
INTRODUCTION

Since the beginning of the COVID-19 pandemic, through-
out the world there has been a change of the consulting ap-
proach in the clinical medicine, including in the field of
rheumatology. Following the epidemiological recommenda-
tions of the World Health Organization for interpersonal
distancing, thus limiting the spread of the SARS-CoV-2 in-
fection in the society, the state of emergency in Latvia was
declared for a time period of 13 March till 14 April with

two subsequent month long extensions in 2020 and reintro-
duction of it from 9 November till the beginning of April
2021. During the last week of March 2020, the standard
care approach was modified by significantly reducing the
number of face-to-face consultations and implementing te-
lemedicine in the work of outpatient departments.

In the outpatient department of the Centre of Rheumatology
of Pauls Stradiòð Clinical University Hospital, face-to-face
consultations were available till 20 March 2020 and then
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The aim of this study was to analyse the rheumatic disease profile and treatment aspects of the
patients consulted in the outpatient department of Pauls Stradiòð Clinical University Hospital dur-
ing the first month of the COVID-19 pandemic from 2020 March 13 till April 14. A total of 457
(76.04%) remote and 144 (23.96%) face-to-face consultations were analysed, totalling 601 pa-
tients: 434 (72.21%) females and 167 (27.79%) males with mean age 51.40 ± 14.73 years. Rheu-
matoid arthritis (223 (37.10%)), psoriatic arthritis (93 (15.47%)) and ankylosing spondylitis (80
(13.31%)) were the most frequently consulted conditions. Disease modifying antirheumatic drugs
(DMARDs) or immunosuppressants (IS) were taken by 515 (85.69%) patients. These included
synthetic DMARD (242 (46.99%)), mainly methotrexate; and biologic DMARD (156 (30.29%)),
mainly tumour necrosis factor inhibitor. More than one-half of the cohort (427 (71.05%)) was not
taking a glucocorticoid (GC). NSAIDs were used in 391 (65.08%) patients, mainly on demand
(354 (90.54%)). Most patients (401 (66.72%)) had no comorbidities (hypertension, diabetes, ma-
lignancy and/or chronic respiratory disease). The profile of patients consulted in the outpatient de-
partment consisted mainly of middle-age females with autoimmune inflammatory arthritis treated
by DMARD. Most of the patients did not use GCs, they did not regularly use NSAIDs and did not
have comorbidities. Telemedicine is an acceptable way of care delivery for chronic rheumatic pa-
tients with previously known disease and treatment, especially during a pandemic.
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exceptionally during the following period till the end of
April 2020 (for example, exceptions were made in cases of
exacerbation of the disease with the necessity to assess dis-
ease activity and adjust treatment based on physical exami-
nation). From the last week of March, planned face-to-face
consultations were substituted with remote consultations us-
ing phone calls with subsequent emailing of recommenda-
tions to the patient and/or to his family doctor. The remote
consultations were mainly held for patients with previously
known diagnosis (so-called returning patients) of the Centre
and in a significantly smaller extent — for general practitio-
ners if they had patients with suspected rheumatic disease in
an acute state. This decision was matched with the Adult
Rheumatology Society of Latvia and supported by the Min-
istry of Health of Latvia, taking into consideration aspects
of rheumatology. These included a broad variety of symp-
toms and involved organ systems and significance of full
physical examination, including palpation of joints and pe-
ripheral pulses, auscultation of lungs etc. in the context of
the interpretation of the patient’s story, thus making correct
conclusions for the diagnosis and immunomodulatory treat-
ment prescription if indicated. The absence of physical
examination for new (previously unknown) patients during
remote consultations can be the leading reason of misdiag-
nosis and unsafe treatment, outweighing the risk of delayed
rheumatic disease diagnosis. Therefore, such a selective ap-
proach for remote consulting highlighted the main group of
patients (returning patients) who were under the supervision
of the rheumatologist in the largest adult rheumatology cen-
tre in Latvia.

Rheumatology is characterised by a large variety of dis-
eases, not only inflammatory rheumatic and systemic dis-
eases, but also degenerative joint and spine diseases, soft
tissue rheumatism, and metabolic bone diseases (Vanhoof et

al., 2002). Rheumatological practice can include all of
these. The key question is about the proportion of diseases
showing the main professional directions of certain rheuma-
tological practice, educational and training resources and
needs as well as aspects of healthcare planning and financial
and social impacts.

This study aimed to analyse the rheumatic disease profile
and treatment aspects of the patients consulted in the outpa-
tient department of Pauls Stradiòð Clinical University Hos-
pital during the first month of COVID-19 pandemic.

MATERIALS AND METHODS

Data was collecting from face-to-face and remote consulta-
tions in the outpatient department of the Centre of Rheuma-
tology of Pauls Stradiòð Clinical University Hospital in the
time period from 13 March to 14 April 2020, which was the
first period of the state of emergency in Latvia due to the
COVID-19 pandemic. There were ten rheumatologists in
2020 in the Centre of Rheumatology of Pauls Stradiòð
Clinical University Hospital. The overall number of adult
rheumatologists in Latvia was 26.

