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Short term in-patient rehabilitation in axial
spondyloarthritis - the results of a 2-week
program performed in daily clinical practice
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Abstract

Background: From a health service perspective, society, with its limited resources, needs to be reassured that
evidence-based medicine is also effective when carried out in the frame of ordinary clinical practice. The
effectiveness of rehabilitation programs in ankylosing spondylitis (AS) has been proven to be effective in clinical
trials. However, less is known when this is carried out in clinical practice. The aim of this study was to evaluate the
effect of a 2-weeks rehabilitation program on self-reported outcome and physical function in patients with axial
spondyloarthritis (ax-SpA) including AS patients carried out in ordinary clinical practice. The program contained of
daily water exercises, exercises for flexibility, muscle strength, and cardio-respiratory fitness.

Results: A total of 87 ax-SpA patients (60 men, 27 women), aged ≥ 18 years were identified to have participated in
the 2-weeks in-patient rehabilitation program. Mean age was 49 years and disease duration was 14 years. 92.5%
were HLA-B27 positive, 62% were current users of non-steroidal anti-inflammatory drugs, and 17% were current
users of tumour necrosis factor inhibitors. After 2-weeks, a statistical significant improvement (p < 0.001) was
observed for patient-reported outcomes (Bath Ankylosing Spondylitis (BAS) Disease Activity Index 4.3 vs. 3.1, BAS
Functional Index 3.1 vs. 2.4) and physical measured outcomes (BAS Metrology Index 3.23 vs. 2.29, Gait Velocity 2.2
vs. 2.6 m/s, timed-stands test 22.5 vs. 16.3 s, finger-floor distance 17.9 vs. 8.9 cm, chest expansion 3.9 vs. 4.6 cm).

Conclusion: Data, from our retrospective case series report, support that patient with ax-SpA benefit from short-
term rehabilitation when it is carried out in ordinary clinical care. Data from ordinary clinical care may be important
when discussing the effectiveness of a treatment and allocating resources in the health care system.
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Background
Axial Spondyloarthritis (ax-SpA) is diagnosed when
signs and symptoms caused by chronic inflammation in
the axial skeleton is present. Inflammation in the axial
skeleton causes pain, stiffness and limitation of thoracic
and spinal mobility. The imaging hallmark of ax-SpA is
sacroiliitis visible, e.g. on radiographs or magnetic reson-
ance imaging (MRI) and signs of new bone formations
in the axial skeleton [1]. Ankylosing spondylitis (AS) is a
phenotype of ax-SpA, diagnosed by the presence of
sacroiliitis on radiographs, which in its final stage may
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cause ankylosing at sacroiliac joints and the spine [2].
Apart from pharmacological treatment (Non Steroidal
Anti-Inflammatory Drugs (NSAIDs) and anti-Tumour
Necrosis Factor (TNF) -α treatment), exercise and re-
habilitation therapy are cornerstones in the management
of ax-SpA including AS [3,4].
There is a substantial body of evidence in the literature

proving that various spa and exercise programs tested in
randomised trials have a beneficial effect in AS patients
improving physical function and reducing symptoms of
disease [5-12]. In a recent review, the authors concluded
that physical therapy exercises in various modalities have
positive effects on BASFI, BASDAI, pain and mobility
outcomes [13]. Furthermore, in a Cochrane review, the
results suggested individual home-based or supervised
exercise programs to be better than non-intervention,
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supervised group physiotherapy to be better than home-
exercise, and combined in-patient spa-exercise therapy
followed by group physiotherapy to be better than group
physiotherapy alone [14]. This knowledge is reflected in
recommendations for management of AS, highlighting
that regular exercise and rehabilitation therapy are part
of the treatment strategy [3,15].
The gold standard for treatment in modern medicine

is based on evidence from randomised clinical trials.
However, the knowledge on the benefit and effect of a
treatment and/or an intervention carried out in daily
clinical care is also important and essential for patients,
health care providers and decision makers in the health
care system [16,17]. This can reassure that treatment
based on evidence is also effective when applied in daily
clinical practice.
The main aim of this study was to evaluate the short-

term effect of an in-patient 2-weeks rehabilitation and
exercise program on self-reported outcome and physical
functions in ax-SpA patients, within the frame of stand-
ard routine and clinical care.

