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Welcome Address

Dear Colleagues,

| wish you a warm welcome to the 19th EULAR Annual European Congress of Rheumatology in Amsterdam.
Our annual EULAR Congress has become a major event in the calendar of world rheumatology, and Amsterdam
2018 will again provide an unique event for the exchange of scientific and clinical information. It offers a platform
to facilitate interactions between medical doctors, scientists, health professionals, patients and professionals
representing the pharmaceutical industry, from across Europe and around the world.

This will be a particularly exciting congress - we will launch the EULAR Strategy 2018-2023 and highlight
remarkable progress in several recent initiatives, including the EULAR School of Rheumatology and our ground
breaking “Don’t Delay, Connect Today” campaign.

EULAR is built on three fundamental pillars, integrating patient (PARE), health professional and rheumatology
national associations. This partnership underpinning the work of EULAR is a unique stimulus to prosper
advances in our field, for example via treatment recommendations, political advocacy, and research leadership.
Accordingly, our congress is of the highest quality delivering a rich resource of contemporary, yet accessible
information, serving a vital role in our unstinting efforts to reduce the impact, burden and cost of rheumatic and
musculoskeletal diseases for individuals and society.

EULAR 2018 will address a wide range of topics including innovation in population, health service, clinical,
translational and basic science. The WIN/HOT track for the busy clinician requiring an update on What is New
and How to Treat the major rheumatic diseases has become an admired and ‘must see’ highlight of the EULAR
Congress. Sessions dedicated to People with Arthritis and Rheumatism in Europe (PARE), Health Professionals
in Rheumatology (HPR) are further jewels in our programme. High quality health care industry sessions
provide in depth and focussed insights. Our poster presentations and poster tours provide a highly interactive
exchange of knowledge and solutions amongst participants. We will be discussing the best of the more than
5000 submitted abstracts, testament to the rich vein of creativity and energy currently evident in our discipline. In
Amsterdam, together we will further promote the reputation of the EULAR Congress as the most innovative and
informative venue for clinical research for the practising physician. Finally, it is a particular pleasure to celebrate
the participation of the EULAR EMEUNET organisation of young rheumatologists that continues to attract young
colleagues to the meeting. Together we must disseminate the message that rheumatology is one of the most
attractive and successful disciplines in global medicine.

We are very happy to revisit the City of Amsterdam. In 2006, we relished the magnificent ambiance of canals and
canalside houses, galleries, astonishing museums (think Rembrandt, Vermeer, Rubens, Steen and Van Gogh),
the Anne Frank House, theatres, music and culinary pleasures. The city has flourished since, offering an ever
more diverse and enriching experience, hopefully bathed in early summer sunshine! Whereas balmy warmth
may be uncertain, there is no doubt that Amsterdam will provide an excellent background for scientific and clinical
exchanges, international collaborations and renewal of friendships. We take great pleasure in welcoming you all
to EULAR 2018, and hope that your stay in Amsterdam will be informative, educational and, last but not least,
enjoyable.

Johannes W. J. Bijlsma
EULAR President
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WEDNESDAY, 13 JUNE 2018
WIN and HOT session

SP0001 SYSTEMIC LUPUS: ISSUES ABOUT PREGNANCY

A. Tincani. Rheumatology and Clinical Immunology Unit, University of Brescia,
Brescia, Italy

Angela Tincani and Francesca Crisafulli

The outcome of Systemic Lupus Erythematosus (SLE) pregnancies has dramati-
cally improved over years thanks to pregnancy planning, multidisciplinary man-
agement and close monitoring. According to EULAR recommendations,’ pre-
pregnancy counselling with the identification (and management) of possible dis-
ease related risk factors (such as active or past lupus nephritis and presence of
antiphospholipid antibodies or antiphospholipid syndrome, APS), assessment of
disease activity during pregnancy (including renal function parameters, anti-
dsDNA and serum C3/C4) together with obstetrical monitoring are necessary to
achieve a good pregnancy outcome. A recent evaluation of our SLE pregnancy
cohort recruited from 1987 to 2017 showed a number of losses not significantly
different to that observed in the general obstetric population; it is of interest that all
the patients enrolled received pre-pregnancy counselling and were prospectively
followed during gestation by a multidisciplinary team. According to this finding, a
recent paper with data derived from Norwegian Registries® underlines that
adverse pregnancy outcomes (APO) occur more frequently in SLE patients only
in the presence of active disease.