The data were extracted from the local database and in-
cluded the following variables: 1) sex, 2) age, 3) diagnosis,
4) groups of medications used for the treatment of rheu-
matic disease (conventional or targeted synthetic or biologic
disease modifying antirheumatic drug (csDMARD,
tsDMARD, bDMARD, resepectively), immunosupressants
(IS) (cyclophosphamide, mycophenolate mofetil, azathio-
prine) (Isaacs and Burmester, 2020; Mikuls et al., 2020),
glucocorticoids (GCs), non-steroidal anti-inflammatory
drug (NSAID)), 5) modification of therapy made during the
consultation (defined as dosage increase or initiation of
treatment, switch to another medicine of the same DMARD
group, switch to biosimilar bDMARD, switch to another
group of DMARD, cessation of treatment due to side ef-
fects, prolongation of treatment interval, treatment cessation
due to remission, treatment cessation for a definite time pe-
riod, dosage reduction); and 6) comorbidities (cardiovascu-
lar disease (including hypertension), diabetes mellitus, ma-
lignancy (present or past), and chronic respiratory disease).

During distant consultations, the assessment of disease ac-
tivity and subsequent treatment modification if needed was
performed based on subjective data (patient’s complaints)
and recent blood tests (inflammatory markers, full blood
count, and immunological data) if available in the electronic
system.

All analyses were performed using IBM SPSS Statistics,
version 23.0.

RESULTS

The data of 457 (76.04%) distant consultations and 144
(23.99%) face-to-face consultations were analysed. The
study included 601 patients, of whom 434 (72.21%) were
females and 167 (27.79%) were males, with the age 51.40 ±
14.73 (range 18–89) years. The largest number of patients
(156 (25.96%)) had age from 50 to 59 years followed by the
age group from 60 to 69 years — 120 (19.97%) patients and
age group 40 to 49 years — 119 (19.8%) patients. The
smallest number of patients was in the group older than 80
years — 7 (1.16%). Fifty-nine (25.96%) consulted patients
had age younger than 30 years and 64 (10.65%) patients
were in the age group from 70 to 79 years.

Figure 1 shows the spectrum of diagnosis managed during
one month in the outpatient department. The most frequent
seven diagnoses among 24 were rheumatoid arthritis (RA)
— 223 (37.10%) patients, psoriatic arthritis (PsA) — 93
(15.47%), ankylosing spondylitis (AS) — 80 (13.31%), pe-
ripheral spondyloarthritis (SpA) (also defined as undifferen-
tiated SpA or reactive arthritis) — 42 (6.99%), juvenile
idiopathic arthritis — 37 (6.16%), systemic lupus erythema-
tosus — 30 (4.99%) and osteoarthritis/spondylosis — 27
(4.49%) patients. Significantly less common diseases were
systemic sclerosis (eight (1.33%) cases), primary Sjogren’s
syndrome (8 (1.33%)), granulomatosis with polyangiitis
(five (0.83%)), and polymyalgia rheumatica (four (0.67%)).
There were three (0.50%) cases of crystal induced arthropa-
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thy and three (0.50%) cases of mixed connective tissue dis-
ease. One or two cases of different small and large vessel
vasculitidies were consulted and there were a few patients
with dermatomyositis and primary antiphospholipid syn-
drome. The category of other cases (26 (4.33%)) included
one or two cases of the following diseases: sarcoidosis,
bullous pemphigoid, arthralgia, joint hypermobility syn-
drome, undifferentiated connective tissue disease, Lyme
disease, diffuse idiopathic skeletal hyperostosis, SAPHO
syndrome, osteogenesis imperfecta, granulomatous mastitis,
relapsing polychondritis, retroperitoneal fibrosis, IgG4 dis-
ease, undifferentiated vasculitis, thoracic outlet syndrome,
soft tissue rheumatism, and adult onset Still’s disease.

Among the groups of medicines used to treat patients, 515
(85.69 %) patients were taking DMARDs, and 86 (14.31%)
patients were not taking DMARDs. Features of intake of
DMARDs are represented in Table 1. Most of the patients
were treated with csDMARD or IS monotherapy — 242
(40.27%) patients or bDMARD monotherapy — 157
(26.12%) patients. A small number of patients was treated
with tsDMARD (tofacitinib) monotherapy — 8 (1.33%) pa-
tients or combined therapy — four (0.67%) patients.

