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ABSTRACT 

The study aims to identify individuals suffering from Inflammatory Back 

Pain (IBP) by means of a public awareness campaign and to evaluate the 

effects of various forms of advertising. 

Methods : AxSpA was promoted during a four-week awareness cam-

paign that was carried out through a variety of communication media 

platforms. Patients with IBP were encouraged to get in touch with us by 

phone or email. They were offered an appointment if they satisfied the 

requirements for inclusion. HLA-B27 and magnetic resonance imaging 

were done if the patient did not meet the diagnostic criteria at the initial 

appointment. 

Results : 900 patients in all responded—449 over the phone and 451 

via email. 587 patients were included after discarded calls and emails 

that were not successful (226 from phone calls and 361 from emails); 

61.5% of these patients responded following their viewing of a TV ad. 

70% of patients from the call centre and 7.3% of patients via email who 

completed the initial questionnaire satisfied the requirements for in-

clusion. Out of the 157 scheduled appointments, only 80 (50.9%) were 

kept. 42 out of 80 patients (52.5%) met the inclusion criteria after a clin-

ical evaluation. Nine patients received the AxSpa classification following 

clinical evaluations. Axial morning stiffness and a greater enthesis score 

were found to be significantly more common in the AxSpA group when 

comparing individuals with and without an AxSpA diagnosis. 

Conclusion : Our population’s AxSpA frequency in IBP patients was 

comparable to that found in published studies. The call centre was the 

most efficient means of contacting potential patients, and television 

was unquestionably the best medium for communication.

Keywords : Axial Spondyloarthritis; Low Back Pain; Awareness; Early de-

tection; Ankylosing Spondylitis

INTRODUCTION

The spine is the main organ affected by the chronic inflamma-
tory disease known as axial spondyloarthritis, or AxSpA. The 
major histocompatibility complex (MHC) class I allele HLA-B27 
is closely linked to it, especially in individuals who develop an-
kylosing spondylitis (AS) [1].  The significance of a thorough 
management of disease activity underpins the requirement for 
early AxSpA detection. This argument is supported by worse 
outcomes linked to delayed diagnosis and a higher response 
to anti-TNF alpha therapy in patients in the early stages of the 
illness. In patients with AS, disease activity was the primary fac-
tor linked to disability [2]. Additionally, it has been noted that 
disease activity influences the longitudinal progression of spinal 
radiography in AS, with an effect that is more pronounced in 
the disease’s early stages3.According to one study, individuals 
with More radiographic progression, poorer functional disabil-
ity, and increased disease activity are associated with an over 
8-year delay in diagnosing axSpA[4]. As was recently demon-
strated in a prospective AS cohort, early therapy prior to the 
development of permanent structural damage may also slow 
radiographic progression [5]. Ultimately, it was found that Ax-
SpA patients responded better to anti-TNF alpha medication 
when their disease had been diagnosed earlier [6].

Regretfully, there is an intolerable delay in AS diagnosis despite 
these data. The median time for diagnosis in our 2008 cohort of 
86 AS patients was 6.2 years [7]. The primary factors that could 
account for this delay in diagnosis are low disease prevalence, 
general practitioners’ inadequate understanding of the dis-
ease’s hallmark symptoms, the disease’s early mild symptoms, 
the absence of particular diagnostic tests, the disease’s slow ra-
diographic progression, and restrictions related to conventional 
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diagnostic criteria.This diagnostic delay was somewhat short-
ened in 2009 [8] with the creation of the ASAS AxSpA classifica-
tion criteria. Using the revised classification criteria, the median 
time to diagnosis was lowered to 3.5 years in a recent reevalu-
ation of 190 AS patients from our cohort in 2014 (unpublished 
results).Inflammatory back pain (IBP), which affects 70–80% of 
individuals with AxSpA, is the hallmark symptom that non-rheu-
matologists typically fail to notice. 
IBP has been defined by a number of different sets of criteria, 
all of which have comparable sensitivity and specificity [9–12]. 
When patients with chronic lumbar pain meet IBP criteria, the 
frequency of AxSpA increases from 5.8% to 33% [13–15]. Fur-
thermore, imaging, laboratory, and clinical results are pertinent 
to establishing an early diagnosis of AS 8, and different ap-
proaches have been suggested to ascertain how best to apply 
them [16–23].  An additional factor contributing to diagnostic 
delay is the general public’s, primary care physicians’, and gen-
eral practitioners’ ignorance of disease characteristics. One of 
the key tactics needed to improve early diagnosis is medical ed-
ucation. With or without symptoms, the general public should 
be the target audience for this education.
 
