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bjectives: EULAR recently proposed to screen multimorbidities in chronic inflammatory rheumatic dis-
ases. The aims of the study were to define the most common multimorbidities in chronic inflammatory
heumatic diseases, compare the screening approach performed in the clinic with the recent EULAR rec-
mmendations, validate the points to consider for the systematic standardized multimorbidity screening
roposed by EULAR and assess feasibility of such a screening in a daily clinic.
ethods: Data were collected prospectively during a 1-day multimorbidity clinic. Diabetes, hypertension,

VD damage, chronic respiratory diseases, osteoporosis and preventive measures were assessed. The
omparison with EULAR points to consider was performed retrospectively.
esults: We included 200 consecutive patients (157 with rheumatoid arthritis, 37 spondyloarthritis, and
connective tissue diseases or vasculitis). The most common multimorbidities already diagnosed in

ur patients were hypertension (26%) and diabetes (7.5%). Screening showed that 61.5% (CI95%: 54.6%-
7.9%) patients presented at least one undiagnosed or uncontrolled diseases: diabetes (6%), hypertension
20.6%), dyslipidemia (16.1%) valvulopathies (16.8%), peripheral artery disease (4.5%); carotid stenosis
6.5%) and aortic aneurysm (5.5%). Overall, 39.9% patients had incomplete cancer screening and 52.8%
ncomplete vaccine schedule. Undiagnosed pulmonary obstruction and risk of sleep apnea were suspected
n 15.5% and 40.1% patients, respectively.

onclusion: This study underlines the relevance of a systematic screening of multimorbidities in chronic

nflammatory rheumatic diseases and its feasibility in a 1-day clinic. Spirometry and sleep apnea screen-
ng should be added to EULAR points to consider. The long-term impact of such screening needs to be
valuated.
. Introduction
Major chronic diseases include the four major non-
ommunicable diseases (NCDs) listed by the World Health
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Organization (WHO)–cardiovascular diseases, cancers, chronic
respiratory diseases and diabetes–as well as other NCDs such as
mental disorders and skeletomuscular diseases [1]. These diseases
represent the predominant health problem of the century. The
trend for managing chronic diseases is evolving toward integrative
and holistic approaches. Chronic diseases tend to cluster; patients
present concomitant or consecutive diseases that are intertwined

with aging. The term multimorbidity is more appropriate than
comorbidity in inflammatory rheumatic diseases as the primary
disease is unknown. To tackle chronic diseases in their totality

https://doi.org/10.1016/j.jbspin.2018.03.016
http://www.sciencedirect.com/science/journal/1297319X
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o as to reduce their burden and societal impact, NCDs should be
anaged together with their multimorbidies [2].
Patients with chronic inflammatory rheumatism including

heumatoid arthritis (RA), axial spondyloarthritis (axSpA), psori-
tic arthritis (PsA), connective tissue disease and vasculitis are at
igh risk of cardiovascular disease (CVD), infections and osteoporo-
is because of the disease itself or its treatment. Chronic respiratory
iseases are not considered major multimorbidities, although some
tudies have found an increased prevalence of chronic obstructive
ulmonary disease (COPD) or obstructive sleep apnea syndrome
OSAS) in patients with RA [3,4].

The European League Against Rheumatism (EULAR) recently
roposed a standardized protocol for reporting occurrence of the
omorbidity and current treatments; screening for disease or for
isk factors and prevention in patients with chronic inflamma-
ory rheumatic diseases [5]. The selected multimorbidities are
ardiovascular diseases, malignancies, infections, gastrointestinal
iseases, osteoporosis, and depression. Lung diseases and sleep
pnea were not considered.

After WHO recommendations to study the four major chronic
iseases together, the multimorbidity clinic of CHRU Montpellier,
reference site of the European Innovation Partnership on Active

nd Healthy Ageing, DG Santé and DG Cnect (MACVIA-LR) [2], was
stablished to address chronic disease multimorbidities and aging.
his initiative started in 2012 and concerned various chronic dis-
ases such as diabetes, CVD, chronic respiratory diseases, mental
ealth and rheumatic diseases. Patients with one of these chronic
iseases underwent standardized screening of multimorbidities. In
pilot study, an extensive assessment was initially performed to

elect an optimal number of criteria. As part of this pilot study, 200
atients with chronic inflammatory rheumatism were investigated.