Table 2 shows the intake of certain medicines of the differ-
ent DMARDs groups, independent on the use as mono-
therapy or combined treatment. Among synthetic DMARDs
(sDMARDs), the most frequently used medicine was
methotrexate, which was taken by 156 (25.96%) patients,
followed by sulfasalazine taken by 92 (15.31%) patients and
hydroxychloroquine — 65 (7.49%) patients. Leflunomide
was used by 45 (7.49%) patients. Immunosupressive medi-
cations such as azathioprine were taken by 18 (3.00%) pa-
tients, mycophenolate mofetil — 12 (2.00%) patients, oral
cyclophosphamide — one (0.17%). The tsDMARD
tofacitinib was taken by 12 (1.82%) patients. The most fre-
quently prescribed bDMARD was tumour necrosis factor �

(TNF�) inhibitor, used by 198 (32.95%) patients, followed
by interleukin-17A (IL-17A) inhibitor — 23 (3.83%) and
IL-6 inhibitor — 20 (3.33%) patients. Other bDMARDs
such as IL-12/IL-23 inhibitor, abatacept and rituximab were
prescribed for less than ten patients (seven (1.16%), eight
(1.33%), and five (0.83%) patients, respectively).

More than a half of the studied cohort (427 (71.05%) pa-
tients) was not taking a glucocorticoid (GC). The rest of the
cohort (174 (28.95%) patients) was taking a GC and for the
most of them (114 (65.52%) patients) the dosage was not
changed during the consultation. For 41 (23.56%) patients,
the dosage was tapered or its intake was discontinued. The
change of GCs dosage (increase, tapering or cessation) was
not dependent on sex (p = 0.12, V = 0.16), age group (p =
0.35, V = 0.19), diagnosis (p = 0.21, V = 0.34) or the group
of DMARD used in the treatment of the disease (p = 0.78,

26 Proc. Latvian Acad. Sci., Section B, Vol. 77 (2023), No. 1.

Fig. 1. Diagnosis distribution of the patients.

Table 1. Treatment profile of patients

Group of medications Number of patients
(n = 601)

Frequency, %

None 86 14.31

csDMARDs or IS 242 40.27

tsDMARDs 8 1.33

bDMARDs 157 26.12

csDMARDs and bDMARDs 104 17.30

csDMARDs and tsDMARDs 4 0.67

DMARD – disease modifying antirheumatic drugs, csDMARDs – conven-
tional synthetic DMARDs, IS – immunosuppressant, tsDMARDs – tar-
geted synthetic DMARDs, bDMARDs – biologic DMARDs

Table 2. Profile of the treatment with disease modifying antirheumatic
drugs

DMARDs
group

Medicine Patients
(n)

Frequency, %,

Medicines
(n = 661)

Patients
(n = 601)

csDMARDs and
immuno
suppressants

Methotrexate 156 23.60 25.96

Sulfasalazine 92 13.92 15.31

Leflunomide 45 6.81 7.49

Hydroxychloroquine 65 9.83 10.82

Azathioprine 18 2.72 3.00

Cyclophosphamide 1 0.15 0.17

Mycofenolate mofetil 12 1.82 2.00

tsDMARDs Tofacitinib 12 1.82 2.00

bDMARDs TNF� inhibitors
(adalimumab,
etanercept,
golimumab,
infliximab)

198 29.95 32.95

IL-6 inhibitor
(tocilizumab)

20 3.03 3.33

IL17A inhibitor
(secikunimab)

23 3.48 3.83

IL12/IL23 inhibitor
(ustekinumab)

7 1.06 1.16

Abatacept 8 1.21 1.33

Rituximab 5 0.76 0.83

DMARDs – disease modifying antirheumatic drugs, csDMARDs – conven-
tional synthetic DMARDs, tsDMARDs – targeted synthetic DMARDs,
bDMARDS – biologic DMARDs, TNF – tumour necrosis factor, IL –
interleukin



V = 0.14). The average dosage of GCs was 6.74 +/– 4.86
mg (interval from 1.25 mg to 40.00 mg) (95% CI,
6.00–7.48). The median for GCs users was 5.00 mg, IQR
2.5.

Most of the patients used a NSAID on demand (354
(58.90%) and less than 10% regularly (37 (6.16%). A total
of 210 (34.94%) patients did not take a NSAID.

Table 3 represents the characteristics of the most common
diseases managed in the outpatient rheumatological depart-
ment during one month. The most frequent diagnosis was
RA — 223 (37.10%) patients, mainly females (190
(85.20%)) with mean age 58 (SD 11.62) years. Metho-
trexate alone and methotrexate in combination with TNF�

inhibitor was the most frequently used treatment in this
case. A total of 103 (46.19%) RA patients used GCs.
Among the cohort, 144 (64.57%) patients used NSAIDs on
demand, 10 (4.48%) patients regularly and 69 (30.94%) pa-
tients did not use it. The most frequent next time visit for
RA patients was at three to six months.

During 601 consultations, treatment was modified in 98
(16.31%) cases. Table 4 shows that the modification of

treatment for the DMARD group was mainly done during
remote consultations (68 cases). There was no statistically
significant difference in treatment modification according to
the type of consultation (p = 0.18). The most frequent modi-
fication of treatment was dosage increase or initiation of
DMARD treatment: 26 (38.24%) among distant consulta-
tions and 20 (62.50%) cases among face-to-face consulta-
tions. Most of the modifications were for the group of
csDMARDs — 57 (58.16%) cases.

