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Definicidon de sexo y género

El sexo es una variable nominal que nos
permite dividir los resultados entre dos grupos
de poblacion con biologia diferenciada

* Hombre

* Mujer

* Intersexo

CEEee———

El género no se puede recoger en una sola
variable.

Hablamos de enfoque/perspectiva de género a

 Estudiar los resultados por sexos

* Intentar explicar las diferencias si existen
« cualitativo
» variables relacionadas con roles
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La prevalencia de las distintas ERyYMES varia entre sexos




Diferencias entre sexos en

Progresion radiografici
Tratamiento con bDMARD:

A\
Afectacion axia |/ |

More likely to have

PR PN Y

IL7

TNF

Actividad de la enfermedad
Fatiga

Afectacion periférica
Entesitis

Puntos sensibles

Deterioro funcional

Wright G et al, Semin Arthritis Rheum 2020



Diferencias entre sexos en APs

Table 2. Quality of life, disability, and work productivity compared berween men and women with PsA.

Women Men P
- n Outcome n Outcome
EQ-5D utility score 435 0.80 (0.2)* 508 0.82(02)* 0.02
- Pain domain, no pain 440 120 (27.3)*® 515 158(30.7) ¢ 0.12
EQ-5D uiility score,
Low (< 0.65) 64 (14.7)" 59 (11.6)" 0.02
- Medium (0.65-0.85) 203 (46.7)* 216 (42.5)* -
High (> 0.85) 168 (38.6)" 233 (45.9)" -
. - HAQ-DI score 422 0.56 (0.6) * 493 0.41(0.5)= <0.01
HAQ-DI score
Mild (0-1) 332 (78.7)°F 429 (87.0)" < 0.01
. Moderate (1-2) 8s5(20.1)* 59(12.0)" -
Severe (> 2) 5(L2)* 5(L.0)¢k -
PsAID12 score 419 2.66(2.1)* 500 227 (1.98)* <0.01
. ‘ _ Pain NRS 2.97 (2.3)" 253 (2.2)* <0.01
R ' e Fatigue NRS 3.17 (2.5)" 258 (2.4)* <0.01
Figure 1. Joint score distributions. PsAID12 score
Acceptable (0-4) 325 (77.6)" 420 (84.0)" 0.01
Not acceprable (> 4) 94 (22.4) ® 80 (16.0)° -
WPAL % of activity impairment 423 27.9(22.0)¢° s11 24.6 (22.4)* <0.01
WPAL % of work time missed 210 4.0 (14.0)* 302 5.8 (19.2)= 0.62

*Values are mean (SD). * Values are n (%). EQ-5D: EuroQoL 5-Dimension questionnaire; HAQ-DI: Health Assessment Questionnaire—Disability Index; NRS:
numerical rating scale; PsA: psoriatic arthritis; PsATD12: 12-item Psoriatic Arthritis Impact of Disease; WPAI: Work Productivity and Activity Impairment

manifestaciones clinicas questionnaire.

No diferencias en cuanto a

Claras diferencias en las medidas de calidad de vida e impacto

Gossec L, et al. Women With Psoriatic Arthritis Experience Higher Disease Burden Than Men:
Findings From a Real-World Survey in the United States and Europe. J Rheumatol. 2023
Feb;50(2):192-196



Diferencias entre sexos en APs

@ significantly worse/higher score in men thanwomen @ Significantly worse/higher score in women than men
® No significant difference between women and men ~- No P values reported
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Figure 1. Summary of clinical characteristics. * Study reported P values for > 1 comparison and the result was different between com-

parisons. SJC: swollen joint count; TJC: tender joint count.
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Coates LC, et al. Sex-Specific Differences in Patients With Psoriatic Arthritis: A Systematic Review. J Rheumatol. 2023 Apr;50(4):488-496



