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Abstract The aim of the study was to evaluate factors that
influence health status and work disability in patients with
ankylosing spondylitis (AS) in the Czech Republic. Data
were collected in a retrospective fashion directly from
patients with AS using mailed questionnaires containing
questions regarding sociodemographic characteristics of
patients, the course of their disease, therapy, rehabilitation,
quality of life, and ability to work. HAQ-DI (Health
Assessment Questionnaire-Disability Index) and BASDAI
(Bath Ankylosing Spondylitis Disease Activity Index) were
also included in the questionnaires; 1,008 questionnaires
were suitable for further statistical analysis. The average
age±SD of patients was 50.2±10.7 years, the average
symptom duration was 23.0±11.6 years. Mean time from
first symptoms to diagnosis was 9.1 years. Full disability
had been awarded to 303 patients (30%) at some point of

their disease. Twenty seven percent of patients reported
receiving full disability pension for 10 or more years. Four
hundred fifty six subjects (45%) were currently or had been
previously receiving partial disability pension. Receiving
disability pension was more frequent among men (64%)
compared to women (56%) (P=0.012), despite the fact that
women had higher BASDAI (P<0.001) and HAQ-DI
(P=0.004) scores. Patients with a family history of AS
had higher BASDAI and HAQ-DI scores (P=0.001 and
P=0.008, respectively) compared to patients without a
family history of AS. BASDAI and HAQ-DI scores
correlated with age and duration of illness, younger patients
and those with shorter disease duration had lower values.
Fifty eight percent of patients reported a BASDAI score ≥4
(current cutoff value for initiation of biological therapy),
but only 1% of patients were treated by anti TNF alpha
agents within the last year. Seven hundred ninety one
patients underwent spa treatment in the previous year; 96%
of them experienced improvement of their health condition.
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Introduction

Ankylosing spondylitis (AS) is a chronic progressive
inflammatory disease, predominantly affecting the sacroil-
iac joints and spine, with possible involvement of other
joints, entheses, and extra-articular structures. The disease
is accompanied by pain, joint stiffness, and progressive loss
of spine mobility which may result in severe functional
impairment. The pain, limitation of function and presence
of organ involvement all contribute to worsening of patients
quality of life. Socioeconomic consequences also play an
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important role since the disease often leads to work
disability [1–8].

The rate at which functional disability worsens during
the lifetime of a given patient with ankylosing spondylitis
fluctuates and there is a significant variability of progres-
sion rate between affected individuals as well [9–12].
Assessment of risk factors for the development of func-
tional limitation is a crucial process that allows identifica-
tion of patients at risk and therefore early initiation of
therapy. Functional disability generally worsens with age
and longer symptom duration [1, 9–12]. Additional risk
factors for more severe functional limitation are the level of
pain and stiffness, presence of peripheral arthritis, history of
total joint replacement surgery, and smoking [11, 13–15].
Results of previous studies are conflicting with regard to
the influence of gender, family history of AS, and home
exercise on severity of AS [9–12, 14, 16, 17]. Differences
in the results of individual studies might be partially
explained by heterogenity of patient groups studied, with
the current socioeconomic status being an important factor.
For example, in a German study evaluating disability and
handicap in patients with rheumatoid arthritis (RA) and AS
between years 1993–1999, disability of patients from
regions of the former East Germany was 2.38 times higher
when compared to patients from the former West Germany
[10]. Another study demonstrated 1.54 times higher
incidence of work disability in a Dutch cohort compared
to patients with AS from France and Belgium [6]. Recent
studies have shown that quality of life of patients with AS
is influenced not only by physical aspects of the disease but
also by psychological factors and the level of education
[18–22].

The goal of our study was to assess factors affecting
functional disability, quality of life, and social impact of
ankylosing spondylitis on patients from the Czech Repub-
lic, as perceived by patients themselves. The original idea
of the study was proposed by the Bechterew Disease
Patients Club (BC), an organization associating more than
1,800 patients with ankylosing spondylitis (i.e., Bechterew
disease) from the Czech Republic. BC is a not-for-profit
organization aimed at improving lives of patients suffering
from AS. Members of the BC are patients diagnosed with
ankylosing spondylitis by a specialist based on the 1984
modified New York criteria [28]. We cannot exclude the
possibility that some BC members did not fulfill the
classification criteria completely, however membership in
the BC is usually suggested by a rheumatologist after
diagnosis of AS was made and therefore there should be no
members without AS or with a different medical diagnosis.
Prevalence of AS in the Czech Republic (population of 10
million) is estimated at 0.1% [23], therefore we can assume
that every fifth patient with the disease is a member of this
patient organization.