The aims of the study were to: define the most common multi-
orbidities in chronic inflammatory rheumatic diseases, compare

he screening approach performed in the clinic with the recent
ULAR recommendations, validate the points to consider for the
ystematic standardized multimorbidity screening proposed by
ULAR and assess feasibility of such a screening in a daily clinic.

. Methods

.1. Study design

Multimorbidities were studied in consecutive patients with
hronic inflammatory rheumatic diseases in a 1-day multimor-
idity clinic by using a standardized protocol for the four chronic
iseases listed by the WHO and their major consequences. Pre-
entive measures such as vaccinations and cancer screening were
lso checked. The supplementary material S1 [Appendix A, Material
1; see the supplementary material associated with this arti-
le online]shows the estimated time needed for each parameter
creened.

.2. Setting

Out-patients with rheumatic diseases were recruited by
heumatologists at the rheumatology clinic of Montpellier Univer-
ity Hospital. This pilot study reports the systematic screening of
he first 200 patients who were included from March 2014 to June
015.

.3. Participants
Treating rheumatologists referred patients to the clinical
ccording to their will. This 1-day clinic could be proposed to every
utpatient without any cardiologist follow-up and/or without any
ecent assessment of multimorbidity. The baseline characteristics

2

of patients suggest that rheumatologists preferentially proposed
the screening to patients at the highest CVD risk.

Diagnosis of RA, AS, PsA, connective tissue disease or vasculi-
tis were made by experienced clinicians using classical criteria
(i.e., American College of Rheumatology/EULAR 2010, Classification
criteria for Psoriatic Arthritis [CASPAR] and Assessment of Spondy-
loarthritis international Society [ASAS] criteria).

The present study was approved by the medical ethics com-
mittee of Montpellier in accordance with the 1975 Declaration of
Helsinki and with article R. 1121-3 of French public health law
(April 26, 2006) (number CPPQ2016.11.01).

2.4. Variables

Questionnaires and explorations performed during the 1-day
clinic were chosen from previous study [2]. Definitions and details
are presented in supplementary material S2. The investigation
included accurate collection of medical history and physical exam-
ination, blood analysis and imaging. All results were prospectively
collected in computerized medical records.

The following items were assessed:

• CVD:

◦ weight and height with body mass index calculation, waist cir-
cumference,

◦ 4-limb blood pressure with systolic index calculation and 3
repeated measures, after 10 minutes of rest,

◦ electrocardiography,
◦ supra-aortic trunks and abdominal aorta ultrasonography,

and echocardiography performed by experienced cardiologists.
Carotid stenosis was defined by stenosis >50%; abdominal aorta
aneurysm was defined as diameter ≥ 30 mm [6],

◦ fasting lipid measurement (total cholesterol, HDL, triglycerides,
calulcated LDL),

◦ heart-SCORE®
calculation: for RA patients, a modified Heart-

SCORE was used according to the EULAR 2015/2016 update
without (mSCORE) or with the use of carotid ultrasonography
(mUS-SCORE) [7].

• diabetes: fasting glycemia, HbA1c;
• chronic kidney disease: serum creatinin and MDRD calculation,

albuminuria, urine test strip;
• osteoporosis: dual X-ray absorptiometry and FRAX calculation

(performed only when osteoporosis risk factors including use of
corticosteroids);

• chronic respiratory diseases: COPD was screened using first-level
spirometry with forced expiratory vital capacity and forced expi-
ratory volume in 1 second. COPD diagnosis requires a pulmonary
function test before and after �2-agonists [8]. However, due to the
time constraints the reversibility was not assessed in the current
study. OSAS was screened using Epworth, BERLIN questionnaires.

• Prevention: Cancer screening, vaccine schedule and regular den-
tal follow-up (every year) were checked;

• Mental health: Depression and anxiety were assessed (Hospital
Anxiety and Depression Scale [HADS], Quick Inventory of Depres-
sive Symptomatology Self-report [QIDS-SR]).

2.4.1. Osteoporosis
Intake of anti-osteoporotic drugs was recorded. The decision

to introduce a new anti-osteoporotic drug was based on dual X-

ray absorptiometry (DXA), Fracture Risk Assessment Tool (FRAX)
calculation and French recommendations [9].

Well-being was assessed by the Medical Outcomes Survey Short
Form 12 (SF-12).
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.4.2. Risk factors
Risk factors of comorbidities such as obesity, tobacco, diet and

lcohol were assessed by the CAGE instrument, physical exercise
y the International Physical Activity Questionnaire 7 (IPAQ-7), and
ocioeconomic status by the EPICES (Evaluation de la Précarité et
es Inégalités de santé dans les Centres d’Examens de Santé) (online
upplement).