However, the data are not univocal. A recent meta-analysis® still underlines the
higher frequency of APO such as preeclampsia (PE), spontaneous abortion, pre-
term birth and small for gestational age(SGA) newborns in SLE patients.

So much effort is still devoted to identify new predictors of APO and possible pro-
tective strategies.

The uterine artery Doppler applied to SLE pregnancies shows an increased mean
pulsatility index while the same patients display a higher ratio of two angiogenic
biomarkers (sFlt-1/PIGF) related to placental dysfunction.*

Furthermore, an increase of Bb and sC5b-9 levels during early phases of preg-
nancy was observed in SLE patients who later developed APO.® A more recent
work shows higher levels of Pentraxin3 (PTX3) in the general obstetric population
with early-onset PE.° Studying placental histology, a higher number of neutrophils
and neutrophilic extracellular traps(NETs) were detected in both SLE and non-
SLE pregnancies with PE as compared with controls.” Taken together these
observations suggest that also innate immunity could play a role in the occurrence
of APO observed in this condition.

Many studies have assessed the beneficial role of hydroxicloroquine (HCQ) in
SLE pregnancies. The use of HCQ is associated with a lower frequency of preterm
birth and intrauterine growth restriction, less disease flares and reduction of the
risk of fetal loss and SGA in patients with lupus nephritis. On the other hand, the
use of prednisolone was associated with lower birth weight and higher rate of pre-
term birth.2 In our cohort, the exposure to corticosteroids in doses greater than
35 mg/week in the 1st trimester was associated with preterm birth (<37 th weeks),
while in the 3rd trimester with severe preterm birth (<34 th weeks). A recent study
had assessed the improvement of pregnancy outcome in women with refractory
obstetric APS treated with pravastatin®; given the strong association between
SLE and APS, this could be an interesting topic to develop in the future.

The interest in long-term outcome of children born to mother whit SLE raises from
few observational studies suggesting an increased risk of neurodevelopmental
disorders, congenital heart defects and autoimmune diseases. However, the risk
of these adverse outcomes is small, and the large majority of children are in good
health. Recently, the neurodevelopmental status of 40 children (median age 7.4
years) born to women carrying antiphospholipid antibodies (with or without SLE)
was investigated by child neurologists and psychiatrists. All the children resulted
normally intelligent but a slight increase in the frequency of epilepsy, sleep disor-
ders and learning disability was observed.® In this respect, a recent study per-
formed in animals pointed out the role of HCQ as protector of fetal brain
development, offering a possible future preventive strategy.'°

In conclusion, most of the young women affected by SLE can now carry out one or
more pregnancies thanks to the improvement in prevention, early recognition and
treatment of pregnancies complications. Nevertheless, further studies are neces-
sary to reduce the risk of pregnancy morbidity still reported in some patients.
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Little arthritis in PsA and axSpA with newly onset
arthritis — does it matter?

SP0002 PSA BEYOND THE TYPICAL POLY-ARTICULAR
PHENOTYPE: HOW TO DEAL WITH THIS IN CLINICAL
PRACTICE?

E. Nikiphorou. Academic Rheumatology, Kings College London, London, UK

This lecture will focus on the case of a psoriatic arthritis (PsA) patient presenting
primarily with entheseal disease rather than the usual poly-articular phenotype.
The case discusses issues around misinterpretation of signs and symptoms lead-
ing to inappropriate diagnoses and failure to early disease recognition and there-
fore treatment. Consequences of delayed treatment and less typical
presentations of PsA will be discussed in greater detail during the session, high-
lighting important diagnostic and management aspects of disease, relevant to rou-
tine clinical practice.

Disclosure of Interest: None declared

DOI: 10.1136/annrheumdis-2018-eular.7654

SP0003 AXSPA PATIENT WITH PERIPHERAL MANIFESTATIONS

A. Sepriano. Rheumatology, Leiden University Medical Centre, Leiden,
Netherlands

A case of a 32 year old Caucasian, female patient referred to an outpatient rheu-
matology clinic with a 3 month history of low back pain and a 2 week duration
severe left heel pain is presented. Disease presentation, including findings on
physical examination, laboratory tests and imaging are discussed, as well as their
potential impact on treatment decisions.

Disclosure of Interest: None declared

DOI: 10.1136/annrheumdis-2018-eular.7653

SP0004 EXTRA SPINAL MANIFESTATIONS IN AXIAL

SPONDYLOARTHRITIS
M. Dougados. Hopital Cochin, Paris, France

The extra-spinal manifestations in axial spondyloarthritis can be categorised in 2
mains sub-groups: the extra-spinal rheumatological manifestations on one hand
and the extra rheumatological manifestations in the other hand.