Patients and methods

We performed a cross-sectional study, in which data were
collected directly from patients with ankylosing spondylitis
in the form of questionnaires. The project was conceived
and coordinated by the representatives of patients' organi-
zation (BC) in cooperation with specialists—rheumatolo-
gists who participated in formulation of the questionnaire
and its final approval. Validated Czech language versions of
standardized questionnaires were used [24]. Data process-
ing and final analysis was performed at the Institute of
Biostatistics and Analysis of Masaryk University in Brno.

The questionnaire contained questions regarding socio-
demographic characteristics of patients, medical history and
course of the disease, type of follow-up and therapy,
rehabilitation, quality of life, and current health status.
Factors influencing quality of life were analyzed. The
questionnaire also contained questions probing how well
patients are informed about the nature of their disease and
about available treatment modalities. HAQ-DI (Health
Assessment Questionnaire-Disability Index) [25] and BAS-
DAI (Bath Ankylosing Spondylitis Disease Activity Index)
[26] were also included in the questionnaire.

Possible risk factors influencing the health condition and
quality of life in patients with AS evaluated in the study
were: age, gender, symptom duration and time from
diagnosis, disability and its duration, duration and type of
pharmacotherapy, occurrence of drug side effects, engage-
ment in sports and physical rehabilitation, spa treatment,
and family history of AS (defined as occurrence of AS in
parents or children). We were also curious as to how many
patients had BASDAI scores of ≥4 and therefore fulfilled
the criteria for initiation of biological therapy [27].

A total of 1,710 questionnaires with accompanying
commentary and instructions were mailed to individual
BC members from the national headquarters in 2005. One
thousand two hundred twelve (70%) subjects returned
completed questionnaires, of which 1,008 (59%) were
suitable for further statistical analysis. Participation in the
survey was voluntary and there were no additional steps
employed to convince the initial non-responders to par-
ticipate. Possible differences between responders and non-
responders were not sought. In addition, not all the data
were available in all questionnaires. Sample size for
individual parameters is therefore recorded as N in
descriptive tables.

Statistical methods

Data characterizing the patients, such as age, symptom
duration, time since diagnosis of AS and duration of
disability were collected from patients in the form of
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interval estimates and not as specific numeric values. For
the purpose of statistical analysis, the estimates were
replaced by the mean value of the given interval.

Considering a not-normal distribution of age, symptom
duration, time to diagnosis, HAQ-DI, and BASDAI scores,
nonparametric Mann–Whitney U test was used to compare
values between two groups of patients. When more groups
were compared, nonparametric Kruskall–Wallis test fol-
lowed by multiple comparisons was used to identify pairs
of groups with significant differences. Relationship be-
tween HAQ-DI and BASDAI scores was ascertained by
means of Spearman rank correlation. The independence of
categorical variables was tested by mean of χ2 goodness-
of-fit test.

Principal component analysis was used to find out
relationships among such factors as age, symptom duration,
sex, disability, sport participation, AS in family, and
BASDAI and HAQ-DI. With the aim to find out the effect
of all factors on BASDAI and HAQ-DI score, these two
variables were included in the analysis as supplementary—
not active—variables.

Results

Sociodemographic characteristics of patient population
Basic characteristics of subjects are recorded in Tables 1
and 2. Fifty six percent of patients were older than 50 years;

only 4% of patients were younger than 30 years. Fifty one
percent of patients experienced their first symptoms
between 20–30 years of age. Eight hundred thirty four
(83%) patients had children. Patient's father was affected in
96 instances, mother in 45 and five patients reported AS in
both parents. Out of 126 subjects whose parents had AS
and who themselves had children, 42 (33%) had children
with AS. The incidence of AS in children of patients whose
parents were not affected by the disease (n=708) was lower
with only 100 cases (14%; P<0.001).

