Incidence of Comorbidities and Causes of Mortality in Patients With Sjogren Disease
In the Swedish Population Between 2006-2022
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@ Data from this study provided a longitudinal follow-up
of SjD, suggesting that patients with SjD are commonly
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The incident comorbidities manifest early, within 5 years of
SjD diagnosis

Background Methods

e Sjogren’s disease (SjD) is a systemic, chronic autoimmune disorder characterized by Study design and population
inflammation in the salivary and lacrimal glands. A substantial proportion of patients also have e Observational, retrospective cohort study that identified patients with SjD who were registered in the Swedish NPR Figure 1. Study design

One limitation of this study is that some comorbidities have
been traditionally linked to treatments such as antimalarials
(maculopathy) and steroids (osteoporosis, type 2 diabetes),

systemic involvement e Adult patients (=18 years) with =2 independent diagnoses of SjD from internal medicine or rheumatology, and without co-existing systemic rheumatic Pat\:\i:ﬁisﬁgrf‘nc;‘if:ics so the data should be interpreted carefully

e The heterogeneous nature of SjD complicates the current understanding of unmet clinical diseases were selected between 01 January 2006 and 31 December 2022 ore-index period Common causes of death in patients with SjD included
needs and the overall disease burden in patients? e Theindex date was defined by the first date of SjD diagnosis during the study period and individual patients were followed until the end of study cardiovascular disease and malignancies

e The Swedish National Patient Register (NPR), including ICD-10 (International Classification Clinical characteristics and comorbidities In this study, approximately one in ten patients with SjD

were later diagnosed with rheumatoid arthritis or systemic

of Diseases, 10th Revision) codes from inpatient care and from secondary outpatient care, is
lupus erythematosus

, , . . . . e Comorbidities were identified from the NPR, which covers inpatient and outpatient specialist visit data from secondary care, and were further linked
linked with the Prescribed Drugs Registry, the Cancer Register, and the Labor Market Studies