.4.3. Knowledge and adherence to treatment
Knowledge and adherence to treatment were evaluated by the

-item Morisky; therapeutic education was assessed by pharma-
ists and nurses [10].

.4.4. Inflammatory rheumatic diseases
Inflammatory rheumatic diseases were assessed by a rheuma-

ologist and a physiotherapist. Rheumatism abnormalities refer to
herapeutic changes and/or physiotherapist advice.

.4.5. Medical synthesis of the day
At the end of the day, the results of all the investigations were

ynthesized to the patients with a written document that was also
ddressed to the general practitioners. Referrals to cardiologist,
ung disease specialist, and/or psychotherapist were proposed if
ecessary. Depending on the level of CVD risk and the multimor-
idity, a control was planned at 1, 2 or 5 years.

.5. Sample size

Because this was a pilot study, the sample size was not esti-
ated.

.6. Statistical methods
Baseline data and abnormalities are described as follows: cat-
gorical variables are reported as number (%), and quantitative
ariables are reported as mean ±SD unless otherwise specified.

able 1
haracteristics of patients with rheumatoid arthritis (RA) and spondyloarthritis (psoriatic

All patients
(n = 200)

Age (years) 59 ± 11
Female (%) 66.5
Body mass index (kg/m2) 24.8 (21.8–29.1)
Obesity/overweight 97 (48.7)
Disease duration (years) 13 (6–19)
RF positivity (%) NA
Erosion (%) NA
DAS28-CRP 2.3 (1.6–3.2)
BASDAI NA
Ongoing steroids (%) 23.5
Ongoing biological DMARDs (%) 73.9
Previously diagnosed (%)

Cardiovascular disease 7.0
Hypertension 26.0
Diabetes 7.5
COPD 4.5
OSAS 2.0
Other CRD 1.0

Smoking (%): current/past 30.2/24.6
Lipid lowering therapy (%) 14.6
Anti-platelet therapy (%) 9.0
Anti-osteoporotic drug (%) 17.6

ata are no. (%), median (IQR25-75) or mean ± SD. BASDAI: Bath Ankylosing Spondylitis D
isease Activity Score 28-joints. Diagnosed cardiovascular disease: history of cerebrovasc

n = 4) and heart failure (n = 3); DMARDs: disease modifying anti-rheumatic drugs; OSAS: o
3 psoriatic arthritis and 24 axial spondyloarthritis.

3

Prevalences of comorbidities are presented with their 95% confi-
dence interval. Missing data, when present, has not been imputed.

2.7. Follow-up

200 patients who performed a systematic screening in our clinic
between January 2016 and December 2016 were contacted by
phone between January 2017 and December 2017. They were asked
if they had followed the recommendations given at the screening
and if not, why.

2.8. Role of the funding source

MACVIA-LR. MACVIA-LR is a reference site of the European Inno-
vation Partnership. The funding was not involved in the current
study but served to organize meetings that initiated this work.

3. Results

3.1. Participants

Overall, 212 patients agreed to participate and 200 came to the
clinic and underwent the multimorbidity evaluation. Except for
DXA, which was not performed in 83 patients because it was not
indicated, data for every investigation were available for more than
90% of patients. The flow of patients in the study is available as
supplementary material S3.

Among the 200 included patients, 157 had RA, 25 had AS,
13 psoriatic arthritis, 3 vasculitis (2 ANCA vasculitis and 1 giant
cell arteritis), 2 from systemic lupus erythematosus and one from
polymyositis. The characteristics are summarized in Table 1.

3.2. Impact of standardized multimorbidity screening for patients

with chronic inflammatory rheumatic diseases

The main results of the systematic screening are presented
in Table 2. One-hundred twenty-three patients (61.5%, CI95%:

arthritis and ankylosing spondylitis).