Cessation of DMARD treatment due to undesirable side ef-
fects was made in 9 (9.00%) cases. The reasons were hepa-
totoxicity (one), eczema (one ), alopecia (one ), stomatitis
(one), subfebrile temperature (one), lung damage (one) and
three cases without description of the treatment cessation
reason. Detailed information is presented in Table 5.

NSAIDs were used in the treatment of 391 (65.08%) pa-
tients, of whom 37 (6.16%) took this medication regularly
and 354 (58.90%) used it on demand. Analysis of the intake
of NSAIDs according to the most common disease by age
group is presented in Table 6.

27Proc. Latvian Acad. Sci., Section B, Vol. 77 (2023), No. 1.

Table 3. The profile of the most frequent treated diseases

Characteristics Diagnosis (number (%)

RA PsA AS Peripheral SpA OA/
Sp

JIA SLE

Patients 223 (37.10) 93 (15.47) 80 (13.31) 42 (6.99) 27 (4.49) 37 (6.16) 30 (4.99)

Sex (M/F) 33 (14.80) /
190 (85.20)

39 (41.94) /
54 (58.06)

55 (68.75) /
25 (31.25)

11 (26.19) /
31 (73.81)

1 (3.70) /
26 (96.30)

9 (24.32) /
28 (75.68)

3 (10.00) /
27 (90.00)

Mean age (SD) 58.06 (11.62) 50.78 (11.95) 44.85 (10.96) 44.21 (13.96) 61.19 (13.24) 28.16 (11.26) 49 (13.08)

Not used DMARD/IS 9 (4.04) 4 (4.30) 2 (2.50) 9 (21.43) 24 (88.89) 2 (5.41) 4 (13.33)

DMARDs group*:

csDMARD or IS 100 (46.73) 32 (35.96) 10 (12.82) 29 (87.88) 3 (100.00) 9 (25.71) 26 (100.00)

tsDMARD 8 (3.74) – – – – – –

bDMARD 44 (20.56) 41 (46.07) 55 (70.51) 4 (12.12) – 11 (31.43) –

csDMARD + bDMARD 58 (27.10) 16 (17.98) 13 (16.67) – – 15 (42.86) –

csDMARD + tDMARD 4 (1.87) – – – – – –

The most frequent* DMARD or IS used in:

monotherapy MTX TNF TNF SSZ NA TNF HOQ

39 (18.22) 22 (24.72) 48 (62.82) 23 (69.7) 8 (22.86) 15 (57.69)

combined therapy MTX + TNF MTX + TNF SSZ + TNF NA NA MTX + TNF HOQ + AZA

25 (11.68) 11 (12.36) 8 (10.26) 10 (28.57) 5 (19.23)

GCs usage 103 (46.19) 9 (9.68) 9 (11.25) 2 (4.76) 2 (7.41) 3 (8.11) 19 (63.33)

NSAID No 69 (30.94) 29 (31.18) 19 (23.75) 3 (7.14) 9 (33.33) 14 (37.84) 20 (66,67)

On demand 144 (64.57) 60 (64.52) 54 (67.50) 28 (66.67) 17 (62.96) 21 (56.76) 10 (33,33)

Regular intake 10 (4.48) 4 (4.30) 7 (8.75) 11 (26.19) 1 (3.70) 2 (5.41) –

The most frequent next
visit time

3–6 months 3–6 months 3–6 months 3–6 months As needed 3–6 months 3–6 months

163 71 70 18 16 34 22

(73.42) (76.34) (87.50) (42.86) (59.26) (91.89) (73.33)

M – male, F – female, RA – rheumatoid arthritis, PsA – psoriatic arthritis, AS – ankylosing spondylitis, JIA – juvenile idiopathic arthritis, SLE – systemic
lupus erythematosus, OA/Sp – osteoarthritis/spondylosis, GCs – glucocorticoids, NSAID – nonsteroidal antiinflammatory drug, NA – not applicable, IM –
immunomodulatory, IS – immunosuppressant, csDMARD – conventional synthetic disease modifying antirheumatic drug, tsDMARD – targeted synthetic
disease modifying antirheumatic drug, bDMARD – biologic disease modifying antirheumatic drug; *Frequency (%) calculated from patients with
comorbidity/use of DMARDs.



Comorbidities (cardiovascular disease, diabetes, chronic
respiratory disease, past or present malignancy) were absent
in most patients (401, 66.72%) (Table 7). two hundred
(33.28%) patients had a single comorbidity (164 cases),
compared with 36 cases as a combination of different

comorbidities. The most common comorbidity as a mono-
category or a combination of different comorbidities was
cardiovascular disease mentioned — 146 (24.29%) cases in
total, 113 (18.80%) cases as a single and 33 (5.51%) cases
as a combination of comorbidities. The second frequently
mentioned comorbidity was chronic respiratory disease —
43 (7.16%) cases in total — 30 (4.99%) cases as a single
comorbidity and 13 (2.17%) cases as a combination. Diabe-
tes mellitus was noted in seven (1.16%) cases as a single
comorbidity and in 29 (4.83%) as a combination of several
comorbidities. Malignancy was mentioned in 16 (2.67%)
cases (14 (2.33%) as a single comorbidity and two (0.34%)
as a combination.