Methods
In this retrospective case series report we retrieved from
our hospital database ax-SpA patients who had partici-
pated in our 2-weeks in-patient rehabilitation intervention
program in the period from January 2007 to June 2011.
The Department of Rheumatology is the only one of its
kind located in the geographic area of southern Norway
Table 1 Patient-reported outcome measures (PROMs), therap
spondyloarthritis patients following a 2-weeks in-patient reh

N* Ba

PROMs

BASDAI, 0–10 scale 59 4.3

BASFI, 0–10 scale 57 3.1

Therapist measured outcomes

BASMI, 0–10 scale 87 3.2

Gait velocity, m/s 83 2.2

Timed-stand test, s 86 21

Finger-to-floor distance, cm 49 15

11

Chest expansion, cm 46 3.7

Laboratory data

ESR, mm/hr 32 22

14

CRP, mg/l 47 10

5.0

Data are presented as mean with (standard deviation) and also with median [inter-
* Values differ from 87 due to missing values.
** Paired student’s t-test comparing mean values and Wilcoxon test comparing med
BASDAI: Bath Ankylosing Spondylitis Disease Activity Index, BASFI: Bath Ankylosing
Index, ESR: Erythrocyte Sedimentation Rate. CRP: C-reactive protein.
with a population of approximately 200 000 inhabitants,
aged 20 years and older. All included patients had to
be ≥18 years of age and have a diagnosis of ax-SpA with
imaging findings on X-ray, computer tomography (CT)
and/or MRI confirming sacroiliitis.
All ax-SpA patients who were participating had been re-

ferred by a rheumatologist. Only patients thought to bene-
fit from the program based on an overall clinical judgment
were included in the program. Patients with severe
comorbidities or severe reduced exercise tolerance were
not offered participation in the program. All patients had
signs and symptoms from their ax-SpA. The patients were
assessed at admission and at the end of the 2-weeks pro-
gram, following a standard clinical procedure for clinical
assessment of ax-SpA patients at the department, which
included both patient-reported outcome measures and
therapist-measured outcomes. Standard routine clinical
data collection and registration at the department included
a broad spectre of demographics, measures of disease ac-
tivity, health status and physical function, laboratory data
and treatment (Table 1). Disease activity was assessed by
Bath Ankylosing Disease Activity Index (BASDAI) which
consists of six visual analogue scales dealing with fatigue,
spinal pain, joint pain, localised tenderness, and quality
and quantity of morning stiffness [18]. Functional status
was evaluated by Bath Ankylosing Functional Index
(BASFI) which consists of eight visual analogue scales deal-
ing with physical function and two scales reflecting the pa-
tient’s ability to cope with daily activities [19]. Bath
ist measured outcomes and laboratory data in axial
abilitation and training program

seline 2-weeks follow-up P**

(2.2) 3.1 (2.1) <0.001

(1.9) 2.3 (2.0) <0.001

(2.4) 2.3 (2.4) <0.001

(0.5) 2.7 (0.6) <0.001

.8 (8.1) 15.8 (4.8) <0.001

.1 (14.0) 9.1 (12.7) <0.001

.0 [25.0] 0 [16.0] <0.001

(2.2) 4.7 (2.3) <0.001

.6 (23.4) 18.7 (15.3) 0.21

.0 [17.0] 16.0 [22.8] 0.44

.3 (13.7) 9.3 (10.7) 0.59

[7.1] 4.4 [15.6] 0.71

quartile range] when data distribution were skewed.