Diferencias entre sexos en APs

PROs peor

en mujeres

Coates LC, et al. Sex-Specific Differences in
Patients With Psoriatic Arthritis: A Systematic
Review. J Rheumatol. 2023 Apr;50(4):488-496
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Figure 2. Summary of patient-reported outcomes. * Study reported P values for the comparison of results with (left hand side
of the circle) and without (right hand side of the circle) adjustment for age, BMI, smoking and disease progression. 15D:
15-dimensional instrument; ASQoL: Ankylosing Spondylitis Quality of Life; BASFI: Bath Ankylosing Spondylitis Functional Index;
DLQI: Dermartology Life Quality Index; EQ-5D: EuroQoL-5 Dimensions; HAQ: Health Assessment Questionnaire; HAQ-S:
Health Assessment Questionnaire for the Spondyloarthropathies; MCS: mental component summary; MHAQ: Modified Health
Assessment Questionnaire; PCS: physical component summary; PsAID-12: 12-item Psoriatic Arthritis Impact of Disease; PsAQoL:
Psoriatic Arthritis Quality of Life; SF-36: 36-item Short Form Health Survey; VAS: visual analog scale.



Existen diferencias en el tiempo al diagndstico y tratamiento

Visits to Physicians Rheumatoid Arthritis Ankylosing Spondylitis Psoriatic Arthritis
. Before diagnosis Odds Ratio [95% CI
LaS m uJereS Family Physician for MSK reasons i e T

. Year 3 1.11 (106, 1.16) A 103 (0.94, 1.13) 118 (1,08, 1.20)

consultan mas por ol oo 112 {102, 1.2 1,05 (0.94, 1.16)

sintomas IR e 0.73(0.73,0.87) 0.93 (0.84, 1.08)
Rheumatologist

reumaticos que los el 153(139, 1.68) —.— 213(178,255) ——t 169(1.36, 2.10)

. T e 2= PN | i e

hombres y se les ‘ - LS4[L39,171)  rem 121 (107, 1.37)
z Other MSK Specialist

hacen mas pruebas vear3 = 100(090,108) he Tl R

Year - 1.01 (094, 1.08) S 1.25(1.07, 1.46) 1.05 (0.89, 1.23)

_ante?‘ del Year1 o 093(088,099) ey 0.99(0.86, 1.13) 0.92 (0.80, 1.06)
d |ag nostico. Emergency for MSK reasons

:::: ; ::: :::. ;1:: —.— 1.06 (0.87, 1.29) 0.91(0.72, 1.16)

, 0. . 107 1.29 . 1.17 (0.93, 1.46

Year 1 0.76(0.72,081) »ey anl::' o.ul 0.85 lm Lco,

Sobre todo en B "
. , After diagnosis
pacientes de mas Rheumatologist

Year 1 120(1.14,1.26) = 0.85 (0.76, 0.95) ‘. 1.02 [0.88, 1.19)

edad Year 2 123 (118, 1.29) . 1.17 [1.06, 1.29) - 116 (1.04, 1.29)

Year 3 1.24(1.19,1.30) - 1.20(1.10, 1.32] - 1.12 (101, 1.25)

06 1 14 18 22 26 06 1 14 18 22 28 06 1 14 18 22 26

Odds ratio (adjusted) with 95% confidence intervals
e Higher in males Higher in females —
« Before diagnosis « After diagnosis
Figure 1 Adjusted ORs for visits to physicians for female patients compared with male patients by IA group. Error bars represent 95% Cls. ORs >1
indicate higher odds in women and ORs <1 indicate higher odds in men. IA, inflammatory arthritis; MSK, musculoskeletal.

Tarannum S, et al. Understanding sex-related differences in healthcare utilisation among patients with inflammatory arthritis: a population-based study.
Ann Rheum Dis. 2023 Feb;82(2):283-291



Incluso en la respuesta al
tratamiento

Ser mujer se asocio a una menor
respuesta a un TNFi de primera linea
en el segundo ano de seguimiento.