Disability, physical handicap certification Physical handi-
cap certificate is an official document issued by local
authorities which entitles its holder to certain privileges.
Full and partial disability pension is provided to patients by
the state government and is based on the degree of
disability. The mean duration of physical handicap certifi-
cation was 6.9 years. Full disability at present time or in the
past had been awarded to 303 patients (30%). Twenty seven
percent of patients report receiving full disability pension
for 10 or more years. Duration of symptoms in patients who
were awarded full or partial disability pension (median
25 years) was longer than in patients who were not
receiving disability pension (median 20 years; Mann–
Whitney U test: U=82,616.5, N=972, P<0.001). Receiving
full or partial disability pension was more frequent among
men (64%) than in women (56%). This difference was
statistically significant (χ2 goodness-of-fit test, χ2=6.315,
df=1, P=0.012).

Treatment of AS Characteristics of treatment, rehabilitation
and physical therapy are recorded in Table 1. In the
majority of cases (78%), the medication was being
prescribed by a rheumatologist, in 16% of cases by a
general practitioner, in 3% by an orthopedic surgeon and in
the remaining 3%, by another specialist. Most patients

Table 1 General patient characteristics and characteristics of their
treatment, rehabilitation, and physical activity

Variable Proportion of
informants

Males 62.2% (N=1,001)
Females 37.8% (N=1,001)
Married 71.8% (N=1,002)
Physical handicap certificate holders 63.8% (N=989)
Full or partial disability 61.2% (N=982)
AS in parents 14.5% (N=1,008)
AS in children 20.2% (N=713)
AS in parents or children 24.6% (N=1,008)
Pharmacotherapy of AS 86.9% (N=1,008)
Pharmacotherapy of AS for more than 5 years 56.3% (N=901)
Pharmacotherapy of AS for less than 1 year 8.1% (N=901)
Concurrent use of more/different drugs 54.8% (N=1,008)
Intra-articular injections 14.2% (N=920)
Biological therapy (within the last 2 years) 2.9% (N=1,008)
Awareness of biological therapy 13.9% (N=902)
Anti-stress medication 9.4% (N=895)
Seeing a psychologist/psychiatrist 10.2% (N=904)
Active sports 34.0% (N=937)
Swimming 22.0% (N=947)
Rehabilitation stays (at least once a year) 37.9% (N=1,008)
Spa treatment 80.5% (N=983)

Table 2 Patient characteristics

Variable N Mean Median SD 25–75%
percentile

Age (years) 1,000 50.2 52.5 10.7 42.5–57.5
First symptom occurrence
—age (years)

988 27.3 27.5 10.7 22.5–32.5

Time from first symptom
to diagnosis (years)

979 9.1 7.5 8.5 3.5–12.5

Duration of symptoms
(years)

987 23.0 25.0 11.6 15.0–30.0

Duration of partial
disability (years)

432 5.7 3.5 5.2 1.5–7.5

Duration of full disability
(years)

294 7.5 7.5 6.8 1.5–12.5

SD standard deviation
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(77%) were taking NSAIDs. The questionnaire unfortu-
nately did not discern between regular and on-demand use
of NSAIDs. Previous or current use of sulfasalazine was
reported by 158 patients (16%). Ten patients (1%) were
currently receiving anti TNF alpha agents. Adverse effects
of therapy were experienced by 383 subjects (43%).
Seventy one percent of subjects stated that they had been
informed about possible side effects of treatments used.
Alternative therapies, defined as treatment other than drugs
and rehabilitation, were tried by 220 subjects (22%),
symptomatic relief was noted in 127 cases (58%) and most
patients rated the treatment effect favorably.

Physical activity, rehabilitation, spa treatment Forty nine
percent of subjects did not participate in any sport; 81% of
subjects were exercising at home, in most instances (76%)
for less than 30 min daily; and 69% of subjects were
exercising on individual basis, without the guidance of a
physiotherapist. Improvement of health condition after spa
treatment was experienced by 755 subjects (96%), and in
62% of them, the effect lasted for more than 6 months.

Blood tests Seven hundred eighty one subjects (78%) had
regular blood tests, but most of them (73%) were not aware
of reasons for which the tests were being done.