ian values.
Spondylitis Functional Index, BASMI: Bath Ankylosing Spondylitis Metrology
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Ankylosing Metrology Index (BASMI) was calculated with
the measurements of wall-to-tragus distance, lumbar
flexion, cervical rotation, lumbar lateral flexion, and
intermalleolar distance [20]. These measurements are
widely used instruments in assessment of patients suffering
from ax-SpA. A flexible measuring tape was used to meas-
ure mobility variables: chest expansion and finger-to-floor
distance. Standardised registration in this program also in-
cluded two generic instruments for physical function, the
timed-stands test which measures ten repetitions sit-to
-stand [21], and a 6 m maximum gait velocity test. The
same physiotherapist examined the patient at admission
and at discharge and performed all therapist-measured
outcomes.
The multidisciplinary team at the rehabilitation unit

consists of rheumatologist, physiotherapist, occupational
therapist, social worker, and secretary. The training pro-
gram, which was performed 5 days a week, was organised
by an experienced physiotherapist and based on current
evidence-based knowledge. The daily rehabilitation pro-
gram consists of water exercises (30 minutes), basic exer-
cises for movement, muscle strength and stability, balance
and coordination (45 minutes), and exercises for endur-
ance (40 minutes), aiming at keeping the training intensity
as recommended in the literature [22]. The training is
instructed by a physiotherapist in groups of four, but with
an individual focus according to the individual goals and
statuses of the patients. In addition, every patient has daily
individual physiotherapy including massage, stretching,
mobilisation/articulation and advice on specific exercises
to enhance a good body posture. The patients were also
followed up as needed by the other professions listed
above.
We also aimed to collect data on BASDAI, BASFI and

BASMI from the first follow-up at the outpatient clinic
after the training program. These data were collected as
part of a clinical visit at the rheumatology out-patient
clinic were retrieved from the hospital database.
We used the SPSS statistical program, version 16.0 to do

the statistical analysis. Normal distributed data were
presented as mean with standard deviation (SD) and data
with skewed distribution were also presented as median
with inter-quartile range (25th–75th percentiles).
For group comparison, we used paired Student’s t-test

for continuous variables. If continuous variables had a
skewed distribution, we also performed a non-parametric
Wilcoxon test. For variables with a statistically significant
difference between baseline and 2 weeks follow-up, the
change from baseline to 2 weeks was also presented as a
percentage change with 95% confidence intervals (CI).
The physiotherapist involved in patient assessment (SGE)
did not analyse the data.
The study was approved by the regional committee for

ethics and medical research (REK sør-øst, Norway).
Results
For the assessment period 95 ax-SpA patients started
the 2-week rehabilitation program. Among them 8 pa-
tients (6 men and 2 women) did not complete the
2-week program for various reasons including acute
infectious diseases, acute low back pain, depression and
vertigo. A total of 87 ax-SpA patients were thus eligible
for evaluation (60 men and 27 women). Mean (SD) age
was 49.2 (10.0) years, body mass index (BMI) was
26.7 kg/m2 (3.5), education was 12.2 (4.0) years, and dis-
ease duration was 14.4 years (11.9). Among the patients,
92.5% were HLA-B27 positive and 27.2% were smoking.
Furthermore, 50.6% were employed, 9.2% had combined
disability pension and were employed part-time and
29.9% had a disability pension. Among the patients,
62.1% were current users of NSAIDs and 17.2% of
TNF inhibitors (10 etanercept, 3 infliximab and 2
adalimumab). All patients fulfilled the Assessment of
SpondyloArthritis international Society (ASAS) criteria
for axial spondyloarthritis [1]. All patients had imaging
evidence of sacroiliitis. Among the 72 patients with
available radiographs of the sacroiliac joint 64 patients
had radiographic sacroiliitis and fulfilled the modified
New York criteria for AS [2]. Among the 23 patients not
fulfilling the New York criteria for AS, 18 patients had
sacroiliitis on MRI and 5 patients had sacroiliitis on CT.
As shown in Table 1, a statistical significant improve-