The extra spinal manifestations comprise synovitis, dactylitis and enthesitis and
extra rheumatological manifestations comprise mainly skin psoriasis, uveitis and
inflammatory bowel disease.

In terms of diagnostic approach in case of a patient presenting with axial symp-
toms, the probability to detect any extra-spinal manifestations in the past-history
of the patients and/or concomitantly to the axial symptoms is very high (>75% at
the baseline visit of the DESIR cohort including patients with recent onset axial
symptoms suggestive of spondyloarthritis). These manifestations (based on data
from different databases: for example the DESIR cohort and the ASAS-COMO-
SPA cross-sectional study) will be described

The long term follow-up of patients presenting with axial spondyloarthritis empha-
sises the possibility to observe these extra-spinal manifestations overtime (inci-
dent cases).

These data are strong arguments to
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1. Justify the inclusion of these extra—spinal manifestations in the set of
classification criteria of axial spondyloarthritis

2. Justify specific investigations (mainly interview and physical exam ) of the
patients at the time of the diagnosis

3. Justify a systematic monitoring of these different extra—spinal
manifestations during the entire course of the disease

Disclosure of Interest: None declared
DOI: 10.1136/annrheumdis-2018-eular.7651

WEDNESDAY, 13 JUNE 2018
Cancer and inflammation

SP0005 INFLAMMATION AND CANCER: FRIEND OR FOE

C.S. Roxburgh. Academic Unit of Surgery, University of Glasgow, Glasgow, UK

Cancer associated inflammation and the host immune response are key determi-
nants of progression and outcome in solid malignancies. There is now persuasive
evidence that inflammation is key to tumourigenesis via dna damage, stimulation
of angiogenesis and proliferation, and inhibition of apoptosis. there have long
been suspicions that dysregulated immune and inflammatory responses promote
the progression and dissemination of established cancers and there is a height-
ened risk of cancer development in individuals with chronic inflammatory dis-
eases. the tumour microenvironment is now viewed as a battleground for pro-
tumour and anti-tumour responses. We now see an increase array of novel thera-
peutic targets targeting innate and adaptive components of the immune response
to cancer. ONCO-Immunology with immunotherapy are an established part of
clinical practice differing from conventional anti-cancer treatments in that the strat-
egies do not principally target cancer cells. This talk will focus on the evidence that
inflammation influences malignant progression in gi malignancy discussing novel
therapeutic strategies.

Disclosure of Interest: None declared
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Psychological distress and pain; not all in the mind.

SP0006 DISTRESS AND PAIN: INTEGRATED BRAIN PATHWAYS

B. Sundermann. Institute of Clinical Radiology, University Hospital Muenster,
Muenster, Germany

The focus of functional and multimodal neuroimaging studies has been switching
from individual brain areas to larger interacting networks in the human brain.
Regions within a network as well as different networks interact with each other
and are usually involved in multiple brain functions such as perception, attention
or cognitive control. In this presentation we will review the current knowledge on
brain networks which are involved in the processing of painful stimuli or altered in
patients suffering from chronic pain and how these share network correlates impli-
cated in distress.

Disclosure of Interest: None declared

DOI: 10.1136/annrheumdis-2018-eular.7764

SP0007 DEALING WITH PSYCHOLOGICAL DISTRESS TO
OPTIMISE OUTCOMES FOR ARTHRITIS PAIN

R.J. Smeets. Rehabilitation Medicine, Maastricht University, Maastricht,
Netherlands

As clinicians we are often confronted with patients who suffer from arthritis pain.
As most of us working in the field of arthritis, we are specifically trained to assess
and treat medical causes in order to relieve pain. However, in daily practice we
experience that many patients will develop chronic pain with huge problems in
staying active and experiencing moderate to high levels of disability and lower
level of quality of life.

In my opinion all clinicians should be able to identify psychosocial factors that con-
tribute to the persistence of arthritis pain associated disability and loss of quality of
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life. Besides these patient relevant psychosocial factors, | will specifically focus on
the important role clinician’s beliefs/attitudes regarding pain in better treating and
coaching patients with chronic arthritis pain.