Targeting general practitioners, primary care physicians, and 
other specialists (dermatologists, ophthalmologists, gastroen-
terologists, and orthopedists) is important when it comes to 
medical staff. It should especially emphasise patient referral 
strategies to rheumatologists. Nevertheless, in our nation, no 
guidelines for referral tactics have been established to help 
non-rheumatologist colleagues recognise these patients early. 
Undoubtedly, this could also be a factor in the delayed diag-
nosis. Both patient and physician awareness of a specific con-
dition, like IBP, and access to specialists are essential for pro-
viding quality medical care. Information supplied to the public 
and physicians is what determines awareness.Prior research 
has demonstrated that AxSpA awareness campaigns provide 
the public with the opportunity to learn about the features of 
the disease, potentially leading to an early diagnosis [24, 25].  
We created a National AxSpA “early detection” awareness pro-
gramme in order to identify patients with IBP in the general 
public. To ascertain the campaign’s diagnostic value, we addi-
tionally assess the influence of the various advertising mediums 
that were employed.

Material and Methods

The {Instituto de Rehabilitación Psicofísica¨ (IREP) in Buenos Ai-
res and the {Hospital Señor del Milagro¨ in Salta were the two 

locations where this pilot study was carried out. A four-week 
awareness campaign named “MOVETE-YA” (or “MOVE-NOW”) 
was introduced in November 2012. A TV spot that was aired on 
cable and several open network channels, as well as the press 
and internet (yahoo and Terra), were used to promote the ad-
vertisement. Informational pamphlets about the features of 
Low Back Pain (LBP) were mailed out to various city neighbour-
hoods. The goal of the advertisements was to increase public 
awareness of AS and to entice patients experiencing IBP to get 
in touch with us by phone at (0-800-moveteya) or email at www.
moveteya.com, which is a 24/7 call centre.
Both the phone operators and the staff who received the emails 
had the necessary training. They were urged to use a pre-made 
questionnaire as a first filter in order to identify possible tar-
gets. This survey asked about sociodemographic information 
(gender, age, and date of birth) as well as the characteristics of 
back pain (BP) (duration, age at onset, and prior diagnosis). The 
primary aim of the survey was to ascertain whether the par-
ticipants satisfied the inclusion requirements, which included 
being at least eighteen years old, experiencing back pain for a 
minimum of three months, having a pain onset age of at least 
fifty years, not having received an AS diagnosis previously, and 
meeting either the 4/5 ASAS LBP criteria or the 3+ Calin [10] or 
Berlin [11] LBP criteria, provided that they did not overlap with 
any of the three points specified in the ASAS criteria. Depending 
on where the patient lived, an appointment was scheduled for 
them in one of our participating centres if they satisfied the in-
clusion requirements.  At a rheumatology centre, a rheumatol-
ogist conducted examinations and interviews with patients who 
met the criteria. The examinations covered topics such as socio-
demographic information, medical history, treatment received, 
and the existence of IBP. A physical examination revealed the 
following: axial mobility scores (BASMI) [28], MASES enthesitis 
score (0-13)[27], presence of morning stiffness, number of swol-
len and tender joints (based on total 44 joint count) [26], and 
pain assessment (using a 0–10 cm Visual Analogue Scale (VAS)]. 
In order to measure the acute phase reactants (C Reactive Pro-
tein and Eritrosedimentation rate), blood samples were drawn. 
Additionally, a poster anterior pelvic X-ray was taken to check 
for sacroiliitis. In the event that a SpA diagnosis could not be es-
tablished [29] during the initial consultation, HLA-B27 and Mag-
netic Resonance Imaging (MRI) (T1 and STIR sequences) were 
done on the sacroiliac joints. The modified New York criteria for 
AS [30] and the ASAS 2009 criteria for AxSpA [8] were used to 
classify the patients.  The Instituto de Rehabilitacion Psicofísi-
ca’s ethics committee approved the study, which was carried 
out in accordance with the Declaration of Helsinki’s guidelines. 
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Analytical statistics: Inter Quartile Range (IQR), median, and fre-
quencies were used in descriptive statistics. Depending on the 
sample distribution, the Chi-squared test or Fisher exact test 
was used to compare categorical variables, and the Mann Whit-
ney and T tests were used to compare continuous variables.