ment (p < 0.001) was observed both for patient-reported
and physical-measured outcomes after 2 weeks. Ex-
pressed as percentages (95% CI), the improvement for
mean BASDAI was 27% (18–37%), for BASFI 26% (15–
37%), for BASMI 29% (22–36%), for gait velocity 20%
(17–23%), for timed-stand test 27% (23–32%), for finger-
to-floor distance 40% (26–53%) and chest expansion
26% (19–33%). However, no significant differences were
seen for ESR (16.5 vs. 16.9 mm/hr) and CRP (8.2 vs.
8.3 mg/l).
Among the 48 ax-SpA patients with retrievable follow-

up data, no significant differences were seen in a mean
time-period of 9.3 months (SD 6.9) after the training
program for BASDAI [mean 4.4 (2.2) vs 4.1 (2.3), p =
0.24] and BASFI [mean 3.5 (2.6) vs 3.2 (2.0), p = 0.31].
However, BASMI at follow-up remained significantly im-
proved, compared with the baseline [mean 2.7 (2.5) vs
3.3 (2.6), p = 0.02].
Discussion
Our study supports that patients with ax-SpA, benefit
from structured and intensive exercise training pro-
grams, and also when these are carried out in the setting
of ordinary clinical practice. In our study, ax-SpA
patients improved self-reported disease activity by 27%
(BASDAI) and function by 26% (BASFI), whereas
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improvement in physical measured function ranged from
20% for gait velocity to 40% for finger-to-floor distance.
Various exercise and rehabilitation programs proving ef-

ficacy have been tested in randomised trials [5-12]. This
includes different exercise programs [9,10,12], spa re-
habilitation and exercise programs [6,7], combined inten-
sive group exercise with an educational-behavioural
program [8], and rehabilitation and exercise programs
tested in different climates [11]. In a Cochrane review of
the literature, it was concluded that supervised group
therapy was better than home exercises, and combined in-
patient spa-exercise therapy followed by group physiother-
apy was better than group physiotherapy alone [14]. In
our study, exercises were carried out in groups.
In the study by Strumse et al., comparing a 4-weeks

rehabilitation program in Mediterranean and Norwegian
settings [11], patients in the Norwegian environment re-
duced their BASDAI by 1.9 from a baseline of 5.8 (33%)
and BASFI by 1.2 from a baseline of 4.3 (28%) which is
in the same percentage range as in our study. Patients,
however, in the Mediterranean setting had a significantly
higher reduction than for patients in the Norwegian set-
ting with a reduction in BASDAI by 4.2 from a baseline
of 6.2 (68%) and BASFI by 2.6 from a baseline of 4.3
(60%). The results of this study indicate that warm cli-
mate does have an additional effect on rehabilitation and
exercise programs for the AS patients. The baseline
values in this study were, however, higher than in our
study.
Pharmacological treatment with NSAIDs [23] and TNF

inhibitors [24-26] has proven to improve signs and symp-
toms and to improve physical function in AS. NSAIDs are
considered as first-line in pharmacological treatment of
AS, whereas, TNF inhibitors are recommended used in
patients with active disease when exercise, and physiother-
apy and NSAIDs have failed [3]. In our study, 62% were
NSAID and 17% were current users of TNF inhibitors. In
the ASSERT-infliximab study, evaluating the efficacy of
infliximab in AS patients with active disease at inclusion
(BASDAI ≥ 4), patients improved in median their BASDAI
by 2.9, BASFI by 1.7 and BASMI by 1.0 scale points during
24 weeks of follow up, reflecting a percentage improve-
ment by, approximately, 45% for BASDAI, 30% for BASFI
and 21% for BASMI [24]. The same level of improvement
rates has also been reported for other TNF inhibitors, e.g.
adalimumab and etanercept [25,26]. Interestingly, the cor-
responding figures for percentage changes for BASDAI,
BASFI and BASMI in our study were in the same range as
for these studies exploring the effect of TNF inhibition.
This emphasises and illustrates the effectiveness of exer-
cise programs in AS patients.
In the randomised, controlled study by Masiero et al.,

