duration nor
the severity of the disease or demographic factors
had any influence on the termination of the drug in
the USA study. Only in 1% of cases the treatment
was terminated because of remission. Five of them
were treated with intramuscular gold and one with
hydroxychloroquine.

CONCLUSIONS

As a rule, second line drugs were prescribed to the
patients who had been ill for a short period of ti-
me. Sulfasalazine is the most commonly taken
DMARD. The antimalarial drugs are the ones with
which the patients are treated for the longest pe-
riod of time. The reasons for the termination of
DMARDs in the majority of cases were unknown;
side effects of the drugs were mentioned more fre-
quently in comparison to the other known reasons.

Received 7 May 2002
Accepted 30 May 2002

References

1. Smythe CJ. Therapy of rheumatoid arthritis: a pyra-
midal plan. Postgrad Med 1972; 51: 31-9.

2. Wilske KR, Healey LA. Remodeling the pyramid: a
concept whose time has come. J Rheumatol 1989; 16:
565-7.

3. Fries JE Re-evaluating the therapeutic approach to
rheumatoid arthritis: the ‘sawtooth’ strategy. J Rheu-
matol 1990; 17(suppl 25): 12-5.

4.

5.

10.

11.

12.

13.

14.

15.

16.

17.

Fries JF. Current treatment paradigm in rheumatoid
arthritis. Rheumatology (Oxford) 2000; 39(1): 30-5.
Sokka T, Mottonen T, Hannonen P. Disease-modifying
anti-rheumatic drug use according to the ‘sawtooth’
treatment strategy improves the functional outcome
in rheumatoid arthritis: results of a long-term follow-
up study with review of the literature. Rheumatology
(Oxford) 2000; 39(1): 34-42.

. Albert DA, Aksentijevich S, Hurst S, Fries JE Wol-

fe F. Modeling therapeutic strategies in rheumatoid art-
hritis: use of decision analysis and Markov models.
J Rheumatol 2000; 27(3): 644-52.

.van der Heide A, Jacobs JW, Bijlsma JW, Heur-

kens AH, van Booma-Frankfort C, van der Veen MJ
et al. The effectiveness of early treatment with ‘se-
cond line’ antirheumatic drugs: a randomized, con-
trolled trial. Ann Intern Med 1996; 124: 699-707.

.van Jaarsveld CH, Jacobs JW, van der Veen MJ,

Blaauw AA, Kruize AA, Hofman DM et al. Aggres-
sive treatment in early rheumatoid arthritis: a rando-
mised controlled trial. On behalf of the Rheumatic
Research Foundation Utrecht, The Netherlands. Ann
Rheum Dis 2000; 59(6): 468-77.

. Anderson JJ, Wells G, Verhoeven AC, Felson DT. Fac-

tors predicting response to treatment in rheumatoid
arthritis: the importance of disease duration. Arthritis
Rheum 2000; 43(1): 22-9.

Maravic M, Bologna C, Daures JP, Jorgensen C, Com-
be B, Sany J. Radiologic progression in early rheuma-
toid arthritis treated with methotrexate. J Rheumatol
1999; 26(2): 262-7.

Hawley DJ, Wolfe F. Are the results of controlled
clinical trials and observational studies of second line
therapy in rheumatoid arthritis valid and generalizable
as measures of rheumatoid arthritis outcome: analysis
of 122 studies. J Rheumatol 1991; 18(7): 1008-14.
Pincus T. Long-term outcomes in rheumatoid arthri-
tis. Br J Rheumatol 1995; 34(2): 59-73.

Kvien TK, Glennas A, Knudsrod OG, Smedstad LM,
Mowinckel P, Forre O. The prevalence and severity
of rheumatoid arthritis in Oslo. Results from a coun-
ty register and a population survey. Scand J Rheuma-
tol 1997; 26(6): 412-8.

Uhlig T, Kvien TK, Glennas A, Smedstad LM, For-
re O. The incidence and severity of rheumatoid art-
hritis, results from a county register in Oslo, Norway.
J Rheumatol 1998; 26(6): 1078-84.

Brekke M, Hjortdahl P, Thelle DS, Kvien TK. Dise-
ase activity and severity in patients with rheumatiod
arthritis: relations to socioeconomic inequality. Soc Sci
Med 1999; 48(12): 1743-50.

Brekke M, Hjortdahl P, Kvien TK. Self-efficacy and
health status in rheumatoid arthritis: a two-year lon-
gitudinal observational study. Rheumatology (Oxford)
2001; 40(4): 387-92.

Zink A, Listing J, Klindworth C, Zeidler H for the
German Collaborative Arthritis Centres. The national
database of the German Collaborative Arthritis Cen-
tres: I. Structure, aims, and patients. Ann Rheum Dis
2001; 60: 199-206.

147



Edita Grazuleviciiité, Aloyza LukSiené, Sigita Stropuviené, Jolanta Dadoniené

18. Zink A, Listing J, Niewerth M, Zeidler H for the
German Collaborative Arthritis Centres. The national
database of the German Collaborative Arthritis Cen-
tres: II. Treatment of patients with rheumatoid arthri-
tis. Ann Rheum Dis 2001; 60: 207-13.

19. Criswell LA, Henke CJ. What explains the variation
among rheumatologists in their use of prednisone and
second line agents for the treatment of rheumatoid
arhritis? J Rheumatol 1995; 22: 829-35.

20. Bergstrom U, Book C, Lindroth Y, Marsal L, Sax-
ne T, Jacobson L. Lower disease activity and disability
in swedish patients with rheumatoid arthritis in 1995
compared with 1978. Scand J Rheumatol 1999; 28:
160-5.

21. Wolfe E, Hawley DJ, Cathey MA. Termination of slow
acting antirheumatic therapy in rheumatoid arthritis:
A 14-year prospective evaluation of 1017 consecutive
starts. J Rheumatol 1990; 17: 8.