Results

A total of 900 patients got in touch with us during the four weeks 
of the awareness campaign: 449 via phone and 451 via email. 
226 (50.3%) of the phone calls and 361 (80.1%) of the emails 
that were screened initially satisfied the initial requirements. 
(Picture 1)After eliminating erroneous and repeated phone 
numbers, the demographics of all 727 initial contacts were an-
alysed. The results showed that the median age was 41.5 years 
(IQR 34–50) and that women made up 421/727 (57.9%) of the 
contacts.When comparing contacts via phone or email, there 
were no appreciable variations in terms of age or sex. About 
the origins of the contacts, Buenos Aires accounted for 59%, 
other provinces for 33.4%, and Salta for just 7.7%. 61.5% of the 
patients who were recruited obtained their contacts from tele-
vision, 15.1% from newspapers, 13.8% from the internet (Ya-
hoo/Terra), and 9.6% from other sources. Following the initial 
screening (questionnaire), 70% of the The call centre contacts 
fulfilled the requirements for inclusion. By contrast, just 7.3% of 
the contacts that were reached through email were eligible for 
inclusion. Out of the 157 booked appointments, only 80 (50.9%) 
were kept. Merely 42 out of the 80 patients (52.5%) satisfied 
the inclusion criteria beyond a reasonable doubt following the 
clinical examinations by rheumatologists (second filter). Two of 
the forty-two patients were not included because they had al-
ready received an AS diagnosis. Nine patients were classified 
as AxSpa following the diagnostic examinations; seven of these 
patients matched the modified New York criteria30 for AS, and 
two of the patients satisfied the 2009 ASAS AxSpAcriteria8 for 
nr AxSpA. Of the remaining thirty-one patients, seventeen were 
lost to follow-up and fourteen received alternative diagnoses, 
primarily lumbar discarthrosis (Figure 2).Among the nine In pa-
tients with AxSpA, the median age was 39 years (IQR 31.5-41.5), 
the median age at the onset of LBP was 30 years (IQR 27.5-37.5), 
and the median duration of pain was 5.33 years (IQR 2.3-10.5). 
Of these patients, 66.6% were female.Reactive arthritis, inflam-
matory bowel disease (IBD), and/or psoriasis were not found in 
any cases. In analysing sociodemographic and clinical factors, 
patients with and without an AxSpA diagnosis showed young-
er age differences, although not to the point of statistical sig-
nificance (37.6±6.7 vs. 45.4±10, p=0.054). When it came to sex 

or the majority of IBP characteristics, we found no differences. 
Conversely, the AxSpA group experienced significantly higher 
rates of axial morning stiffness lasting longer than 30 minutes 
(77.7% vs. 37.7%, p=0.049) and longer morning stiffness dura-
tion (46.11±3.77 minutes vs P = 0.046; 16.21±11.26 minutes). 
In the AxSpA group, the MASES index was significantly higher 
(3.9±4.6 vs. 0.5±1, p=0.049). The AxSpA group exhibited numer-
ically higher levels of acute phase reactants, erythrocyte sedi-
mentation rate (ESD) and C-reactive protein (CRP) (Tables 1 and 
2).

Discussion

In our nation, this is the first awareness campaign aimed at 
identifying IBP patients from the general population. AxSpA 
was found in 1.3% of the general population with IBP who was 
not aware of their diagnosis, and it was present in 22.5% of 
those with IBP. The primary source of recruits was television; 
the most productive contact was the call centre; and internet 
contacts yielded little. We chose to get in touch with patients 
who were presenting with intermittent back pain (IBP) based on 
the theory that the likelihood that a patient with chronic lumbar 
pain has AxSpA is only 5% [13–15]. The diagnostic probability 
of AxSpA increases to 14% in patients with IBP when the Berlin 
algorithm is used. In addition to SI imaging and the HLA-B27 an-
tigen, the presence of at least three spondyloarthritis features 
raises the likelihood of the disease to 80–90% [16]. 
In order to rule out Ankylosing Spondylitis, we first evaluated 
patients in this study with a SI joint radiograph. If radiographic 
findings were normal or revealed low degrees of sacroiliitis, an 
MRI was then conducted. This decision was made based on cost 
considerations. Considering that 20–25% of patients with AxSpA 
have mechanical lumbar pain and that 70–80% of patients with 
AxSpA have IBP, the ASAS group changed the original Berlin al-
gorithm by removing IBP as a requirement for admission. These 
changes have reduced specificity even though their sensitivity 
has increased [17]. 
Consequently, one might wonder, “Which reference parameter 
is best in patients with probable AxSpA?”The response would 
rely on a parameter that allows for the identification of the 
greatest number of patients while allowing for the lowest per-
centage of false negatives31. The best LR+/LR- ratio, when as-
sessing the different parameters pertinent to an early AxSpA 
diagnosis, is associated with the presence of HLA-B27 and sac-
roiliitis as shown by MRI, both of which have a positive LR=9 and 
a negative LR=9. LR=0.11, corresponding to 90% specificity and 
sensitivity. Both trials, nevertheless, are expensive. With respect 
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to the remaining parameters under evaluation, IBP exhibits a 
positive LR of 3.1 and a negative LR of 0.33. IBP is therefore the 
primary metric that has to be assessed in patients who have 
suspected AxSpA. Other illness traits and symptoms have larger 
positive LR, but their sensitivity is lower because of their low 
prevalence [32].
 