was demonstrated that even AS patients stabilised on TNF
inhibitors were able to further improve spine mobility and
reduce pain, stiffness, and disability by a rehabilitation pro-
gram based on an educational-behavioral intervention and
exercise training program [8]. In the study by Colina et al.,
an intensive rehabilitation program in AS patients treated
with the TNF-inhibitor etanercept was shown to contribute
to reducing disability and to ameliorating quality of life [6].
These points highlight that exercise programs should be
part of the treatment strategy, even in patients who have
responded favourably to anti-TNF treatment. The import-
ance of exercise programs in AS is further highlighted by
evidence suggesting that AS patients are at increased risk of
cardiovascular diseases [27]. In a recently published cross-
sectional study, AS patients were found not only to have re-
duced flexibility, but also to have lower cardio-respiratory
fitness, again underlining the importance of exercising in
this patient group [28].
Exercise programs have also been proven to be cost

effective. A randomised controlled trial showed that com-
bined spa-exercise therapy with drugs and weekly group
physical therapy had a more favourable cost-effectiveness
and cost-utility compared with patients who stayed at
home and continued their usual activities and standard
treatment [29].
One of the big challenges is patient’s adherence to the

exercise program [30]. In a recent publication, evaluating
exercise programs, it was found that only four trials
reported on participants’ adherence to the exercise pro-
grams and that only one provided sufficient information
to evaluate the possible influence of the adherence [30].
Our data indicate that the positive effects on self-
reported disease activity (BASDAI) and function (BASFI)
gained from the training program are lost and dimin-
ished after the training program is stopped. In a recently
published prospective Norwegian study, it was found
that patients were back to their base-line health status
six months after discharge from rehabilitation [12]. This
highlights the importance of supporting patients and en-
couraging them to continue exercising and also, after
finishing intensive exercise programs, to maintain the
levels of benefits that have been achieved.
One of the major challenges comparing the results be-

tween rehabilitation studies is the lack of standardisation
and the variation in the content, exercise intensity and
duration. In our study, the intervention period was 5 days
a week for 2 weeks, whereas, e.g. in the study by Colina
et al., [6] the intervention period was one week and in
the study by Ince et al., the period was three months
[10]. In our study, the daily program consisted of water
exercises (30 minutes), basic exercises for movement,
muscle strength and stability, balance and coordination
(45 minutes), and exercises for endurance (40 minutes).
In addition, every patient had daily individual physio-
therapy including massage, stretching, mobilisation and
articulation, and advice on specific exercises to enhance
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a good body posture. In the study by Ince et al., the ex-
ercise program consisted of 50 minutes of multimodal
exercise, including aerobic, stretching, and pulmonary
exercises, 3 times a week for 3 months [10]. Whereas, in
the study by Masiero et al., the program consisted of 12
rehabilitation exercise sessions (stretching, strengthen-
ing, chest and spine/hip joint flexibility exercises), which
patients performed at home [8].
The limitations of our study include both selection bias