La mayor edad al inicio del TNFi fue el
principal factor asociado a una
respuesta desfavorable al TNFi

Fernandez-Carballido C, Sanchez-Piedra C, Valls R, Garg K, Sanchez-Alonso
F, Artigas L, Mas JM, Jovani V, Manrique S, Campos C, Freire M, Martinez-
Gonzalez O, Castrejon I, Perella C, Coma M, van der Horst-Bruinsma IE.
Female Sex, Age, and Unfavorable Response to Tumor Necrosis Factor
Inhibitors in Patients With Axial Spondyloarthritis: Results of Statistical and
Artificial Intelligence-Based Data Analyses of a National Multicenter Prospective
Registry. Arthritis Care Res (Hoboken). 2023 Jan;75(1):115-124

Table 2. Sex differences in treatment response (BASDAIS0) in
patients with axial SpA treated with TNFi by line of treatment”

Response to
treatment (BASDAIS0) Male Fermale Pt
First line treatment
First year of treatment
Favorable 101 (41.6) 37(39.8) 0.767
Unfavorable 142 (58.4) 56 (60.2) -
Missing 0 0 -
Second year and further
Favorable 92 (44.7) 20(28.6) 0.018%
Unfavorable 114 (55.3) 50(71.4) -
Missing 2 0 -
Second and further lines
First year of treatment
Favorable 44 (22 .8) 18(21.2) 0.765
Unfavorable 149 (77.2) 67 (78.8) -
Missing 6 2 -
Second year and further
Favorable 40 (29.2) 23(34.3) 0.456
Unfavorable 97 (70.8) 44 (65.7) -
Missing 9 1 -

* Values are the number (%) unless indicated otherwise. Values in
the missing category were the number of patients excluded at year
1 and year 2 because of missing Bath Ankylosing Spondylitis
Disease Activity Index (BASDAI) data. BASDAIS0 = improvement of
at least 50% of the BASDAI score between baseline and follow-up
visits; SpA = spondyloarthritis; TNFi = tumor necrosis factor
inhibitors.

T Calculated using chi-square test.

¥ P<0.05.



Diferencias en la comorbilidad

TABLE 9 Percentage and sex ratio of 22 comorbidities in women and

men with S5jégren’s disease (n = 13,849).

Comorbidity n % Sex ratio (W:M)?
Fibmmyalgia W 3,190, M 2a8 249 12:1
Depression W 2,605, M 335 21.2 3:1
Pain W 2,013, M 282 164 3:1
Atherosclerosis/CAD W 1,505, M 505 145 3:1
En el Sjégren, los hombres tiene un riesgo muy Rheumatoidarthritis - WLES.MIS 152 *!
Raynaud’s syndrome W 1,295, M 88 10.0 15:1
elevado de desarrollar comorbilidad - Wil MEs 87 131
cardiovascular y las mujeres de desarrollar PH W80Z.M114 67 71
comorbilidad mental y autoinmune A WELL M9 67 =
CHF WeR9, M 162 6.2 4:1
Migraine W 595 M 26 4.5 23:1
55¢ W 542, M 41 4.2 13:1
Stroke W423, M 9% 18 4:1
Myocardial infarction W 357, M 129 35 31
Lymphoma W 296, M 58 2.6 5:1
CMP W 231, M 59 2.1 4:1
Fol}rm}rusiti.s Wl112, M 14 0.9 3:1
CREST W 117, M4 0.9 29:1
EDS Wes M3 0.5 22:1
Dermatomyositis Wel, M7 0.5 a:1
Hypermabile syndrome We2, M2 0.5 31:1
Myucarditi,s Wae M5 0.2 5:1

8CAD, coronary artery disease; CHE, congestive heart failure; CMP, cardiomyopathy;
CREST, calcinosis, Raynauds syndrome, esophageal dysmotility, sclerodactyly, and
telangiectasia; Dx, diagnosis; EDS, Ehlers-Danlos syndrome; M, men; PAH, pulmonary
arterial hypertension; PH, pulmonary hypertension; SLE, systemic lupus erythematosus;
55¢, systemic sclerosis; W, women.

Bruno KA, et al. Sex differences in comorbidities associated with Sjogren's disease.
Front Med (Lausanne). 2022 Aug 4;9:958670.



Sin la informacion sobre sexo los algoritmos predicen peor

Table III. Predictive performance of machine learning in psoriatic arthritis diagnosis with or without information regarding sex.