There was no significant association between the rheumatic
diseases and studied comorbidities (p = 0.06, V = 0.14).

DISCUSSION

The COVID-19 pandemic encouraged creation of an alter-
native care approach for patients with rheumatic and mus-
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Table 4. Profile of DMARDs treatment modification during consultations

Treatment modification
Type of consultation

distant face-to-face

number of
patients

frequency,
%

number of
patients

frequency,
%

Dosage increase / initiation
of treatment

26 38.24 20 62.50

Switch to another
medication of the same
DMARD group or IS

4 5.88 0 0.00

Switch to biosimilar
bDMARD

5 7.35 0 0.00

Switch to another group
of DMARD or IS

6 8.82 3 9.38

Cessation of treatment due
to side effects

8 11.76 1 3.13

Prolongation of treatment
interval

4 5.88 1 3.13

Treatment cessation due to
remission

5 7.35 1 3.13

Treatment cessation for
definite time period

7 10.29 2 6.25

Dosage reduction 3 4.41 4 12.50

Total 68 100.00 32 100.00

p 0.18

V 0.35

DMARD – disease modifying anturheumatic drug, IS – immunosuppres-
sant, bDMARD – biologic disease modifying antirheumatic drug

Table 5. Profile of undesirable treatment side effects

Side effect Treatment Diagnosis, age (years),
sex

Hepatotoxicity (blood
tests)

Methotrexate Rheumatoid arthritis, 70,
female

Skin rash (eczema) TNF� inhibitor Ankylosing spondylitis,
37, male

Alopecia Leflunomide Rheumatoid arthritis, 44,
female

Stomatitis Sulfasalazine Peripheral
spondyloarthritis, 52,
female

Subfebrile temperature Methotrexate Juvenile idiopathic
arthritis, 25, female

Lung damage Methotrexate Rheumatoid arthritis, 64,
female

Not defined TNF� inhibitor Rheumatoid arthritis, 44,
female

Not defined Sulfasalazine Peripheral
spondyloarthritis, 40, fe-
male

Not defined Leflunomide Rheumatoid arthritis, 60,
male

TNF� – tumour necrosis factor �

Table 6. The frequency of NSAID intake according to the most common
disease of the certain age group

Age group
(years)

The most
common disease
in the certain age

group

NSAIDs intake (patients (frequency within
the disease group)

No On demand Regular

Younger
than 30

JIA 9 (36.00) 15 (60.00) 1 (4.00)

31–39 AS 6 (31.58) 12 (63.16) 1 (5.26)

40–49 RA 8 (22.86) 25 (71.43) 2 (5.71)

50–59 RA 17 (28.81) 41 (69.49) 1 (1.69)

60–69 RA 25 (32.47) 47 (61.04) 5 (6.49)

70–79 RA 11 (33.33) 21 (63.64) 1 (3.03)

Older than 80 RA 2(66.67) 1(33.33) –

JIA – juvenile idiopathic arthritis, AS – ankylosing spondylitis, RA – rheu-
matoid arthritis.

Table 7. The frequency of comorbidities

Comorbidity Patients, n Frequency, %

None 401 66.72

Cardiovascular disease 113 18.80

Diabetes mellitus 7 1.16

Chronic respiratory disease 30 4.99

Malignancy 14 2.33

Diabetes mellitus and chronic respiratory
disease

3 0.50

Cardiovascular disease and diabetes mellitus 21 3.49

Cardiovascular disease, diabetes mellitus
and chronic respiratory disease

4 0.67

Cardiovascular disease and chronic
respiratory disease

6 1.00

Cardiovascular disease and malignancy 1 0.17

Cardiovascular disease, diabetes mellitus
and malignancy

1 0.17



culoskeletal diseases (RMDs). Due to the lack of vaccines
or effective treatment at that time, social distancing and
quarantine regulations were the only widely available inter-
ventions (Wiersinga et al., 2020). Thus, telemedicine (dis-
tant consultations) was applied as a solution to provide on-
going care for patients with chronic diseases. Despite many
social advantages of telemedicine, it was not a widely ap-
plied medical care approach before the COVID-19 pan-
demic — for example, less than 1% of all physician visits in
the United States were conducted via telehealth (Amwell
Physician and Consumer Survey, 2020). During the
COVID-19 lockdown, telemedicine use increased signifi-
cantly in just a few weeks. For example, in a specialised
centre in Bogota, Colombia, telecounselling of a RA cohort
was done for 92% patients, in comparison with 8% of con-
ventional face-to-face follow-up visits during a period of
eight weeks (Santos-Moreno et al., 2020). The same trend
was seen in our centre — during the first four weeks of the
COVID-19 pandemic, the majority of consultations
(76.04%) occurred using telemedicine.