of participants and study design. The study design was
retrospective, based on data collection as part of clinical
routine. Despite the clinical nature of this program and
registration of variables which were standardised, data
were missing in a high proportion of patients, particularly
for some variables (e.g. BASDAI and BASFI). This empha-
sises that there is a need for more attention and focus, in
clinical practice, to use recommended outcome measures
in the follow-up and assessment of patients with inflam-
matory rheumatic disorders. In the updated 2010 ASAS/
EULAR recommendations for the management of AS, dis-
ease monitoring of patients with AS is recommended to
include data on e.g. patient history (e.g. questionnaires),
clinical parameters and laboratory tests [15]. Our experi-
ence demonstrates that disease monitoring in clinical
practice is facilitated and has improved in our hospital
after we started to use the GoTreatIT-rheumaW computer
system (www.diagraphit.com), designed to monitor pa-
tients, in daily clinical practice, with inflammatory joint
disorders [31]. Furthermore, the ax-SpA patients we
assessed were not a random selection of the ax-SpA popu-
lation, followed in our out-patient clinic. Patients who did
not have e.g. sufficient effect of medical treatment were
more likely recruited. Another limitation, was the inclu-
sion criteria which was only based on an overall judge-
ment by the referral rheumatologist, that the patients were
thought to benefit from this program. The lack of a con-
trol group also limits the scientific validity of the data, as
the placebo effect was not controlled for and further in-
cludes both patient-reported outcome measures and
therapist-measured outcomes. Another limitation of this
study is that no intra-rater reliability tests were performed
for the measurements used. However, for the metric meas-
urement, BASMI, and for the patient reported outcome
measures, BASDAI and BASFI, the instruments have been
shown to be reliable, valid and sensitive to change [20,32].
The strength of our study is that data have been cap-

tured from real life and based on how the ax-SpA patients
have been handled in ordinary clinical practice. Thus, the
design of this study enables us to test evidence-based
treatment recommendations [14] and to validate if the ef-
fect of rehabilitation can also be demonstrated in clinical
practice, after demonstration in clinical trials. Our data
add evidence that organised and structured physiotherapy
is of benefit for the ax-SpA patients. Probably, it has also
been of advantage that all measures of physical function
were performed by experienced physiotherapists, thus, re-
ducing the risk of measurement errors.
Interestingly, our data indicate that the positive effect

on BASMI, which is a composite physical measure of
physical function, is also maintained after weeks and
months after the training program is stopped. This posi-
tive findings should be interpreted with caution, as the
follow-up measures of function for BASMI were not
performed by the same assessor as during the 2-weeks
training program.

Conclusion
Data from our retrospective case series report, support
that patients with ax-SpA, benefit from short-term re-
habilitation when carried out in ordinary clinical care.
From a health service perspective “reality-based studies”
are important when discussing the effectiveness of a
treatment and allocating resources in the health care
system.

Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
All authors contributed to the conception and design of the study,
interpretation of the data, and revision of the final manuscript. GH was the
principal investigator. All authors read and approved the final manuscript.

Received: 5 October 2012 Accepted: 30 April 2013
Published: 7 May 2013

References
1. Rudwaleit M, van der Heijde D, Landewe R, Listing J, Akkoc N, Brandt J, et

al: The development of assessment of SpondyloArthritis international
society classification criteria for axial spondyloarthritis (part II): validation
and final selection. Ann Rheum Dis 2009, 68:777–783.

2. Van Der LS, Valkenburg HA, Cats A: Evaluation of diagnostic criteria for
ankylosing spondylitis. A proposal for modification of the New York
criteria. Arthritis Rheum 1984, 27:361–368.

3. Zochling J, van der Heijde D, Burgos-Vargas R, Collantes E, Davis JC Jr,
Dijkmans B, et al: ASAS/EULAR recommendations for the management of
ankylosing spondylitis. Ann Rheum Dis 2006, 65:442–452.

4. Zochling J, Braun J: Developments and current pharmacotherapeutic
recommendations for ankylosing spondylitis. Expert Opin Pharmacother
2006, 7:869–883.

5. Toussirot E, Wendling D: Current guidelines for the drug treatment of
ankylosing spondylitis. Drugs 1998, 56:225–240.

6. Colina M, Ciancio G, Garavini R, Conti M, Trotta F, Govoni M: Combination
treatment with etanercept and an intensive spa rehabilitation program
in active ankylosing spondylitis. Int J Immunopathol Pharmacol 2009,
22:1125–1129.