Machine learning Recs Arthritis Arthritis Sensitivity Specificity Overall
yes no (%) (%) accuracy (%)
Without sex Back propagation ANN a-b sequence 144 29 115 89.66 89.57 89.61
Back propagation ANN b-a sequence 138 26 112 80.77 91.07 85.92
Mean/sum 282 55 227 85.21 90.32 87.77
With sex Back propagation ANN a-b sequence 130 25 105 100 88.57 94.29
Back propagation ANN b-a sequence 152 30 122 96.67 92.62 94.64
Mean/sum 282 55 227 98.33 90.6 94 .47

¢ Estard la inteligencia artificial sesgada?

Grossi E. Do artificial neural networks love sex? How the combination of artificial neural networks with evolutionary algorithms may help to identify gender
influence in rheumatic diseases. Clin Exp Rheumatol. 2023 Jan;41(1):1-5



¢, Debemos
comparar
Sexos sin
mas?







Posibles factores que explican las diferencias observadas

Socio-culturales-

Biologicos psicologicos
AnatomizCaO%pc(:)(?gposicién Educacion
Hormonas Tradiciones
Genes Personalidad

Stovall R, et al. Nat Rev Rheumatol. 2022 Nov;18(11):657-669.
Marzo-Ortega H, et al. Clinical Rheumatology 2022; 41:3573-3581.



Estudio hipotéetico:
Diferencias en el fenotipo y habilidades entre mujeres y hombres

&
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En hermanos...




Posibles factores que explican las diferencias observadas

Socio-culturales-

Biologicos ity

J psicologicos
Anatomia & compaosicion .,
\ corporal ‘ \ Educacion
Hormonas Tradiciones

. / L\

» Genes Personalidad

Stovall R, et al. Nat Rev Rheumatol. 2022 Nov;18(11):657-669.
Marzo-Ortega H, et al. Clinical Rheumatology 2022; 41:3573-3581.




Caso clinico
(hermanos con EspAax)



Diferencias entre hombres y mujeres en EspAax

Demora diagnostica

Mayor limitacion movilidad

PCR alta
HLA B27 +
Mas dafio y progresion Rx

Mejor respuesta al tratamiento

Mayor demora diagndstica

Afectacion periférica y cervical
Entesitis

PRO mas elevados
Mayor % con fiboromialgia coexistente
Menor progresion Rx

Peor respuesta al tratamiento



Paciente A

36 afios con DLI (21 meses)
Historia familiar de EspA positiva
HLA-B27+

VSG y PCR normal

BASDAI 3, EVA Gb pte 2

Sacroilitis: grado Il bilateral

Paciente B

39 afios con DLI (12 meses)
Historia familiar de EspA negativa
HLA-B27+

VSG 37 and PCR 20 mg/L
BASDAI 5, EVA Gb pte 6

Sacroilitis: grado | derecha & grado Il izqda.

Caso clinico Hospital La Paz



¢, Quién se esconde
detras del paciente A?

« Hombre
* Mujer
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Proporcidon representativa
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Si no hubiéramos estudiamos por separado hombres y
mujeres no sabriamos que...

= Aunque la SSc es menos frecuente en los hombres
gue en las mujeres, los hombres presentan

« una enfermedad mas grave
 afectacion de 6rganos
« difusa

« mayor mortalidad (por ser hombres y por mayor
prevalencia de fibrosis pulmonar)

* mas comportamientos (e.g., tabaquismo) y
exposiciones ocupacionales nocivas para la
SSc.

* mayor retraso diagnostico
* mayor actividad en las fases iniciales

Hughes M, et al. Gender-related differences in systemic sclerosis. Autoimmun Rev. 2020 Apr;19(4):102494



Si no hubiéramos estudiamos por separado hombres y
mujeres no sabriamos que...

Hasta el 25% de las fracturas en pacientes
mayores de 50 aios se producen en
varones.

La osteoporosis en hombres en hasta el 60%
es por causas secundarias de peérdida 6sea.

La mortalidad tras fractura por fragilidad es
mayor que en las mujeres.

Los ECA de antiosteoporoticos en hombres
se basan en DMO, no reduccion de fracturas,
la eficacia antifractura de los tratamientos
aprobados en varones no esta tan bien
documentada como en las mujeres.