In this study, we examined the real time one-month data of
the remote and face-to-face outpatient consultations for pa-
tients with a specific profile, who were under the supervi-
sion of the largest centres of adult rheumatology in Latvia.
The COVID-19 pandemic forced us to use a selective ap-
proach for the telemedicine care — consultations were
made mainly for existing (known or returning) patients and
exceptionally for general practitioners with acute rheumatic
questions. Thus, these data helped us recognise the spec-
trum of rheumatic diseases mainly seen by rheumatologists
in routine practice.

The most frequently (approximately one-third of the pa-
tients) consulted condition was rheumatoid arthritis
(223/601, 37.10%), followed by psoriatic arthritis (93/601,
15% of cases) and ankylosing spondylitis (80/601, 13% of
cases). These data are in agreement with the information
reported in several scientific publications about rheumato-
logical outpatient practices. For example, analysis of the
prevalence of inflammatory rheumatic diseases in a rheu-
matologic outpatient clinic in Iran showed that the most
common diseases were rheumatoid arthritis (47%), followed
by spondyloarthropathies (17%) and systemic lupus erythe-

matosus (17%) (Jokar and Jokar, 2018). The data obtained
are also in line with the prevalence of the rheumatic dis-
eases in the general population, For example, in the USA,
the prevalence of RA 0.5 is 1.00%, overall spondyloarthriti-
des 0.3–1.3% and SLE — 0.07–0.14% (Berghea et al.,
2021); although it varies considerably among different
populations.

Noticeably, patients with osteoarthritis (27/601, 4.49%)
were consulted significantly less frequently than patients
with autoimmune inflammatory arthritis. This difference
shows that osteoarthritis treatment follow-up is mainly
made by general practitioners and/or physiotherapists
and/or orthopaedic surgeons. Primary osteoarthritis remains
the main general differential diagnosis in case of pain in
joints for elderly people. The data collected indirectly

showed the significance of cooperation between rheuma-
tologists and general practitioners, as well as other
specialists who performed screening before the first referral
to the rheumatologist, and thus excluding patients not satis-
fying inflammatory arthritis criteria.

According to sex and age of patients, most were females
(434/601, 72.21%) and the largest number of patients was
of age 50 to 69 years. These results are in an agreement
with data from clinical trials where RA patients were exam-
ined (Myasoedova et al., 2020).

The most frequently used medications were methotrexate as
csDMARD and TNF� inhibitors as bDMARDs. These re-
sults are in accordance with the profile of patients (mainly
rheumatoid arthritis or spondyloarthropathy) consulted in
the Centre. Methotrexate is the gold standard for the treat-
ment of rheumatoid arthritis (Smolen et al., 2020) and
psoriatic arthritis (Gossec et al., 2020) as the first choice
and thereafter as part of a combination therapy with
bDMARD. In some cases of axial spondyloarthritis, it is
also used for the reduction of the risk of immunogenecity in
addition to bDMARD (Ducourau et al., 2020). The leading
number of TNF� inhibitor users can be explained by sev-
eral factors: 1) discovery time — the first original biologic
drugs registered for rheumatoid arthritis were TNF� inhibi-
tors (McInnes and Gravallese, 2021), which entered the
market one by one, and followed by biosimilars in the last
few years; 2) the rules of reimbursement (country depend-
ent); 3) clinical experience of rheumatologists from clinical
trials; and 4) routine work encouraging to give preference
for already known medicines. At that time, in Latvia, the
first reimbursed bDMARD (after inefficacy and contraindi-
cations of sDMARDs, including methotrexate for RA and
PsA or sulfasalasine for AS) was TNF� inhibitor biosimilar
adalimumab (www.vmnvd.gov.lv).

The majority of patients using GCs had RA (103 out of 223
RA patients, 46.19%, and 103 out of 601 patients of the co-
hort, 17.14%). GCs are still widely used in RA (Hua et al.,
2020). These medications appear to be used in approxi-
mately 50% of patients with RA, with varied duration and
dosage among the studies (Sokka et al., 2007). However, a
recent study of an Australian cohort of patients with RA
showed that the probability of GC use throughout follow-up
decreased over time, from 55% in 2001 to 39% in 2012 (p <
0.001) (Black et al., 2017). In contrast, another observa-
tional cohort study showed that the proportion of patients
initiating GCs was higher in the group from 1995 to 2007
compared with the earlier group from 1980 to 1994 (68%
vs. 36%), but the cumulative dose did not differ over the
first year (Makol et al., 2014; Hua et al., 2020). In our co-
hort, GCs were used in half of RA patients, raising the ques-
tion about full efficacy of the basic treatment with
DMARD. One of the limitations of our study is the lack of
data analysis about duration, dosage, type of DMARDs and
a disease activity in the case of GCs usage. Thus, we have
no data about the strategy for using GCs using in the exam-
ined cases — whether it was bridging therapy during the
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initiation of DMARD or flare treatment or maintenance
treatment.