22. Weinblatt ME, Maier AL, Fraser PA, Coblyn JS. Long-
term prospective study of methotrexate in rheumatoid
arthritis: conclusion after 132 months of therapy. J
Rheumatol 1998; 25(2): 238-42.

23. Jeurissen MEC, Boerbooms AMT, van de Putte LBA
et al. Methotrexate versus azathioprine in the treat-
ment of rheumatoid arthritis: A forty-eight week ran-
domised, double-blinded trial. Arthritis Rheum 1991;
34: 961-72.

24. Kerstens PJ, Boerbooms AM, Jeurissen ME, de Gra-
af R, Mulder J, van de Putte LB. Radiological and
clinical results of longterm treatment of rheumatoid
arthritis with methotrexate and azathioprine. J Rheu-
matol 2000; 27(5): 1148-55.

25. Moreland LW, Kimberly RP, Alarcon GS. European
and US rheumatologists agree on triple but not on
double or single early DMARD choice for different
types of RA. Arthritis Rheum 1997; 40: (suppl 9):
S218.

26. O’Dell JR, Haire CE, Erikson N, Drymalski W, Pal-
mer W, Eckhoff PJ et al. Treatment of rheumatoid
arthritis with methotrexate alone, sulfasalazine and
hydroxychloroquine, or a combination of all three me-
dications. N Engl J Med 1996; 334: 1287-91.

27. Wolfe E. Adverse drug reactions of DMARDs and
DC-ARTS in rheumatoid arthritis. Clin Exp Rheuma-
tol 1997; 15 Suppl 17: S75-81.

28. Ludig A, Guillemin E CharyValckenaere I, Suurmei-
jer TPBM, Moum T, VandenHeuvel WJA. Drug con-
sumption in the first years of rheumatoid arthritis in
France, the Netherlands, and Norway — a longitudinal
study in the early nineties. Scan J Rheumatol 2000;
29(6): 352-7.

148

E. Grazuleviciuté, A. LukSiené, S. Stropuviené,
J. Dodoniené

REUMATOIDINIO ARTRITO GYDYMO ANALIZE,
PAREMTA VILNIAUS REUMATOIDINIO ARTRITO
REGISTRO DUOMENIMIS

Santrauka

Tikslas: iSanalizuoti pacienty, serganciy reumatoidiniu ar-
tritu, gydymo tendencijas remiantis Vilniaus miesto reuma-
toidinio artrito (RA) registro duomenimis.

Medziaga ir metodai. RA serganciyjy gydymo analize
atlikta naudojant Vilniaus RA registro, jkurto 1998-yjuy pa-
baigoje ir sudaryto i§ 1018 RA pacienty (i§ 486 506 suau-
gusiy Vilniaus miesto gyventojy) duomeny. Vilniaus RA
registras yra kasmet papildomas naujai susirgusiais ligo-
niais, patikslinamas mirties ar iSvykimo i$§ miesto atveju.
Pacientai jtraukiami | registra, jei apklausos metu jie ati-
tinka klasifikacinius ACR’88 RA kriterijus (Arnet FC,
1988) ir yra Vilniaus miesto gyventojai. Tyrimas atliktas pa-
naudojant 404 sergancCiyjy apklausos duomenis.

Rezultatai. Nesteroidinius vaistus nuo uzdegimo
(NVNU) vartoja praktiSkai visi 98,3% ligoniy, nuolat var-
tojanciy yra 73,0%. Beveik pusé (42%) RA serganciujy
nuolat vartoja peroralinius kortikosteroidus. 53,5% pacien-
tams buvo atliktos gliukokortikoidy injekcijos i sgnarius.
Gydymas liga modifikuojanciais vaistais buvo paskirtas
85,6% RA serganciy ligoniy. Apklausos metu baziniais
vaistais buvo gydomi 46,3% apklaustyjy. Dazniau Sis gydy-
mas buvo skiriamas trumpai sergantiems ligoniams, kai li-
gos trukmé yra ne ilgesné kaip 4 metai — 62,9% ir daug
reciau sergantiems ilgiau nei 10 mety — 37,1% (p = 0,00).
Dazniausiai vartojamas $ios grupeés vaistas — sulfasalazinas.
Sulfasalazing yra vartoje 47% RA serganciyjy. Apklausos
metu jj vartojo 19,6% pacienty. Antroje vietoje pagal var-
tojimo daznuma Siuo metu yra metotreksatas. Ilgiausiai li-
goniai buvo gydomi chinolino grupés vaistais — 20 méne-
siy. Gydymo liga modifikuojanciais vaistais nutraukimo
priezastys daZniausiai likdavo nezinomos, antroje vietoje
pagal daznuma buvo minimi paSaliniai vaisto reiSkiniai. Sa-
nariy chirurgija buvo taikyta 13,4% ligoniu, i§ ju sinovek-
tomija — 8,7%, o sanariy protezavimo operacijos — 4,7% li-
goniy. Protezuojama buvo pra€jus vidutiniS§kai 16 mety
nuo ligos pradzios, dazniausiai — kelio sanarys.

ISvados. Liga modifikuojancius vaistus daug dazniau
vartoja trumpai sergantys ligoniai. Dazniausiai vartojamas
sulfasalazinas. Ilgiausiai ligoniai gydomi chinolino grupés
vaistais. Dauguma ligoniy nezino gydymo liga modifikuo-
janciais vaistais nutraukimo priezas¢iy. I§ Zinomy nutrau-
kimo priezasciy vyrauja pasSaliniai vaisto sukelti reiSkiniai.

RaktazodZziai: reumatoidinis artritas, gydymas, liga
modifikuojantys vaistai, RA registras