Evidencia de que el rol masculino tambien afecta negativamente

Inflammatory arthritis

RMD
Open

ORIGINAL RESEARCH

It is not just about sex: viewpoints of
men with inflammatory arthritis on the

Whisrioii® overall impact of the disease on their
penelll sexual health

Credit: Prostock-Studio/iStock/Getty Images Plus

Luis Fernando Perez-Garcia (! Esther Réder © ' Hester Pastoor,?
Johanna M Bolt,” Job van Exel,® Radboud J E M Dolhain’

OUAILITY (

“| am keeping up e
appearances” Let’s talk about sex, rheumatology!

Caroline A. Flurey

New research reports that men with inflammatory arthritis experience
an impact on sexual health beyond erectile dysfunction, affecting their
emotional, mental, and social health. Training to empower health
professionals to have conversations about sex could improve support
for people with rheumatic diseases.



» ¢Degmos

decisiol




Evaluacion
Derivacion y actividad e

diagnostico Impacto de la UL EITIZIIE

enfermedad




Retraso diagnostico: Datos del mapa europeo de espondiloartritis
(EMAS): 2652 pacientes en 13 paises

2 alos mas

Garrido-Cumbrera M, et al. Rheumatology
2022;61:705-712 o




Las mujeres tienen mas probabilidad de recibir un diagnadstico
erroneo

Primer diagnostico correcto de EspA

11% 30%

Errores diagnosticos frecuentes antes
del diagndstico de EspA

Diagndstico incorrecto Mujeres Hombres

i ® @ O 0 O A OO oo E i i
| * * ﬁ} 4“\} % w w w w w {1 Hernia discal n (%) 5(10,9)  11(19,0) i
! O 9 9 O 9 L )
i ﬁ} ﬁ} ﬁ} 4“\} 4@ {i| @ @ @ @ {1 Escoliosis, n (%) 2 (4,4) 5 (8,6) |
i O O O 0O 9 i i Ciatica, n (%) 9 (19,6) 4 (6,9) i
' ﬁ} ﬁ} ﬁ} 4“\} % @ @ @ @ @ i1 Artrosis, n (%) 6 (13,0) 3(5,2) i
i O 0O 9 Q 9 . i
i %} %} %} %} % @ @ @ @ @ ] Fibromialgia, n (%) 3 (6,5) 1(1,7) |

Solo el 11% de las mujeres fueron correctamente diagnosticadas
de espondiloartritis en el primer diagnaostico, frente al 30% de los hombres

Garrido-Cumbrera M, et al. Rheumatology 2022;61:705-712



Diagnostic Pyramid for Axial Spondyloarthritis

Chronic low back pain 5 0/0

Inflammatory back pain + LR 3.1
Heel pain (enthesitis) + LR 3.4
Peripheral arthritis LR 4.0
Dactylitis LR 4.5
Acute anterior uveitis LR 7.3

3.1x3.4x9.0=94.9
Pos. family history LR 6.4 (LR product)

Good response to NSAIDs LR 5.1

Elevated acute phase reactants LR 2.5
HLA-B27 + LR 9.0
Sacroiliitis on MRI LR90| F----—--------"-

Sacroiliitis (2 grade 3) on x-rays LR 20.0

Axial SpA LR= likelihood ratio

Modified from: Rudwaleit M et al. Arthritis Rheum 2005;52:1000-8 Aﬂs



RESEARCH ARTICLE Open Access

Are gender-specific approaches needed in @ cres

diagnosing early axial spondyloarthritis?
Data from the SPondyloArthritis Caught
Early cohort

Augusta Ortolan’, Miranda van Lunteren’, Sofia Ramiro’, Robera Ramonda®, Robert B. M. Landews™,
Hanne Dagfinrud®, Lennart T. H. Jacobsson®, Désirée van der Heiide' and Floris AL van Gaalen™