Use of health devices Forty seven percent of subjects were
not using any health devices, one device was used by 22%
of subjects, two devices by 14% of subjects and three or
more devices were used by 17% of patients. The most
commonly used health device was a bathtub handle (30%),
devices to aid with dressing were used by 28% of subjects
and a cane or crutches were used by 15% of patients.

Help of another person Thirty eight percent of 1,008
subjects stated that they rely on the help of others, most
commonly to reach for objects (22%). Sixteen percent of
patients need help of another person during errands and
household chores, 12% need help to squeeze or to open
something, 12% of patients need help during dressing and
self-care, and 7% of subjects require assistance during
personal hygiene.

BASDAI score was calculated in 939 patients. Mean value
of BASDAI score was 4.5. Fifty eight percent (n=544) of
subjects had BASDAI≥4. BASDAI scores in relation to
age, gender, duration of symptoms, disability physical
activity, physical therapy, and family history of AS are
recorded in Table 3. There was a significant difference
between BASDAI scores of patients with symptom dura-
tion of less than 10 years when compared to patients with
symptom duration of 21–30 years. Differences between
other age groups were not statistically significant.

HAQ-DI questionnaire was completed by 901 subjects.
Mean HAQ-DI value was 0.9. HAQ-DI score and its
association with gender, age, symptom duration, disability,
physical handicap certification, exercise, physical activity
and participation in physical rehabilitation, and spa treat-
ment is recorded in Table 4.

Correlation of HAQ-DI and BASDAI The correlation
between HAQ score and BASDAI score was positive and
highly significant (rs=0.597, P<0.001). Both BASDAI and
HAQ-DI scores correlated positively with age, symptom
duration, and disability; there was negative correlation with
sport participation (see PCA ordination diagram; Fig. 1).

Patient characteristics and disease status in relation
to disability The correlation between age, symptom dura-
tion, time from first symptoms to diagnosis and full
disability is shown in Table 5. The proportion of patients

Table 3 BASDAI scores in relation to age, gender, symptom
duration, disability, handicap certification, physical activity, physical
rehabilitation and spa treatment, and family occurrence of AS

BASDAI Number Mean±SE Median SD

Age (years)
<40 186 4.0±0.2 3.9 2.1 P=0.013
40–50 230 4.6±0.1 4.8 2.2
51–60 304 4.7±0.1 4.7 2.2
>60 218 4.5±0.1 4.5 2.1
Gender
Male 581 4.3±0.1 4.3 2.1 P<0.001
Female 357 4.8±0.1 5.1 2.2
Symptom duration (years)
Less than 10 199 4.1±0.1 4.0 2.2 P=0.015
11–20 221 4.6±0.1 4.6 2.1
21–30 299 4.7±0.1 4.9 2.2
> 30 211 4.5±0.1 4.4 2.1
Disability (full or partial)
Yes 570 5.0±0.1 5.1 2.1 P<0.001
No 353 3.7±0.1 3.6 2.1
Duration of pharmacotherapy (years)
Less than 5 let 368 4.4±0.1 4.5 2.1 P=0.142
More than 5 let 471 4.7±0.1 4.7 2.1
Physical handicap certificate
Yes 589 4.9±0.1 5.0 2.1 P<0.001
No 341 3.8±0.1 3.8 2.1
Sport or swimming
Yes 415 4.4±0.1 4.4 2.2 P=0.393
No 499 4.5±0.1 4.6 2.1
Rehabilitation or spa treatment
Yes 769 4.5±0.1 4.6 2.1 P=0.023
No 170 4.1±0.2 4.2 2.2
AS in parents or children
Yes 237 4.9±0.1 5.0 2.1 P=0.001
No 702 4.3±0.1 4.3 2.2

SE Standard error, SD standard deviation
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engaged in sports was significantly higher among patients
who were not on full disability (38% vs. 25%, Х2=15.940,
df=1, P<0.001). On the other hand, patients who were on
full disability were exercising at home more often (87% vs.
80%, Х2=5.688, df=1, P=0.017). The strong negative
relationship between sport and disability is obvious also
in the PCA ordination diagram (Fig. 1).

