Letters to the Editors

RAPID3 correlates with ESSPRI
and other patient-reported
outcomes in patients with
primary Sjogren’s syndrome

Sirs,

Therapeutic strategies for primary Sjogren’s
syndrome (pSS) are currently mainly em-
pirical. In recent years, biological therapies,
in particular those targeting B-cells or co-
stimulation, have been studied in pSS pa-
tients with some encouraging results (1).
When using biological therapies, reliable
measures of treatment response, such as
the EULAR Sjogren’s syndrome patient-re-
ported index (ESSPRI) (2), and the EULAR
Sjogren’s syndrome disease activity index
(ESSDAI) (3), are of crucial importance.
There is a need to identify specific subsets of
pSS patients that would benefit from targeted
treatments. Joint symptoms are among the
commonest extraglandular manifestations
of pSS, the prevalence of arthralgias being
55%, and that of arthritis 35% in a large pSS
patient cohort from Spain (4). Although rep-
resenting just one area of the wide spectrum
of extraglandular symptoms of pSS, the im-
pact of joint symptoms in treatment decisions
is no doubt significant.

The Routine Assessment of Patient Index
Data 3 (RAPID3) and its electronic counter-
part eRAPID3, simple measures to evaluate
activity of joint symptoms in rheumatoid ar-
thritis (RA) patients in daily clinical practice,
were recently thoroughly reviewed by Pin-
cus (5). RAPID3 includes three self-reported
scores (physical function, pain and patient
global estimate), each scored 0-10 (5). In ad-
dition to RA, RAPID3 has also been tested
in other patient groups and it has been found
applicable also in patients with ankylosing
spondylitis, psoriatic arthritis and SLE (6).
The feasibility of RAPID3 has, however, not
been studied in patients with pSS.

We aimed here to study the correlations of
RAPID3 with ESSPRI, the specific patient
reported outcome for pSS, and with immu-
nological parameters in patients with pSS.
To this end, we used our recently reported
data on one hundred consecutive outpa-
tient visits of pSS patients (7-8), who had
answered the ESSPRI questionnaire and
fulfilled at least four of the revised Ameri-
can-European consensus group criteria (9).
RAPID3 values were calculated from the
MDHAQ (multi-dimensional health as-
sessment questionnaire) of these subjects.
Data on the RAPID3 (range 0-30), the
ESSPRI (0-10 cm), patient’s global health
assessment (visual analogue scale, 0-10
cm) (PGH-VAS), pain-VAS (0-10 cm) and
HAQ (range 0-3) were gathered from the
patient charts. The pSS patients were fur-
ther classified according to pre-specified
RAPID3 severity levels (5).
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Table I. Correlation (r) of RAPID3 with clinical
and immunological findings during 69 pSS out-
patient visits (Spearmann correlation coefficient).

Variable rfor  p-value
RAPID3
Age 0.135 0.269
Disease duration 0.287 0.021
BMI, n=67 0.004 0.977
ESSPRI 0.718  <0.0001
Pain-VAS 0.878  <0.0001
PGH-VAS 0.843  <0.0001
HAQ 0.604  <0.0001
ESR 0214 0.077
Blood haemoglobin -0.058  0.634
Blood leukocytes 0.190 0.118
Serum beta-2 microglobulin, n=62 0.019 0.882
Serum IgG, n=58 0.004 0974
Serum IgA, n=56 0.211 0.118
Serum IgM, n=56 -0.055  0.685
Serum C3, n=55 0.166 0.226
Serum C4, n=55 -0.043  0.758

RAPID3: Routine Assessment of Patient Index Data
3; pSS: primary Sjogren’s syndrome; BMI: body mass
index; ESSPRI: EULAR Sjogren’s syndrome patient-re-
ported index; VAS: visual analogue scale; PGH: patient’s
global health assessment; HAQ: Health Assessment
Questionnaire; ESR: erythrocyte sedimentation rate.

RAPID3 data were available from 69 of the
100 outpatient visits (63 female, 6 male).
The mean age of the 69 pSS patients was
53+13 years, and the mean duration of the
disease was 9+9 years. The articular do-
main of the ESSDAI showed moderate
activity in 4% and low activity in 22% of
the outpatient visits. Hydroxychloroquine
was in current use in 55%, glucocorticoids
in 34% and methotrexate in 7% of the pa-
tients. The median RAPID3 level in this
pSS patient cohort was 2.00 (interquartile
range (IQR) 0.50-6.45), which is lower
than previously reported in cohorts of other
rheumatic diseases (6). Nine (13%) of the
patients showed a high, 17 (25%) a moder-
ate, 12 (17%) a low and 31 (45%) an inac-
tive RAPID3 level.

RAPID3 correlated significantly with dis-
ease duration, ESSPRI, PGH-VAS, pain-
VAS and HAQ in patients with pSS (Ta-
ble I). pSS patients with high or moderate
RAPID3 activity (=6.1) had significantly
higher ESSPRI levels than the others (5.9
cm (IQR 4.3-6.7) vs. 3.0 cm (IQR 1.7-4.0),
p<0.0001, Mann Whitney U-test).

RAPID3 was demonstrated here to correlate
well with the pSS-specific patient reported
outcome measure, ESSPRI, but no correla-
tions were observed between RAPID3 and
immunological parameters. Similar to our
results with RAPID3 and ESSPRI, a recent
Dutch study discovered a significant cor-
relation between the arthritis activity index
DAS-28 with the articular domain of the
ESSDAI in pSS patients (10).

To conclude, RAPID3 might be a useful tool
in addition to ESSPRI in the evaluation of
treatment effects on articular involvement

in pSS patients. However, to evaluate other
systemic symptoms and immunological ac-
tivity of pSS, determination of the ESSDAI
is necessary.
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