Caracteristica Odds ratio

DLI 4,7 (1,7 - 8,9)
Respuesta a AINE 3,1(1,6 - 6,0)
Historia familiar EspA 0,9(0,4-1,8)
Entesitis aquilea 4,3 (1,9-9,7)
Artritis periférica 1,4 (0,5-3,7)
Uveitis 3,1(1,0-9,2)
Ell 4,7 (1,5 - 14,8)
Psoriasis 4,6 (1,8 - 12,0)
HLA B27+ 6,7 (3,2 - 14,0)
PCR/VSG elevada 1,7 (0,8 - 3,5)
Sacroilitis en RM 32,6 (14,2 - 75,0)
Sacroilitis en Rx 6,9 (1,4 - 32,7)

Ortolani A, et al. Arthritis Res Ther. 2018 Oct 1;20(1):218.



axSpA
25(1.2) V—Q ASDAS- CRP (0.6--) )—‘ 2.6 (1.1)
2.5(1.1)
3.5(2.3) BASDAI (0-10) 4.2(2.4)
3.7 (2.4)
4.1(2.7) PIGA{0-10) 4.7 (2.7)
43(2.7)
2.9(2.6) «— | BASFI(0-10) 3.2(2.6)
2.8(2.6)
5.9 (4.4) « ASAS HI (0-17) » 7.3(4.6)
6.3 (4.5)
0.7 (0.2) « EQ-5D (0-1) » 0.6(0.2)
- 0.66 (0.2) —
2.3(1.1) « C
3.5(2.4) «
4.9(2.7) «
2.4(2.5)
5.9 (4.6) <
0.7 (0.2) «

PsA

ASDAS- CRP (0.6 - -) )—, 2.8(1.1)

2.6(1.1)
BASDAI (0-10)
4.3 (2.5)
PtGA (0-10)
4.6 (2.7)
BASFI (0-10)
3.1(2.7)
ASAS HI (0-17)
7.2(4.7)
EQ-5D (0-1)
0.63 (0.2)

Diferencias en instrumentos para evaluar EspA

PSpA
ASDAS- CRP (0.6 - -)

2.4(1.2) ~—€ )—» 2.8(1.1)
2.6 (1.2)

3.3(2.3) BASDAI{0-10) 4.6(2.4)
4.0 (2.4)

41(2.7) PtGA (0-10) 4.9(2.7)
4.5(2.7)

2.3(2.4) BASFI (0-10) 3.3(2.7)
2.8(2.6)

54(42)« ASAS HI (0-17) > 7.6 (4.4)
6.6 (4.4)

0.7 (0.2) < EQ-5D {0_1) » 0.6 (0.2)
0.63 (0.2) -

5.0 (2.5)

4.9(2.7)

3.8(2.8)

» 8.5 (4.5)

» 0.6 (0.3)

Benavent D, et al. RMD Open. 2022 Sep;8(2):e002514.



¢,Cual es la influencia del género en los diferentes
Instrumentos?

pete ante 2NOTIPO de ente edad
C 0
de aré DA DAL AP

ASDAS 0.02 (-0.07, 0.11)| 0.36 (0.15, 0.58) 0.25 (0.12, 0.38)
BASDAI Género 0.39 (0.20, 0.58)  1.22 (0.77, 1.69) 0.88 (0.59, 1.16)
BASFI _ 0.01 (-0.14, 0.17) 0.30 (-0.12, 0.71) 0.46 (0.20, 0.72)

(mujeres vs
CRP -1.36 (-3.17, 0.44)
ASAS-HI hombres) 0.90 (0.70, 1.10)
EQ-5D -0.02 (-0.03, -0.01)
All models are adjusted for age, gender and education.
Results are expressed in B (95% CI). Estimates with p<0.05 are highlighted in bold

Benavent D, et al. RMD Open. 2022 Sep;8(2):e002514.



Confirmado en meta-analisis

Table 2. Comparison between women and men with spondyloarthritis according to the demographic data and

clinical characteristics.

Robust evidence of the differences
between BASDAI and ASDAS in
measuring disease activity by sex.
Women had higher disease activity
compared to men using BASDAI, but
these differences disappeared when

No. of Studies Female Male P

C 37 424 (40.8-441)  42.0 (40.2-43.7) 0.71 ERNEIESNES. The different
urrent age, }’I'S z o O— - - —2) . - .

