A Pilot Cardiovascular Risk Reduction Clinic for Inflammatory Rheumatic Diseases
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ABSTRACT RESULTS RESULTS

Background:
A recent practice audit of 9 rheumatologists at a tertiary care site demonstrated poor cardiovascular (CV) risk management of = = = — — — —
inflammatory rheumatic disease (IRD) patients. Therefore the utility of a CV risk reduction clinic for these patients warrants Table 1 = Basell“e COhort CharaCter|St|cs. Table 4' carOtld Intlma Medla ThICKness Measureme“ts
investigation. This study established a new model-of-care independent of the standard rheumatology clinic and describes the
(n)/:i%iﬁald inception cohort. Baseline Characteristics Number (%) Artery Measured Number Mean Standard
ethods: . T
Patients with moderate to severe inflammatory arthritis (IA) were invited to attend the “CV Risk Reduction Clinic for IRD” as part of Males 12 (35) Of Th|CKneSS DeVIatlon
a biologics surveillance program in northern Alberta. After initial postal screening of traditional CV risk factors & fasting labs (lipid Females 27 (65) arteries
panel, glucose), clinic attendees were evaluated with pre-specified case report forms including |A activity and traditional CV risk

factors. Framingham & Reynold’ s risk scores were calculated & the European League Against Rheumatism (EULAR) CV risk Mean Age In Years 60 (SD 14) Any Artery Observed (mm) 129 0.80 0.55
multiplicative factor of 1.5 applied when criteria were met. Carotid intima media thickness (CIMT) measurements were measured ' ' i . .

on a separate visit for all consenting patients. Patients were offered dietician counseling, smoking cessation therapies, Mean Age at DlagnOSIS of Inﬂammatory Arthritis | 42 (SD 1 5) Any Artery W|th Th|CkneSS 50 1 1 3 070
physiotherapy referrals, lipid lowering (according to 2009 Canadian Cardiovascular Society guidelines) & antihypertensive Current Smokers 6 (1 82) >0.75mm (mm
treatments. RA disease management was left for the attending rheumatologist. Descriptive statistics were calculated with Microsoft Diabetics 3 (9 =

eRﬁielllf‘st:he study approved by the University of Alberta ethics. Any Patient With Plaques 12 1.25 0.45

Twenty-five patients (M:F 7:18) attended the clinic to date, mean age 55.8 (+/- 13.5) years, with the following diagnoses: 19 (76%) Being Treated for Hypertension 12 (36) R|9 ht CommOn CarOtid (mm) 22 068 O 1 9

RA; 2 (8%) juvenile idiopathic arthritis; 4 (16%) psoriatic arthritis. Fifteen (60%) patients were RF positive, 17 (68%) anti-CCP . - : . .
positive and 9 (36%) had rheumatoid nodules. Mean disease duration was 18 +/-14 years, ESR 15 +/- 12 mm/hr, CRP 5 +/- 4 mg/! Famlly HIStOI'y of Heart Disease 16 (47) nght Carotid Bulb (mm) 22 0.84 0.27

& DAS28 2.5 +/- 2.2. Radiographic erosions were noted in the hand and feet x-rays of 14 (58%) and 8 (38%) patients respectively. Rheumatoid Arthritis 27 (79) R|9 ht Internal Carotid (mm) 18 0.65 048

Traditional cardiovascular risk assessment confirmed four (16%) patients as active smokers, 10 (40%) with high cholesterol (LDL >

3.5 mmol/L), 2 (8%) with diabetes, 7 (28%) treated for systolic hypertension, 11 (44%) with family history of premature heart Juvenile Rheumatoid Arthritis 2 (6) Left Common Carotid (mm) 23 0.71 0.21
disease & 5 (20%) with personal history of CVD. The mean Framingham and Reynolds risk score of a CV event in the next 10- Psoriatic Arthritis 5 (1 5) Left CarOtid BUlb (mm) 23 1 1 7 1 00

years was 10% and 2.2%, EULAR multiplicative factor (applicable for 8 patients) for mean Framingham was 8.0%. Mean CIMT

measurement for any observed carotid artery was 0.70 mm (+/- 0.21; n=74 arteries), & number of arteries with significant Rheumatoid Factor Positive 21 (62) | eft Internal Carotid (mm) 21 0.54 019

thickness (>0.75 mm) was 27 with mean thickness of 0.96 +/- 0.15 mm. Plaques were noted in 6 patients. - - - - - £y —
Conclusions: Anti-cyclic Citrullinated Peptide Positive 21 (62) *means and standard deviations reported of mean of 3 measurements per