One-third of patients (34.94%) in the cohort did not use
NSAID, while more than a half (58.90%) used it on demand
and a small part (6.16%) on a regular basis. Based on the
data of a retrospective two-year observational study con-
ducted in the United States, the use of prescribed NSAIDs
was found to be common among patients with AS (68.1%),
PsA (51.1%) and RA (61.1%) (Hunter et al., 2021). How-
ever, the reported use of these co-medications after biologic
initiation significantly decreased in the first year of treat-
ment (Hunter et al., 2021). Thus, for the correct interpreta-
tion of the use of NSAIDs, several additional questions,
such as the exact reason of intake, pain pattern, disease ac-
tivity etc., are important for informed decision making in
case of basic treatment modification and/or safety aspects of
the prolonged pain reduction treatment.

During remote consultations for returning patients, the treat-
ment was modified in 98 (16.31%) cases, mainly by dosage
increase or initiation of treatment with DMARD (38.24%),
thus showing the significance of cooperation between a
doctor and a patient with chronic disease. This is a signifi-
cant point that underlines the equal value of telemedicine in
comparison to face-to-face consultations. Every treatment
modification means subjective and objective treatment tol-
erance evaluation (including laboratory tests), which re-
quires good knowledge of the patient’s about the main as-
pects of his/her disease.

Telemedicine is an efficient way of care delivery for pa-
tients with chronic diseases, especially during a pandemic.
However, based on a survey conducted in the Netherlands
(Bos et al., 2021) and our clinical experience, the time (not
included in the statistical analysis during this study) spent
on a teleconsultation equals that of the face-to-face consul-
tations. It may also not be as easy as is often assumed. It en-
tails new skills from both patients and care providers, and
technical issues also play an important role in conducting a
smooth conversation with the patient (Bos et al., 2021).
Thus, these aspects should be taken into account in provid-
ing similar quality regarding efficacy and a safety of tele-
medicine in comparison to standard care.

During the one-month period covered by this study, nine
cases with undesirable side effects responsible for treatment
cessation were found. None of them were serious. The spec-
trum of the adverse events is consistent with clinical data
obtained from registries and clinical trials (Ruderman,
2012; D’Angelo et al., 2018; Sepriano et al., 2020). In one
RA case, methotrexate usage was stopped due to unspeci-
fied lung damage. Over the years, multiple publications
have appeared in the scientific literature linking metho-
trexate usage with various types of “lung damage”, includ-
ing fibrotic interstitial lung disease (ILD). The latest sys-
tematic review of methotrexate safety aspects concerning
progressive fibrotic ILD in case of RA argues against this
link, thus suggesting beneficial rather than a harmful effect
of methotrexate on lungs (Dawson et al., 2021). In very rare

cases (reported in 1% of RA patients), it can cause hyper-
sensi t ivi ty pneumonit is (Sathi et al . , 2012) . A
dose-dependent favourable effect of methotrexate on the
risk of ILD in RA patients was demonstrated additionally
by another study published in 2021. Thus, the link between
“lung damage” and methotrexate in this certain clinical case
from the cohort should be carefully analysed to clarify the
pattern of lung injury. In three other cases, there were no
data for the reason for interruption of the drug intake. These
missed safety aspects underline the significance of a uni-
form approach for the information included in the database.

RA, PsA and axial SpA (mainly AS) are all associated with
a high prevalence of comorbidities, including cardiovascu-
lar diseases, kidney diseases, lung diseases, infections, ma-
lignancies, osteoporosis, gastrointestinal diseases and de-
pression (Stouten et al., 2021). The coexistence of these
diseases often complicates or limits the recommended man-
agement of rheumatic diseases, due to the interaction of
drugs, polypharmacy, or drug intolerance (Filipowicz-
Sosnowska, 2019). Rheumatologists should consider man-
agement of comorbidities as one of the primary tasks in-
volved in the care of a patient. Collaboration with other
healthcare providers, including primary care physicians and
other specialists is a key to optimising holistic management
for every patient (Stouten et al., 2021).

Comorbidities were noted in 200 (33.28%) of patients, with
the most frequently detected cases being for cardiovascular
disease (as a single or combination of diseases) (146
(24.29%) cases). Malignancies (present or past) were identi-
fied in around 3% of patients. In general, these findings on
cardiovascular disease (the leader position among comor-
bidities) and malignancy (a number of cases) are consistent
with the COMORD study from Lebanon published in 2020
(Ziade et al., 2020). In this study, data of 769 patients (RA,
SLE, axial and peripheral SpA, OA) were analysed. We did
not identify any association between the rheumatic diseases
and studied comorbidities (p = 0.06). In the COMORD
study, the total number of comorbidities per patient was
highest for OA (1.8) and lowest for axSpA (0.8), p <
0.001. It should be noted that in the COMORD study, four
rheumatic diseases were analysed and the number of OA
patients included was significantly higher than in our cohort
(213 vs 27 cases, respectively). The second frequently de-
tected comorbidity was chronic respiratory disease (43
(7.16%) cases), followed by diabetes (36 (6.00%) cases).
Further analysis of the frequency of both conditions should
be done in the context of additional information, such as
respiratory damage pattern, specific rheumatic disease (lung
injury as a systemic manifestation of chronic autoimmune
disease or “parallel” not associated condition), smoking, us-
age of glucocorticoids, occupancy, age, work etc. In the
COMORD study, diabetes was found in 10.4% of patients
(highest in OA 14.6% and lowest in axial SpA 5.8%, p =
0.144). Considering the heterogenicity of our cohort —
more than 20 diseases were included with predominance of
autoimmune inflammatory arthritis or connective tissue dis-
eases — it is impossible to accurately compare our results
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to other clinical trials, but the trends of frequency of comor-
bidities are comparable with data from different clinical tri-
als of specific rheumatic diseases (Radner, 2016).