RA (n = 157) Spondyloarthritis (n = 37)

61 ± 10 49 ± 12
72.6 40.5
24.5 (21.7–28.9) 26.3 (22.7–30.0)
72 (46.1) 22 (59.5)
13 (6–19) 10 (5–20)
69.9 NA
69.4 NA
2.4 (1.7–3.3) 1.5 (1.3–2.5) (n = 6)
NA 3.9(2.5–4.5) (n = 21)
26.1 5.4
73.1 86.5

7.6 2.7
27.4 18.9
8.3 5.4
5.8 0
1.9 2.8
1.3 0
25.6/25.0 48.6/21.6
16.7 5.4
9.6 2.7
19.1 2.9

isease Activity Index; COPD: chronic obstructive pulmonary disease; DAS28-CRP:
ular infarction (n = 6 in all patients), coronaropathy (n = 5), peripheral artery disease
bstructive sleep apnea syndrome; RF: rheumatoid factor. Spondyloarthritis include



Table 2
Standardized multimorbidity assessment in inflammatory arthritis.

All patients
(n = 200)

RA (n = 157) Spondyloarthritis (n = 37)

Android obesity 90 (49.7) 65 (46.4) 22 (61.1)
Diabetes

Undiagnosed 7 (4.0) 4 (2.96) 1 (2.86)
Uncontrolled 4 (2.0) 3 (1.91) 1 (2.70)

Dyslipidemia (≥ 1.6 g/L) 29 (16.1) 19 (13.2) 9 (29.0)
Hypertension

Undiagnosed 25 (12.6) 19(12.2) 5(13.5)
Uncontrolled 16 (8.0) 15(9.6) 0(0.0)

Undiagnosed peripheral arterial disease 9 (4.5) 7(4.5) 1 (2.7)
Carotid plaques 111(59.7) 105(70.9) 14 (42.4)
Carotid stenosis 12 (6.5) 12(8.1) 0 (0.0)
Aortic aneurysm 10 (5.5) 7(4.8) 2 (6.2)
Left ventricular hypertrophy 6 (3.8) 5(4.3) 0 (0.0)
Valvulopathies 32 (16.8) 25(16.9) 5 (13.5)
Cardiac hypokinesia 3 (1.6) 2(1.3) 1 (2.7)
mSCORE n = 190b n = 147b n = 37b

Low risk 48 (25.3) 14 (9.5) 30 (81.1)
Intermediate risk 81 (42.6) 72 (49.0) 7 (18.9)
High risk 31 (16.3) 31 (21.1) 0
Very high risk 30 (15.8) 30 (20.4) 0

mUS-SCORE n = 156b

Low risk NA 13 (8.3) NA
Intermediate risk NA 23 (14.7) NA
High risk NA 8 (5.1) NA
Very high risk NA 112 (71.8) NA

Undiagnosed pulmonary obstructiona 18 (15.5) 16 (18.8) 2 (7.14)
Undiagnosed risk of sleep apnea 75 (40.1) 54 (36.5) 17 (50.0)
Cancer screening to complete 79 (39.9) 64 (41.3) 13 (35.1)
Dental care to complete 14 (7.0) 12 (7.64) 2 (5.41)
Vaccine calendar to complete 105 (52.8) 82 (52.6) 20 (54.0)
Vitamin D insufficiency 69 (34.5) 57(36.3) 10 (27.0)
FRAX (median, IQR25–75) 6 (4–11) 6.5 (4.2–12.0) 4.10 (2.50–5.90)
Anti-osteoporotic drug need 22 (11.0) 22 (14.0) 0 (0.0)
Anxiety 47 (25.5) 37 (25.2) 9 (28.1)
Depression 10 (5.5) 8 (5.5) 2 (6.2)
Precariousness 74 (40.2) 59 (40.7) 15 (42.9)
Moritsky score (median, IQR25–75) 4 (3–4) 4 (3–4) 4 (3–4)

Data are no. (%) unless indicated.
a The diagnosis of COPD cannot be fully ascertained because reversibility of the bronchial obstruction was not assessed during this multimorbidity clinic pilot. All patients

with airflow obstruction were referred to a pulmonary physician.
b Number of patients with data available. Of note, if lipid measures were missing, mSCORE could not be calculated but in presence of carotid plaque, those patients could be

classified at very high risk for mUS-SCORE. Patients with diabetes or moderate kidney disease were classified at least at high risk and patients with a previous ischemic event,
diabetes with proteinuria, severe kidney disease at very high risk independently of SCORE calculation. mUS-SCORE only concerns RA patients as proposed by the 2015/2016
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pdate of EULAR CVR recommendations.

4.6%–67.9%) showed undiagnosed or uncontrolled hypertension,
yslipidaemia, diabetes, abdominal aorta aneurysm, carotid steno-
is, cardiopathy, osteoporosis or lung disease.