Discussion

We are reporting results of a descriptive analysis of patients
suffering from ankylosing spondylitis from the Czech
Republic. The goal of the current study was to evaluate

factors influencing disability, quality of life, and social
consequences of the disease on patients themselves. This is
the first study of such a scale ever performed in the Czech
Republic which maps the characteristics of AS and some
aspects of patient's lives. To our knowledge, a similar
detailed analysis has not been performed in any of the
former Eastern block countries. It has been shown that
quality of life is influenced, among others, by mental
aspects of health and that an important role is played by the
health care system in a given country and the chance of
success on the job market [10, 29]. The average duration of
time from first symptoms to diagnosis in our cohort was
9.3 years [30–31], this finding is similar to results of
surveys from other countries. Full disability had been
awarded to 30% of Czech patients with AS at some point
of their disease. Not surprisingly, the symptom duration of
patients who were awarded full or partial disability pension
was longer compared to non-disabled patients. Full or
partial disability pension was more prevalent among men
compared to women. BASDAI and HAQ-DI scores
correlated with age and duration of illness, younger patients
and those with shorter duration of illness had lower values.
After detailed analysis, it becomes clear that BASDAI
scores were increasing with age only up to 60 years of age,
while in older patients, the scores were lower again. This
observation may reflect the fact that disease activity tends
to burn out in older patients. The BASDAI scores may also
be influenced by presence of mechanical back pain which is
undoubtedly prevalent in the subgroup of middle-aged
patients. The HAQ-DI scores, which reflect disability, on
the other hand, were increasing with age in all age groups.
There was a significant positive correlation between
BASDAI and HAQ-DI scores in the comprehensive
analysis.

The leading opinion in the past was that AS in contrast
to RA has less influence on the quality of life and ability to
work since patients with AS retain their functional ability
longer and are therefore able to keep a paid job. Recent
studies however have shown that after adjustment for age,
patients with RA and AS have similar levels of disability,
pain, and quality of life impairment [5, 10]. Patients with
AS are employed somewhat more frequently in comparison
with patients with RA, this difference increases with the
duration of illness [32]. An important predictor of employ-
ment is the general level of unemployment in individual
countries [32] and availability of unemployment benefits.
Previous studies have documented significant geographical
differences in the employment rates of patients with AS.
After the mean duration of illness of 12 years, 34–96% of
subjects keep a paid job [1, 10, 33]. In a Danish cohort,
after 20 years of illness, one third of patients with AS were
no longer able to work [33], while 36% of French with AS
were not working after 20 years (34%) [34]. In contrast, in

Table 4 HAQ-DI values in relation to age, gender, symptom
duration, disability, physical handicap certification, physical activity,
physical rehabilitation and spa treatment, and family occurrence of AS

HAQ-DI N Mean±SE Median SD Statistical test

Age (years)
<40 172 0.70±0.04 0.63 0.54 K–W: Q=26.748;

P<0.00140–50 213 0.89±0.04 0.88 0.59
51–60 291 0.91±0.03 0.88 0.56
>60 223 0.98±0.04 1.00 0.58
Gender
Male 553 0.83±0.02 0.88 0.54 M–W: U=84,933;

P=0.004Female 347 0.97±0.03 0.88 0.62
Symptom duration (years)
Less than 10 178 0.73±0.04 0.63 0.57 K–W: Q=18.942;

P<0.00111–20 215 0.89±0.04 0.88 0.57
21–30 286 0.95±0.03 0.88 0.58
>30 210 0.93±0.04 0.88 0.57
Disability (full or partial)
Yes 545 1.02±0.02 1.00 0.56 M–W: U=59,254;

P<0.001No 340 0.67±0.03 0.63 0.53
Duration of pharmacotherapy (years)
Less than 5 let 351 0.88±0.03 0.88 0.58 M–W: U=74,119;

P=0.149More than 5 let 449 0.93±0.03 0.88 0.55
Physical handicap certificate
Yes 567 1.03±0.02 1.00 0.57 M–W: U=

53,792.5;
P<0.001

No 324 0.62±0.03 0.56 0.49

Sport or swimming
Yes 387 0.83±0.03 0.75 0.60 M–W: U=86,328;

P=0.018No 492 0.91±0.03 0.88 0.56
Rehabilitation or spa treatment
Yes 739 0.90±0.02 0.88 0.58 M–W: U=54,521;