Participants will learn how to look for these potentially contributing factors, how to
diagnose the level of functioning of these patients and how to inform patients
about their pain and role of important contributing psychosocial factors. | will dis-
cuss the way how you might better prescribe pain medication and other pain
relieving treatments and finally how you can help them to stay active despite being
in pain, reduce the risk of iatrogenic damage, and what type of treatments exist to
address contributing psychosocial factors.

Finally, | will specifically elaborate on the Fear Avoidance Model as one of the cur-
rently most often used theoretical models to assess patients and on which basis a
very successful treatment called graded exposure in vivo has been developed.
Disclosure of Interest: None declared

DOI: 10.1136/annrheumdis-2018-eular.7796

WEDNESDAY, 13 JUNE 2018
Inflammation in the shadow of fibromyalgia

A RA WITH PERSISTANT HIGH DISEASE ACTIVITY
UNDER BIOLOGICAL TREATMENT: HOW DOES
CHANGING DIAGNOSIS CHANGE MANAGEMENT AND
OUTCOME?

A.P. Trouvin. Pain Evaluation and Treatment Department, Hopital Cochin, Paris,
France

We shall discuss the clinical case of a 45 years old woman. She has been diag-
nosed with rheumatoid arthritis, rheumatoid factor and ACPA are positive, acute
phase reactants were elevated and no erosion was detected on the initial X-Rays.
After a first line treatment with a conventional DMARD during 18 months, she
experienced new flares with multiple synovitis and with elevated acute phase
reactants. A TNF-inhibitor treatment was initiated. After 3 months, low disease
activity was not reached hence biologic treatment was switched to abatacept.
After 3 months, the patient still complained of pain in her hands and feet but acute
phase reactants normalised, DAS-28 score is 5,20 (TJC: 18 , SJC: 0, ESR
14 mm/h, VAS general health patient: 70/100). Question rose to change biological
therapy once again. The case presentation will discuss how a possible fiboromyal-
gia can, in this case, be confounding in the patient’s clinical evaluation and there-
fore change the management of the patient.

We shall discuss the clinical case of a 45 years old woman. She has been diag-
nosed with rheumatoid arthritis, rheumatoid factor and ACPA are positive, acute
phase reactants were elevated and no erosion was detected on the initial X-Rays.
After a first line treatment with a conventional DMARD during 18 months, she
experienced new flares with multiple synovitis and with elevated acute phase
reactants. A TNF-inhibitor treatment was initiated. After 3 months, low disease
activity was not reached hence biologic treatment was switched to abatacept.
After 3 months, the patient still complained of pain in her hands and feet but acute
phase reactants normalised, DAS-28 score is 5,20 (TJC: 18 , SJC: 0, ESR
14 mm/h, VAS general health patient: 70/100). Question rose to change biological
therapy once again. The case presentation will discuss how a possible fiboromyal-
gia can, in this case, be confounding in the patient’s clinical evaluation and there-
fore change the management of the patient.

Disclosure of Interest: None declared
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SP0009 FIBROMYALGIA ONSET OF SYSTEMIC LUPUS

ERYTHEMATOSUS?
N. Hassan. Rheumatology, University Hospital of Wales, Cardiff, UK

Systemic lupus erythematosus (SLE) and fibromyalgia often pose a diagnostic
challenge to clinicians. The two conditions can coexist and the presence of one
can complicate the diagnosis and management of the other. There is an increased
prevalence of fibromyalgia amongst SLE patients compared to the general popu-
lation but the exact nature of this association is not yet fully understood. We
describe a patient diagnosed with fibromyalgia who later went on to develop SLE.
Disclosure of Interest: None declared

DOI: 10.1136/annrheumdis-2018-eular.7747
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Shaping the future in systemic sclerosis

SP0010 FIBROBLAST-MATRIX-VESSEL: THE UNHAPPY TRIAD

C.P. Denton. Centre for Rheumatology, Royal Free Hospital and UCL Medical
School, London, UK