The CRRC-IRD provides a new model-of-care to evaluate and manage CV risk in a high-risk patient population. Future Rheumatoid Nodules 10 (30) patient
evaluations from this clinic model include (1) reviewing prospective CV outcomes from the clinic compared to standard-of-care, (2)
applicability of different risk scores in IA (given the discrepancy of Framingham & Reynold’ s scores in this study) & (3) Number Currently on ASA 6 (1 8)

contributions of treat-to-target RA disease approach & (4) CIMT to CV risk assessment. Number on Methotrexate with BiO|09iC 19 (56) - EULAR Multiplicative Factor: Applied to 21/34 patients
Number on TNF inhibitor 25 (74) « # of CIMT patients with plaques: 12 (9 with 1 plaque, 3 with 2 plaques)

Number on B-cell depletor 6 (18) « Traditional CV risk factors for patients with plaques: DM (2 pts), abnormal
cholesterol (7 patients), high risk (>20%) framingham risk score ( 3 pts)

Number on T-cell costimulation inhibitor 2 (6
INTRODU CTION *Defined by Canadian Cardiovascular Sociely Guidelines? (6) « # of CIMT patients with plagues with increased CIMT (> 0.75 mm): 12 patients

Table 2. Inflammatory arthritis disease characteristics CONCLUSIONS

Patients with inflammatory arthritis (IA) are it increased risk for cardiovascular
disease despite adequate treatment with DMARDs and biologic agents.’23 While |1A

ltself is an independent risk factor for CVD, traditional CV risk factors also contribute Inflammatory Arthritis Disease Mean This small cohort demonstrated reasonable lipid profiles; however, 12 patients

to CV risk in this patient group. A recent audit of rheumatology practices at our site Characteristics (SD/%) had plaques on CIMT and 50 / 129 measured arteries demonstrated increased

showed that CV risk factor management was less than optimal. _ _ CIMT thickness (>0.75 mm); 9 patients had only moderate Framingham risk
Disease Duration (Years) 19 (14) despite increased CIMT & presence of plaques

In response to this, the Cardiovascular Risk Reduction Clinic for Inflammatory Current Duration of Morning Stiffness (min) 147 (3806) Patients on biologics with inflammatory arthritis have a variable burden of

Rheumatic Diseases (CRRC-IRD) was established in November 2010 to evaluate CDAI Score 12 (10) traditio.r?al CV risk tactors ana calc.ulgtec.i CV risk o L .
and manage CV risk of |IA patients in Edmonton, Alberta. This program stems from SDAI Score 63 (73) The utility of t_he EULAR 1.5x mulltlpllcatlv.e factor in risk stratification remains
the previously published success of risk reduction clinics for the general population HAQ-DI 0.9 (07) unclear but did elevate the Framingham risk score from moderate to high in 4

at our center but is not yet standard of care for |A patients. ESR (mm/hr) (normal range 0-20 mm/hr) 17 (17) patients
Further prospective evaluation of this growing cohort is needed (1) to evaluate
CRP (mg/L) (normal <8 mg/L) 7.1 (11.8)

OBJECTIVES: This study evaluates the CV risk of IA patients on biologics through % of Swollen Joint 7108 this cIi_nic.modeI VEersus standard-of-care, (2) eva!gate the EULAR multiplicative
a cardiovascular risk reduction model. It is hypothesized that IA patients will have Or SWotien JOInts (8) factor in risk stratification, (3) and evaluate the utility of CIMT as a surrogate

increased cardiovascular risk through both traditional risk assessment methods and # of Tender Joints 9 (8) measure of CV risk in a CV risk reduction clinic.
CIMT assessment. # of Patients with Erosions on Hand X-rays 14 (58%) This model-of-care is effective in risk reduction as evidenced by prescription of

# of Patients with Joint Space Narrowing on Hand smoking cessation for 2 patients, dietary counselling for 8 patients, and a statin

METHODS X-rays 16 (70%) prescription for 5 patients.
# of Patients with Erosions on Foot X-rays 8 (38%) LIMITATIONS: This is a very small, prospective study requiring larger number of

Patient Population # of Patients with Evidence of Joint Space Narrowing patients and longer-term follow-up.
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Patients were offered lipid lowering, smoking cessation or antihypertensive Framing R'Sok Score with EULAR 21.9 (13.5)
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