P=0.075No 162 0.81±0.04 0.75 0.56
AS in parents or children
Yes 226 0.97±0.04 1.00 0.57 M–W: U=

67,368.5;
P=0.008

No 675 0.86±0.02 0.88 0.58

K–W Kruskall–Wallis test, M–W Mann–Whitney U test, SE standard
error, SD standard deviation
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the USA, only 13% of patients were not working after the
mean duration of illness of 21.4 years [35]. There has been
no study of employment rates of patients with AS in the
Czech Republic until now. A cohort from Slovakia has
described in the past in which 28.8% of AS patients in
productive age were receiving full disability pension [36].
In our survey, 30% of subjects were fully disabled and 45%
of patients were currently, or had been in the past, receiving
partial disability pension. However, the data were not
adjusted to gender or age and were not compared to the
general population. Unfortunately, the level of education
and the type of work, two factors which were shown to
influence employment level of patients with AS [3, 33],
were also not recorded. Data from our study regarding
number of patients with AS receiving partial disability
benefits is very different when compared for example to
data from a German study in which partial disability in
patients with AS, especially among men, was very

uncommon [32]. A low number of patients receiving partial
disability pension in Germany is given by the social system
and job market, which, only in rare instances, part-time
employment. The number of patients in our study receiving
full disability benefits is higher when compared to data
from Western Europe or USA.

In our cohort, patients receiving full disability benefits
were older, with longer symptom duration, and longer time
from first symptoms to diagnosis. These patients also had
higher BASDAI and HAQ-DI scores, indicating more
severe impairment. Patients who were not receiving full
disability pension were more often engaged in sports while
patients receiving full disability benefits exercised at home
more often. In contrast to a study of Danish patients with
AS [4], we have documented a relationship between the
duration of illness and employment rate. A similar
conclusion, i.e., that the degree of disability correlates with
disease duration, has been reached by authors of older

Table 5 Patient characteristics and disease activity in relation to disability

Variable Patients receiving full
disability pension

Patients not receiving
full disability pension

Mann–Whitney
U test

N Mean ± SE Median N Mean±SE Median U P

Age (years) 302 52.65±0.51 52.50 616 48.90±0.46 52.50 77,266 <0.001
Symptom duration (years) 301 26.68±0.61 27.00 608 21.14±0.47 20.00 66,564.5 < 0.001
Time from first symptom occurrence till diagnosis (years) 298 9.93±0.53 7.50 604 8.39±0.32 7.50 81,503 0.021

SE Standard error

HAQ-DI
BASDAI

AS in family NO

AS in family YES

Disability NO

Disability YES

Female

Male

Sport NO

Sport YES
Symptom 
duration

Age

Fig. 1 First two principal com-
ponents (PCA1=29.4%,
PCA2=19.3%) of multivariate
analysis of factors related to AS.
BASDAI and HAQ-DI score are
included as supplementary vari-
ables. Patients with BASDAI<4
are represented by a solid line;
patients with BASDAI≥4 repre-
sented by a dashed line
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studies [37, 38] in which the employment rate after 20 years
of AS was between 79 and 85% and after 30 years between
53 and 81%.

Some studies have shown that the degree of functional
impairment in patients with family history of AS is the
same when compared to sporadic cases of AS [12, 14]. In
one study, patients with family history of AS had lower
levels of functional impairment [39]; a finding that is
discrepant with our results. In our cohort, the BASDAI and
HAQ-DI scores were higher in patients with family history
of AS. Questionnaires evaluating functional impairment in
AS directly had not been used in this study. In agreement
with other authors [10, 19, 40], we have also documented
that while women recorded higher severity of symptoms of
AS, it was paradoxically men who were receiving partial or
full disability benefits more frequently [41].

Treatment of AS in the Czech Republic generally
follows the ASAS recommendations [27]. The cornerstone
of pharmacotherapy is NSAID; treatment with TNF alpha
blockers is indicated for patients with high activity. In our
cohort, 87% of subjects were taking drugs prescribed by a
physician, mainly NSAIDs. Only 1% of Czech patients
were currently treated with anti TNF alpha agents,
significantly less compared to the average proportion of
AS patients on biologics in the EU or USA [42]. This
discrepancy is further highlighted by the fact that, unlike in
RA, the role of traditional DMARDs in the treatment of AS
is rather limited. Current efforts to increase the number of
patients treated by anti TNF alpha agents in the Czech
Republic are restrained mainly by the financial limits set by
third party payers; therefore, physicians must select
appropriate treatment candidates among patients with very
high disease activity only.