In total, 6% (3.4–10.4%) of patients had undiagnosed or
ncontrolled diabetes and 20.6% (15.5–27.7%) had undiag-
osed or uncontrolled hypertension. Overall, 4.5% (2.4–8.3%)
f patients showed undiagnosed lower-limb peripheral arterial
isease, 6.5% (3.7–11.0%) carotid stenosis and 5.5% (3.0–9.8%)
ortic aneurysm. Echocardiography showed left ventricu-
ar hypertrophy in 3.8% (1.7–8.0%) of patients, significant
alvulopathies in 16.8% (12.2–22.8%) and hypokinesia in 1.6%
0.5–4.5%).

We found undiagnosed pulmonary obstruction and risk of OSAS
n 15.5% (10.0–23.2%) and 40.1% (33.3–47.3%) of patients, Moreover,
9.9% (33.3–46.8%) were not up to date on cancer screening and
2.8% (45.8–59.6%) on the vaccine schedule. An anti-osteoporotic
rug was required for 11% (7.4–16.1%) of the patients. Anxiety
as found in 25.5% (19.8–32.3%) of patients, depression in 5.5%
3.0–9.8%) and precarity in 40.2% (33.4–47.4%).
The comparison of cardiovascular risk estimate using ultra-

onography (according to EULAR recommendations update [7]) or
ot has been discussed elsewhere [11].

4

3.3. Evaluation of recommendation applications according to
patient’s declarations

Two hundred patients were called by phone 3 to 12 months
after baseline and were asked if they had followed the rec-
ommendations given at screening. The percentage of patients
with recommendation given at screening and who declared to
have applied it is presented in Fig. 1A. Vaccinations were per-
formed in 51.8% of patients needing pneumococcus vaccine, 43.9%
diphtheria-tetanus-poliomyelitis and 31.4% influenzae. Moreover,
23.3% updated cancer screening. Concerning referral, 50% consulted
endocrinologist as proposed, 43.6% a physiotherapist, 37.5% a lung
disease specialist and 52.1% a cardiologist. Blood pressure was con-
trolled ± in 72.3% of patients and lipids in 58.6%. The reasons for
not following recommendations were unawareness (36.4%), “in
progress” (35.9%), refusal (15.7%) and forgetting (9.9%) (Fig. 1B).

4. Discussion
Our multimorbidity clinic investigated all the points to consider
proposed by EULAR to report multimorbidities, risk factors and
prevention. On the top of that, our clinic also explored lung
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ig. 1. Applications of recommendations. Two-hundred patients were contacted by
. Percentage of patients who declared to have applied recommendations. B. Reaso

iseases, alcohol dependence and anxiety. We also performed
hysical examination, biologic exams and imaging to screen those
ultimorbidities during the 1-day clinic. These included first level

pirometry and questionnaires for lung diseases, 4-limb blood
ressure, supra-aortic trunks and abdominal aorta ultrasonogra-
hy for hypertension and peripheral arterial disease as well as
chocardiography for cardiopathy.

The most common multimorbidities already diagnosed in our
atients were hypertension (26%) and diabetes (7.5%). The system-
tic screening diagnosed at least one undiagnosed or uncontrolled
iseases in 61% patients. The most frequent were hypertension
20.6%), dyslipidemia (16.1%) valvulopathies (16.8%) and diabetes
6%). The findings for CVD risk factor assessment and osteoporosis
ere similar to the COMEDRA study that included patients with
A and 6% patients required diabetes management and 30% blood
ressure management [12].

More than half of the patients lacked at least one vaccination.
revious studies showed that the main reason for non-vaccination
s the lack of proposal [13]. Absence of vaccination and can-
er screening might be explained by the fact that patients with
hronic inflammatory rheumatic disease are mainly followed by
heir rheumatologist and rarely consult their general practitioner.
ducational programs for patients and physicians are needed to
mprove vaccination and cancer screening.

This study also underlines the relevance of lung disease screen-
ng in chronic inflammatory rheumatic diseases. Indeed, it resulted
n our population in 55.6% of referrals to a pulmonary specialist.

rior studies showed that OSAS is common in patients with RA and
nkylosing spondylitis (about 20%) [3,14] and that the Epworth
leepiness Scale (ESS) is reliable in this population [15]. We are
urrently collecting data to assess the number of OSAS confirmed

5

e and were asked if they had applied the recommendations proposed at screening.
not following recommendation. DTP: diphtheria-tetanus-poliomyelitis.

by polysomnography. The EULAR recommendations do not pro-
pose specific lung disease screening. As sleep apnea is an important
cardiovascular risk factor and is promoted by obesity which is
increased in RA patients, its detection should be added to system-
atic screening. Undiagnosed possible COPD was also detected in
15.5% of patients, who were targeted for further exploration and
consultation to a respiratory specialist.