Age at onset, yrs 28 29.7 (27.7-31.8) 28.6(27.1-30.1) 0.38 Components and Welghts In BASDAI
Disease duration, yrs 34 12.5 (10.6-14.4) 13.4(11.9-14.9) 0.43 and ASDAS influence their values.
Diagnosis delay, yrs 15 7.3(5.8-8.8) 6.7 (5.7-7.7) 0.46 B d th I d k
HLA-B27—positive, % 25 717 (653-78.0)  80.7 (76.4-85.1) 0.02 ased on [ne already Known sex
Peripheral arthritis, % 11 32.8 (23.2-42.4) 28.1(19.7-36.4) 0.41 differences in the presentation of SpA,
Anti-TNE, % 21 12.6 (4.0-21.3) 17.0 (5.9-28.0) 0.53 :
BASDAL 0-10 41 4.9 (4.5-5.2) 4.2 (3.9-4.6) 0.02 BAS_DAI may _be aﬁeCteC_j by fatlgue,
ASDAS 16 2.8(24-3.2) 2.8 (2.4-3.2) 0.93 but in predominantly peripheral
BASEL 0-10 33 4.1(3.6-4.0) 33(3.3-4.3) 0.38 - - "
e p SEN e 023 manifestations such as e_n_thesms,
CRP, mg/L 26 9.7 (7.1-12.4) 13.7 (10.0-17.4) 0.07 ASDAS may not be sensitive enough
BML, kg/m? 15 25.4(24.6-26.3) 26.0 (25.4-26.7) 0.25

to detect activity. This may represent

a sex bias unfavorable to women,
because peripheral SpA is more
common in women than in men.

Data are presented as mean (95% CI) unless otherwise stated. Significant values are marked in bold (P < 0.05).
Anti-TNF: anti-tumor necrosis factor; ASDAS: Ankylosing Spondylitis Disease Activity; BASDAI: Bath
Ankylosing Spondylitis Disease Activity Index; BASFI: Bath Ankylosing Spondylitis Functional Index; CRP:
C-reactive protein; MASES: Maastrich Ankylosing Spond}’litis Enthesitis Score.

Blasco-Blasco M, Castrejon I, Jovani V, Pascual E, Ruiz-Cantero MT. Reviewing Disease Activity Indices in Spondyloarthritis From the Sex Perspective: A Systematic
Review and Metaanalysis. J Rheumatol. 2021 Sep;48(9):1395-1404



Objetivos del tratamiento

Objetivos del tratamiento Diana terapéutica

El tratamiento debe estar dirigido para
Maximizar calidad de vida alcanzar una diana terapéutica
predeterminada (p.ej. MDA, ASDAS-LDA)

La diana puede diferir de un paciente a

Control sintomas e inflamacion otro

La diana debe ser una decision

Prevencion del dafno estructural ) . ,
compartida entre paciente y reumatélogo

Normalizar/preservar funcion fisica y
participacion social

000



Objetivos del tratamiento adaptados a las necesidades del

paciente

OBJETIVOS PACIENTES

Disminuciéon del dolor 77,60%

Aumento de la movilidad 51,00%

Calidad de vida 17,80%
Dafio estructural 16,80%
Curacion 14,40%
Mejorar autonomia [ 4,40%
Disminucion de la rigidez [ 3,70%
Realizar deporte § 2,70%
Mejorar estado de &nimo § 2,40%
Poder trabajar § 2,40%
0,00% 40,00% 80,00%

Fuente: Encuesta a pacientes del Atlas 2017

Gratacos J, et al. Reumatol Clin. 2018 Nov-Dec;14(6):320-333. van der Heijde D, et al. Ann Rheum Dis. 2017 Jun;76(6):978-991

Objetivos generales de las personas
con EspA-ax en relacion a su tratamiento

Enfermedad

+

Uso de
tratamiento

Fuente: Encuesta a pacientes del Atlas 2017

Estado fisico

C
&

Procreacion

ol

Calidad
de vida



Objetivos del tratamiento adaptados a las necesidades del
paciente
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