Physical therapy has historically played an important
role in the management of AS in the Czech Republic and is
therefore well developed and organized. Spa treatment is
very popular in the Czech Republic and the cost for AS
patients with radiographic stage higher than I is covered by
health insurance. Seventy nine percent of the total number
of patients underwent spa treatment within the past year. A
vast majority (88%) stayed in the spa for 4 weeks, which is
the typical duration of treatment completely covered by
health insurance. Despite limited data supporting its
efficacy [43], 96% of patients in our cohort experienced
improvement after spa treatment, which, in most cases,
lasted longer than 6 months. However, the proportion of
patients utilizing spa treatment might be higher among BC
members compared to the general population since contact
with others suffering from AS during a stay in the spa is
one of the factors influencing the decision to join the BC.

We have documented that nearly 80% of AS patients
were undergoing blood tests on a regular basis to monitor
disease activity and treatment side effects, but 3/4 of

patients were not aware of the reasons for which the tests
were being performed. This finding may reflect a low level
of patients' knowledge about their disease and at the same
time may indicate significant deficiency in communication
between patients and physicians. We have also documented
a very limited level of awareness about the existence of anti
TNF alpha agents (10% of patients). Since BC members
have an undoubtedly more active approach to their disease,
we presume that the level of knowledge about the disease
and its treatment in general population is significantly lower
than in our cohort.

One of the important findings of the study was the fact
that only a very small proportion of patients is treated by
anti TNF alpha therapy. In a recent international survey of
practicing rheumatologists, a significant difference score
between agreement with ASAS/EULAR recommendation
regarding use of anti TNF alpha therapy and it's practical
application was noted among Czech physicians (mean
difference scores were below 1 for all European countries
except UK; score for the Czech Republic was 2.7±2.9).
This reflects the fact that rheumatologists in the Czech
republic do agree with the recommendation but frequently
do not follow it in clinical practice mainly due to financial
limits set by third party payers) [44].

Finally, the methodological limitations of our study have
to be mentioned. Data were obtained from questionnaires
completed by patients at home and mailed back on a
voluntary basis; therefore, we had no means to verify the
validity of the data we have worked with.

Another limitation is the fact that only members of the
BC have been included in the evaluation which might be a
source of a possible selection bias, since the membership by
itself might be an indicator of a more active approach to the
disease. It has been shown that self-reported health status is
more strongly related to personality traits than to the degree
of disability [45]. The questionnaire in our study did not
contain questions targeting personality traits of patients
directly. Therefore, the possible influence of this factor on
the overall assessment of the health status of the subjects
cannot be excluded. However, our questionnaire contained
two internationally validated tools which record not only
the activity of the disease but also the overall health status
of patients. In addition, our questionnaire contained a wide
array of questions which enable evaluation of the course of
the disease, social situation, type of treatment, and the level
of knowledge about ankylosing spondylitis.

A group of 1,008 patients with wide distribution-
entailing age groups from childhood to those older than
60 years represents a sufficiently large and diverse cohort of
patients with AS. We believe that the information obtained
from questionnaires provides data not affected by a
significant system error. We have documented that sig-
nificant differences exist between our cohort and patients
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with AS from other countries in regard to the influence of
risk factors, the degree of disability, and treatments used.

In accordance with previous reports we have docu-
mented existence of a significant delay of diagnosis and
high prevalence of partial and full disability among
patients with AS. Disability pension was awarded more
frequently to patients with longer duration of symptoms
and to men, despite the fact that women reported more
severe disease symptoms. Higher BASDAI and HAQ-DI
values were also recorded among patients with family
history of AS. Our survey has shown that spa treatment is
very popular among Czechs with AS and that it is
associated with a significant and lasting effect in most
cases. Very low number of patients was treated by anti
TNF alpha agents, despite the fact that over 50% of
subjects had BASDAI scores sufficiently high to fulfill
criteria for initiation of this therapy.
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