If the relevance of systematic screening of multimorbidities is
established for CVD detection, the main problem remains the orga-
nization of such a screening, which is time-consuming. A 1-day
clinic seems adapted as indicated by the limited number of miss-
ing data. The small number of patients (12/212) who did not visit
for the hospitalization shows that screening was well accepted by
patients. Initiative, such as the French one published by Gossec
L et al., summarizing the most recent recommendations applying
in each country to manage multimorbidities would be helpful for
rheumatologists [16].

The cost-effectiveness of screening strategies is not clear for
every disease. According to national and EULAR recommenda-
tions, some screenings such as prostate cancer were limited to
very specific at-risk population as concerns about the effective-
ness of a systematic screening have been raised, because of the
risk of overtreatment. As discussed in the EULAR recommendations
[5], Canadian data suggested that routine screening for depression
in increased rates of treatment without reducing the burden of
depression [17]. In the present study, patients identified as at risk
of depression were referred to specialist but the impact of the refer-

ral was not assessed. Adherence was assessed in the present study.
Patients with low adherence were given explanations about the
potential impacts of not taking their treatment and were referred
to educational programs. However, the impact of those program on
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dherence has not been clearly demonstrated [18]. Studies explor-
ng different approaches to improve adherence are still needed.

To assess the adhesion on recommendations given, 200 patients
ere called 3-12 months after screening. The data are only declar-

tive but results are encouraging. About half patients performed
accination (less for influenzae but this vaccine is seasonal) or
onsulted a specialist as requested (37.5–52.1%, with the lowest
eferral rate for lung disease specialist). Only 23.3% up-dated can-
er screening. The next step would be to evaluate the impact of such
creening on morbimortality and drug consumption. Such data are
acking in general population and in rheumatic disease [19].

Based on expert opinion, EULAR recommends a standardized
eriodical review at least every 5 years [7] and CVD risk screen-

ng at least every 5 years, with stratification according to risk level:
very 5 years for low risk patients and sooner for intermediate and
igh risks [7]. In our clinic, we proposed to perform this complete
creening every 5 years. Recently, we added an annual consultation
edicated on multimorbidity assessment. To check whether the
ecommendations given at the initial screening have been applied
r not and reiterate advice if needed, we will evaluate in the future
he impact of such strategy. Once again, more studies are needed
o assess the most cost-effective screening periodicity. Strengths
nd limitations: The study was performed in a single reference
enter in the standardized multimorbidity clinic of the hospital.
he study was performed in daily practice, which reflects real life
ut implies a few missing data. The patients included in this work
re not representative of a general population of patients with
nflammatory rheumatisms. First, patients with the most severe

ultimorbidities may have been excluded because those with
current cardiologist follow-up or those who had already been

creened for multimorbidities were not included. The exact num-
er of patients who were not proposed the screening because of
ardiologist follow-up has not been collected. Then, most patients
ere treated with biological drugs and 4 times more RA than SpA
atients were screened. This reflects the choice of rheumatologists
o propose, in real life, this screening to patients at the highest CVD
isk. On the other hand, rheumatologists usually manage multi-
orbidities when the rheumatism itself is controlled. This is the

ase in this study, as most patients had a with low disease activ-
ty. EULAR guidelines recommend assessing lipid profile in patients

ith low levels of inflammation [7]. Indeed, inflammation is asso-
iated with decreased cholesterol levels. Including patients with
ore disease activity may have given different results with lower
SCORE and eventually underestimation of the CVD risk and dys-

ipidemia. Another limitation is due to the cross-sectional design
f the study. Indeed, we classified patients as having hypertension
r diabetes based on a single-day assessment. However, for blood
ressure, it was assessed 3 times after 10 minutes of rest.

In conclusion, systematic screening of multimorbidities based
n EULAR recommendations is efficient and feasible. One-day clinic
s well appropriate. Screening for lung diseases is also worth-

hile and should be added to this systematic screening. Systematic
creening of multimorbidities should be proposed to every patient
ith chronic inflammatory rheumatic diseases.
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