7. van Tubergen A, Landewe R, van der Heijde D, Hidding A, Wolter N,
Asscher M, et al: Combined spa-exercise therapy is effective in patients
with ankylosing spondylitis: a randomized controlled trial. Arthritis Rheum
2001, 45:430–438.

8. Masiero S, Bonaldo L, Pigatto M, Lo Nigro A, Ramonda R, Punzi L:
Rehabilitation treatment in patients with ankylosing spondylitis
stabilized with tumor necrosis factor inhibitor therapy: a randomized
controlled trial. J Rheumatol 2011, 38:1335–1342.

9. Fernandez-de-Las-Penas C, Alonso-Blanco C, Morales-Cabezas M,
Miangolarra-Page JC: Two exercise interventions for the management of
patients with ankylosing spondylitis: a randomized controlled trial. Am J
Phys Med Rehabil 2005, 84:407–419.

http://www.diagraphit.com/


Eppeland et al. BMC Research Notes 2013, 6:185 Page 6 of 6
http://www.biomedcentral.com/1756-0500/6/185
10. Ince G, Sarpel T, Durgun B, Erdogan S: Effects of a multimodal exercise
program for people with ankylosing spondylitis. Phys Ther 2006,
86:924–935.

11. Staalesen Strumse YA, Nordvag BY, Stanghelle JK, Roisland M, Winther A,
Pajunen PA, et al: Efficacy of rehabilitation for patients with ankylosing
spondylitis: comparison of a four-week rehabilitation programme in a
Mediterranean and a Norwegian setting. J Rehabil Med 2011, 43:534–542.

12. Klokkerud M, Hagen KB, Lochting I, Uhlig T, Kjeken I, Grotle M: Does the
content really matter? A study comparing structure, process, and
outcome of team rehabilitation for patients with inflammatory arthritis
in two different clinical settings. Scand J Rheumatol 2012, 41:20–28.

13. van den Berg R, Baraliakos X, Braun J, van der Heijde D: First update of the
current evidence for the management of ankylosing spondylitis with
non-pharmacological treatment and non-biologic drugs: a systematic
literature review for the ASAS/EULAR management recommendations in
ankylosing spondylitis. Rheumatology 2012, 51:1388–1396.

14. Dagfinrud H, Kvien TK, Hagen KB: Physiotherapy interventions for
ankylosing spondylitis. Cochrane database of systematic reviews (Online)
2008, 1:CD002822.

15. Braun J, van den Berg R, Baraliakos X, Boehm H, Burgos-Vargas R, Collantes-
Estevez E, et al: 2010 update of the ASAS/EULAR recommendations for
the management of ankylosing spondylitis. Ann Rheum Dis 2011,
70:896–904.

16. Curtis JR: Improving osteoporosis care through multimodal interventions:
insights from the University of Alabama at Birmingham Center for
Education and Research on Therapeutics. Osteoporos Int 2011,
22 (Suppl 3):445–450.

17. Sung NS, Crowley WF Jr, Genel M, Salber P, Sandy L, Sherwood LM, et al:
Central challenges facing the national clinical research enterprise. JAMA
2003, 12:1278–1287.

18. Garrett S, Jenkinson T, Kennedy LG, Whitelock H, Gaisford P, Calin A: A new
approach to defining disease status in ankylosing spondylitis: the Bath
Ankylosing Spondylitis Disease Activity Index. J Rheumatol 1994,
21:2286–2291.

19. Calin A, Garrett S, Whitelock H, Kennedy LG, O’Hea J, Mallorie P, et al: A new
approach to defining functional ability in ankylosing spondylitis: the
development of the Bath Ankylosing Spondylitis Functional Index. J
Rheumatol 1994, 21:2281–2285.

20. Jenkinson TR, Mallorie PA, Whitelock HC, Kennedy LG, Garrett SL, Calin A:
Defining spinal mobility in ankylosing spondylitis (AS). The Bath AS
Metrology Index. J Rheumatol 1994, 21:1694–1698.