to relevant drug prescriptions on an individual patient level Look-back period

Registry, and provides population-based longitudinal data of patients with SjD, including clinical o , , , , , | Results from this study revealed seemingly relevant
che?racty;risticz and moI:bipmortaIit that car?be used for reseparch3 ) J e Charlson Comorbidity Index (CCI) was calculated using the method developed from the Swedish registry data using ICD-10 codes required from the < | > comorbidities, including anxiety and depression that might
y NPR* | | Minimal indicate unmet clinical needs which would warrant more
. . . . 6 months of FU ' tni : :
. . e The cohort was linked to the national cause of death registry for primary causes of death | Stk effective clinical management and targeted interventions
O bJeCtlve Analvsis First ever data Baseline Index date: 31 December 2022 Addltm'?a.l ?naly?’es compal:lng the frequency.Of
y available or up to a period First SjD diagnosis comorbidities with population controls to estimate the
To describe key clinical characteristics and comorbidities of patients with SjD in a e Proportions of common causes of death and age at death were reported maximum of 5 years impact of SjD will be included in future studies
Swedish population-based cohort e Incidence rates (IR) of comorbidities occurring within 5 or 10 years from the initial SjD diagnosis were reported per 1000 patient-years with
95% confidence intervals (Cl), based on the Poisson exact method Frelowsup, SIb=sjoarens disease
Results
Baseline demographics and clinical characteristics of population-based cohort of SjD Rate of common incident comorbidities at 5 years and 10 years dfter diagnosis of SjD
e Overall, 4463 patients with SjD were identified; median age at diagnosis was 58 years (interquartile B. Clinical characteristics e Within 5 years after SjD diagnosis, the most common incident comorbidities per 1000 patient-years Table 2. Incidence rate of common comorbidities at 5 and 10 years following SjD diagnosis
range [IQR]: 46-68); 4093 (91.7%) were female Ol characterietics included glaucoma and maculopathy (crude IR [cIR]: 22.44, 95% CI: 20.25-24.80), malignant solid tumors Rate per 1000 patient years IR, (95% CI) 5 years after SjD diagnosis 10 years after SjD diagnosis
Comorbidity at baseline, n (%) (N=4463) (cIR:18.74, 95% CI: 16.77-20.88), urinary tract infections (clR: 156.19, 95% CI: 13.46-17.09), pneumonia Glaucoma and maculopathy 2244 (20.25-24.80) 2116 (19.46-22.96)
e The mean baseline CCl was 0.60 (standard deviation [SD]: 1.22) in this patient group, of which 107 (2.4%) Historical malignancies within 5 years looking back 258 (5.8) (cIR: 13.62, 95% Cl: 11.98-15.43), and fibromyalgia (cIR: 11.56, 95% Cl: 10.06-13.23), all diagnosed at ':/:I Ic.;ance{ it fg'?f 216877785%)3;? ?;i% (11275(1)__22?88)
had CCI =5 (Table 1) Skin conditions 269 (6.0) secondary care (Table 2) aTighant Sole tumer 14 (16.7-20.88) S0 (Ir. 00
- Urinary tract infections 15.19 (13.46-17.09) 15.73 (14.32-17.24)
Glaucoma and maculopathy 227 R) Pneumonia 13.62 (11.98-1543) 1412 (12.79-15.56)
Asthma 116 (2.6) Fibromyalgia 11,56 (10.06-13.23) 9.64 (8.55-10.83)
. . .« o « 4o . Mali t solid t 111 (2.5 : : : : __ : _ _
Table 1. Baseline demographics and clinical characteristics of SjD cohort TN SOHE Tmer \2.9) e Notably, diagnoses of depression and anxiety from secondary specialty care were seen within 5 years Osteoporosis UZERER 2T UES (BUE=2A00)
Jyspareunia 925 fter SjD di ith cIR (IQR) of 10.07 (8.67—11.63) and 8.66 (7.37-10.10), per 1000 patient pepression 19.07 (8611163 8.52(149-9.54)
A. Baseline demographics Pneumonia 91(2.0) after 5D diagnoses, with clR (IQR) 0f10.07 (8.67-11.63) and 8.66 (7.37-10.10), per patient-years, Oral candidiasis 875 (745-10.21) 8.37 (7.36-9.47)
Diabetes mellitus type I 90 (2.0) respectively. The incidence of non-Hodgkin lymphoma, cIR was 2.15 per 1000 patient-years Asthma 872 (742-10.19) 7.78 (6.80-8.86)
Depression 88 (2.0) (95% Cl: 1.54-2.92) within 5 years of SjD diagnosis and 1.81 per 1000 patient-years (95% Cl: 1.37-2.35) Anxiety disorders 8.66 (7.37-1010) 760 (6.64-8.65)
(N=4463) Interstitial lung disease 86 (1.9) within 10 years of follow-up Chronic ischemic heart disease 1.83 (6.61-9.20) 6.79 (56.89-7.78)
Age at index date, median (IQR) 58.0 (46.0-68.0) Fibromyalgia 76 (1.7) Diabetes mellitus type Il 7.39 (6.20-8.74) 6.93 (6.02-7.95)
Sex - Female, n (%) 4093 (917) Urinary tract infections 67 (15) CongeStive heart failure 6.34 (526—759) 1.35 (642—838)
Education, n (%) Anxiety disorders 63 (14) COPD o | 5.36 (4.37-6.51) 4.96 (4.20-5.81)
0-9 yrs 793 (17.8) Chronic ischemic heart disease 60 (1.3) e Overall, 609 (13.7%) fatalities due to any cause were reported in the cohort during the study period, with Acute myocardial infarction 4.72 (3.80-5.80) 4.29 (3.59-5.08)
. ' : , B Chronic renal failures 442 (3.53-547) 4.26 (3.56-5.06)
10-13 (high school) 1900 (42.6) ;‘:OI?D . 5551 (1.13) median age at death of 78.89 years (IQR: 72.89-84.59) Sepsis 4.29 (341-5.33) 434 (364-514)
13+ (post secondary education) 1565 (351) Crrl]glne.l pec o|r1|:s1 23 (1'(; Collagenous colitis, unspecified colitis 417 (3.30-5.20) 3.66 (3.02-4.41)
Post-graduate level 4 (1.0) - ronlctljene; altu]:e.l 4 (2.9; Interstitial nephritis 416 (3.29-5.18) 4.79 (4.05-5.63)
. . ongestive neart raliure . ] . ] ] ] . . . . . . _ _
Missing 161 (3 6) Non-Hodgkin lymphoma 38 (0.9) e The most common primary causes of death in patients with SjD were malignancies (n=138, 22.7%; ﬁereﬁracll'”Ijarft'onh('s‘:hem'c stroke) 32?; ((?gj ;52?) 14;’11(23;125;;))
. o ) . . . . . on-Ho N iympnoma . Oa—L, . O (—L,
Employment status: In employment (age 18-65), n (%) 2022 (45.3) Diabetes mellitus type 35 (0.8) including non-Hodgkin lymphoma, n=13) at median age of 75.77 (IQR: 68.57-80.60), cardiovascular o tgp - 3: ps;o:3jégrenbdisease
Early sickness pension at baseline, n (%) feiE i) Cerebral infarction (ischemic stroke) 18 (0.4) disease (n=85, 14.0%), infections (n=28, 4.6%), and pulmonary disease (n=26, 4.3%) .
Primary diagnosis specialty, n (%) Monoclonal gammopathy 16 (0.4) Ongoing and related work
Internal medicine specialist care 857 (19.2) Acute myocardial infarction 15 (0.3) e Analysis to estimate the incident risk ratio versus comparator populations in the overall cohort is ongoing
Rheumatology 3613 (81.0) Acute renal failure 11(0.2) . . ] _ . . . e Poster presentation (1386) at ACR 2026: “Mortality and Loss of Life Expectancy in Patients With
Charlson Comorbidity Index (CCI)%, mean (SD) 0.6 (1.22) Optic neuropathy 7 (0.2) o By the end of the study period, 422 patients (10.8%) were diagnosed with rheumatoid arthritis or Sjégren Disease in Sweden: A Population-Based Study From 2006 to 2022”
Duration of follow-up, median (IQR) 8.1(4.3-13.2) Retinal vasculitis 1(0.0) systemic lupus erythematosus e Poster presentation (1382) at ACR 2026: “Impact on Productivity of Sjogren’s Disease in Swedish
IQR=interquartile range, SD=standard deviation, SjD=Sjégren’s disease. COPD=chronic obstructive pulmonary disease. patientS—A NatlonWide COhOI‘t StUdy Between 2006 and 2022”
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