Numerous reference strategies have been developed by sin-
gle and multicenter studies with excellent outcomes based 
on these parameters. In 35 percent of cases, they enable the 
diagnosis of AxSpA, with 24–49% of those cases being non-ra-
diologic AxSpA [18–23]. As previously stated, we decided to 
use IBP as the primary reference parameter in our investiga-
tion, and we discovered that individuals with IBP had a 22.5% 
AxSpA. This frequency is consistent with the 16–33% that have 
been documented in earlier research [15, 18, 19, 21]. It would 
be interesting to assess if the study’s use of no conventional 
IBP criteria affected the study’s sensitivity and/or specificity for 
identifying AxSpA patients. It is significant to remember that 
no studies on the prevalence of AxSpA have been conducted 
in Argentina as of yet, but we Expect that it may be lower than 
in other nations where the Anglo-Saxon population is larger Of 
the 40 patients with IBP, nine satisfied the AxSpA classification 
requirements. Since 14 of the 40 patients (or 35%) did not meet 
the AxSpA criteria, there was another possible reason for the 
IBP. Degenerative Disc Disease (DDD) affected all 100%. Modic I 
disc diseases can present with IBP characteristics, even though 
DDD typically presents with chronic mechanic lumbar pain [33, 
34]. Furthermore, DDD is not linked to acute phase reactant 
changes and is more commonly detected in older patients. In 
comparison to the nine patients with AxSpA, the fourteen pa-
tients in our study were older and had numerically lower acute 
phase reactant values. It has not been demonstrated that any 
IBP characteristic has enough sensitivity or specificity to be 
used independently [11]. Nonetheless, the parameter with the 
best sensitivity/specificity relationship is morning stiffness last-
ing longer than thirty minutes [11]. Gran JT found that morning 
stiffness lasting longer than thirty minutes is associated with 
AS, with 64% sensitivity and 58% specificity [35]. One important 
finding from our study was that patients with IBP and AxSpA 
diagnosis had a significantly longer morning stiffness duration 
(>30 minutes) than patients with IBP who were not diagnosed 
with AxSpA. This finding held true when analysing IBP charac-
teristics separately. In a similar vein, patients with AxSpA had 
considerably longer morning stiffness. The 42.5% (17/40) loss to 
follow-up that occurred in our study was a significant limitation; 
this was also noted in other disease awareness campaigns [36]. 

Regretfully, we were unable to get in touch with these people 
again. Socioeconomic barriers, like the challenges of conducting 
research and the inability to attend appointments due to work 
or transportation constraints, may be the cause of this.  It is im-
perative to take into account that the TV advertisement yielded 
the highest contact rate. This can be explained by the fact that 
television is a historically novel, extensively used form of com-
munication that is watched by a sizable portion of the populace 
in order to satisfy their needs for entertainment and informa-
tion [37]. Television dominates other forms of communication 
and permeates people’s homes and daily routines because of 
its audiovisual stimuli [38].
Even though most people in Argentina have free access to both 
the internet and phones, the call centre proved to be the most 
efficient method of contact when it came to recruiting. Con-
versely, those who went to the website completed the survey, 
but they subsequently chose not to show up for the appoint-
ment. Furthermore, compared to just 7.3% of Internet encoun-
ters, 70% of callers from the call centre satisfied the inclusion 
requirements. This discrepancy could be explained by the fact 
that a significant portion of visitors to the website were mere-
ly looking for information.In summary, our population’s AxSpA 
frequency among IBP patients was consistent with published 
literature. Clearly, the best way to communicate was through 
television, and the most efficient way to get in touch with poten-
tial patients was through a call centre.
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