21. Csuka M, McCarty DJ: Simple method for measurement of lower
extremity muscle strength. Am J Med 1985, 78:77–81.

22. Garber CE, Blissmer B, Deschenes MR, Franklin BA, Lamonte MJ, Lee IM, et al:
American college of sports medicine position stand. Quantity and
quality of exercise for developing and maintaining cardiorespiratory,
musculoskeletal, and neuromotor fitness in apparently healthy adults:
guidance for prescribing exercise. Med Sci Sports Exerc 2011,
43:1334–1359.

23. van der Heijde D, Baraf HS, Ramos-Remus C, Calin A, Weaver AL, Schiff M, et
al: Evaluation of the efficacy of etoricoxib in ankylosing spondylitis:
results of a fifty-two-week, randomized, controlled study. Arthritis Rheum
2005, 52:1205–1215.

24. van der Heijde D, Dijkmans B, Geusens P, Sieper J, DeWoody K, Williamson
P, et al: Efficacy and safety of infliximab in patients with ankylosing
spondylitis: results of a randomized, placebo-controlled trial (ASSERT).
Arthritis Rheum 2005, 52:582–591.

25. Calin A, Dijkmans BA, Emery P, Hakala M, Kalden J, Leirisalo-Repo M, et al:
Outcomes of a multicentre randomised clinical trial of etanercept to
treat ankylosing spondylitis. Ann Rheum Dis 2004, 63:1594–1600.

26. van der Heijde D, Kivitz A, Schiff MH, Sieper J, Dijkmans BA, Braun J, et al:
Efficacy and safety of adalimumab in patients with ankylosing
spondylitis: results of a multicenter, randomized, double-blind, placebo-
controlled trial. Arthritis Rheum 2006, 54:2136–2146.

27. Mathieu S, Gossec L, Dougados M, Soubrier M: Cardiovascular profile in
ankylosing spondylitis: a systematic review and meta-analysis. Arthritis
Care Res 2011, 63:557–563.

28. Halvorsen S, Vollestad NK, Fongen C, Provan SA, Semb AG, Hagen KB, et al:
Physical fitness in patients with ankylosing spondylitis: comparison with
population controls. Phys Ther 2012, 92:298–309.
29. Van Tubergen A, Boonen A, Landewe R, Rutten-Van Molken M, Van Der
Heijde D, Hidding A, et al: Cost effectiveness of combined spa-exercise
therapy in ankylosing spondylitis: a randomized controlled trial. Arthritis
Rheum 2002, 47:459–467.

30. Dagfinrud H, Halvorsen S, Vollestad NK, Niedermann K, Kvien TK, Hagen KB:
Exercise programs in trials for patients with ankylosing spondylitis: do
they really have the potential for effectiveness? Arthritis Care Res 2011,
63:597–603.

31. Sokka T, Haugeberg G, Pincus T: Assessment of quality of rheumatoid
arthritis care requires joint count and/or patient questionnaire data not
found in a usual medical record: examples from studies of premature
mortality, changes in clinical status between 1985 and 2000, and a
QUEST-RA global perspective. Clin Exp Rheumatol 2007,
25(6 Suppl 47):86–97.

32. Waldner A, Cronstedt H, Stenstrom CH: The Swedish version of the Bath
ankylosing spondylitis disease activity index. Reliability and validity.
Scand J Rheumatol Suppl 1999, 111:10–16.

doi:10.1186/1756-0500-6-185
Cite this article as: Eppeland et al.: Short term in-patient rehabilitation in
axial spondyloarthritis - the results of a 2-week program performed in
daily clinical practice. BMC Research Notes 2013 6:185.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	Abstract
	Background
	Results
	Conclusion

	Background
	Methods
	Results
	Discussion
	Conclusion
	Competing interests
	Authors’ contributions
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