This is the first study in Latvia evaluating the profile of
rheumatic patients in the outpatient care unit, which in-
cludes data obtained through remote consultations. Study
limitations include lack of several clinically significant data
(including smoking, duration of the disease, duration of
treatment, work etc.), no follow-up data for remote consul-
tations relevant for the analysis of its quality (cross-
sectional study), no comparative analysis of time spent on
face-to-face or remote consultations. Due to the small num-
bers of patients in several subgroups (diseases), it is impos-
sible to conclude about trends, for example, comorbidities,
in comparison with other cohorts. This study unequivocally
showed the significance of and the need for validity, accu-
racy and consistency of clinical data included in medical
records based on a standardised approach.

The scientific aim of this study was to examine the remote
approach, which was used for the first time in ambulatory
care of rheumatic patients in Latvia. As discussed in our
study, telemedicine is developing approach used in rheuma-
tology. There are still debates about its accuracy and safety
in rheumatology (Jackson et al., 2022; Piga et al., 2022).

In summary, the profile of patients consulted in the outpa-
tient department consisted mainly of middle age females
with autoimmune inflammatory arthritis treated by
DMARD. Most of the cohort patients did not use GCs and
regularly NSAIDs and did not have comorbidities. The re-
sults of this study provide insight into the outpatient care as-
pects of rheumatic diseases in Latvia and should improve
understanding of a real-life healthcare needs. Telemedicine
seems an acceptable way of care delivery organisation for
chronic rheumatic patients with previously known disease
and treatment, especially during the pandemic restrictions.
Further prospective investigation is needed to evaluate ad-
vantages and disadvantages of its implementation in the
routine practice of outpatient care for rheumatic patients be-
yond the pandemic.
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REIMATISKO PACIENTU AMBULATORÂS APRÛPES ASPEKTI LATVIJÂ: KLÎNISKÂS PRAKSES DATI COVID-19
PANDÇMIJAS PIRMÂ MÇNEÐA KONTEKSTÂ

Pçtîjuma mçríis bija analizçt reimatisko slimîbu profilu un terapijas aspektus pacientiem, kuri konsultçti Paula Stradiòa Klîniskâs
universitâtes slimnîcas ambulatorajâ daïâ no 2020. gada 13. marta lîdz 14. aprîlim, kas atbilst COVID-19 pandçmijas pirmajam mçnesim.
Ðajâ periodâ tika veiktas 457 (76,04%) attâlinâtâs un 144 (23,96%) klâtienes konsultâcijas, kopumâ konsultçjot 601 pacientu (51,40 ± 14,73
gadi): 434 (72,21%) sievietes un 167 (27,79%) vîrieði. Visbieþâk tika konsultçti pacienti ar reimatoîdo artrîtu (223 (37,10%)), psoriâtisku
artrîtu (93 (15,47%)) un ankilozçjoðo spondilîtu (80 (13,31%)). 515 (85,69%) pacienti lietoja slimîbu modificçjoðos antireimatiskos
medikamentus (SMARM) vai imûnsupresantus (IS), no tiem 242 (46,99%) gadîjumos lietoti sintçtiskie SMARM, galvenokârt metotreksâts,
vai 156 (30,29%) gadîjumos — bioloìiskie SMARM, galvenokârt tumora nekrozes faktora alfa inhibitori. Lielâkâ daïa pacientu (427
(71,05%)) nelietoja glikokortikoîdus (GK). NSPIL lietoja 391 (65,08%) pacients, galvenokârt pçc vajadzîbas. Lielâkajai pacientu daïai
nebija blakusslimîbu (hipertensija, cukura diabçts, malignitâte un/vai hroniskâ plauðu slimîba). Konsultçto pacientu profilu veidoja
galvenokârt vidçjâ vecuma sievietes ar autoimûno iekaisuma artrîtu, kas ârstçts ar SMARM. Reimatisko pacientu ambulatorâ aprûpç,
nodroðinot attâlinâtas konsultâcijas, iespçjams sekmîgi izvçrtçt pacientu reimatisko slimîbu klîniskos aspektus un vadît terapiju, ja pacients
iepriekð atradies dinamiskâ novçroðanâ pie reimatologa.
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