Systemic sclerosis (SSc) is a complex multisystem disease that links autoimmun-
ity, inflammation, vascular damage to development of fibrosis or scarring in target
organs. The pathogenesis of the disease involves reciprocal interaction between
the immunological, vascular and mesenchymal compartments and involves proc-
esses that are central to connective tissue growth and repair. However in the con-
text of SSc this process is dysfunctional in that the amount of tissue damage is
excessive or the repair process is dysregulated. Thus it seems likely that perturba-
tion of the cross talk between cells and pathways that regulate the cell types
involved are important in pathogenesis and represent appropriate targets for ther-
apeutic intervention. It is likely that some emerging therapies can attenuate the
pathogenesis of SSc by acting on multiple cell type sand this is perhaps especially
relevant to an approach such as autologous haematopoietic stem cell transplant.
However it is likely that individual pathways or mediators can be modified in a less
extreme manner and have benefit as potential disease modifying therapy. A num-
ber of key mediators and pathways are emerging including IL6, TGFbeta and
intracellular pathways linked to nuclear hormone receptors. These are being tar-
geted experimentally. Another strategy for treatment would be targeting the initiat-
ing cells such as monocytes, especially those with a profibrotic phenotype, or the
effector cells in fibrosis such as myofibroblasts. Evidence supporting these strat-
egies is emerging and it is likely that restoration of a more balanced interaction
between vessels, extracellular matrix and fibroblasts would underpin effective
therapies for the fibrotic and vascular components of SSc.

Disclosure of Interest: C. Denton Grant/research support from: Inventiva, CSL
Behring, GSK, Bayer, Consultant for: GSK, Actelion, Inventiva, Roche, Bayer,
Boehringer Ingelheim, EMD Serono, Sanofi Aventis

DOI: 10.1136/annrheumdis-2018-eular.7620

SP0011 IS THERE AN UNIVERSAL TRANSLATOR? WHICH

(ANIMAL) MODELS TELL US MOST?

J. Distler. Department of Internal Medicine 3, University of Erlangen, Erlangen,
Germany

We will review the key features of currently available preclinical models of SSc,
highlight their strengths and limitations and analyse, which subsets of SSc
patients individual models mimic. We will also discuss how to employ models to
evaluate drug candidates with different modes of actions and how to combine dif-
ferent models for an optimal preclinical portfolio.

Disclosure of Interest: J. Distler Shareholder of: 4D Science, Grant/research
support from: Anamar, Active Biotech, Array Biopharma, aTyr, BMS, Bayer
Pharma, Boehringer Ingelheim, Celgene, Galapagos, GSK, Inventiva, Novartis,
Sanofi-Aventis, RedX, UCB, Consultant for: Actelion, Active Biotech, Anamar,
Bayer Pharma, Boehringer Ingelheim, Celgene, Galapagos, GSK, Inventiva, JB
Therapeutics, Medac, Pfizer, RuiYiand UCB

DOI: 10.1136/annrheumdis-2018-eular.7715

SP0012 NOVEL THERAPIES THAT MAY MAKE IT INTO THE

CLINIC IN SYSTEMIC SCLEROSIS

123D Furst. "University of California Los Angeles, Los Angeles; ZUniversity of
Washington, Seattle, USA; University of Florence, Florence, ltaly

Introduction: Many therapies have been tested in systemic sclerosis (SSC),
often failing but new approaches to measuring effect may improve the probability
of success. The Combined Response Index for Systemic Sclerosis (CRI SS) com-
bines measurement of the skin, lungs, activities of daily living and global assess-
ments of disease activity into a single number. Like the DAS 28, this measure may
be more powerful than any single outcome measure such as modified Rodnan
skin score (MRSS) or forced vital capacity (FVC).

Novel approaches:

Multiple therapies are being tested which modify the immune system and the vas-
cular pathogenetic node underlying the pathogenesis of SSC. Among these are
tocializumab (an IL-6 inhibitor), abatacept (affecting CD8 receptors) and rituximab
(a CD20 inhibitor), all of whom are being tested in late phase studies and for
whom results can be expected soon.

A more novel approach involves inhibition of tyrosine kinases which, in turn, affect
TGF-beta, PDGF, FGF beta and VEGF. Among these are nintedanib and a
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nanoparticle preparation delivering imatinib selectively. Encouraging animal stud-
ies and early human studies are resulting in larger studies in SSC patients.

Other drugs affecting fibrosis and inflammation are also being tested, including a
cannabinoid which has shown encouraging early results.

While hematopoietic stem cell therapy will soon become a standard of care, other
cellular therapies such as adipose derived mesenchymal cells and mesenchymal
products such as exosomes and microparticles are being tested in systemic
sclerosis.

There may or may not be enough time to discuss even more novel approaches to
treating systemic sclerosis, with good rationale and some early results ,which may
reach the clinic.

Overall, this is an encouraging time for novel therapies to treat systemic sclerosis.
Disclosure of Interest: None declared
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SP0013 S100-ALARMINS: POTENTIAL THERAPEUTIC TARGETS

FOR ARTHRITIS

J. Roth. Inst. of Immunology, University of Miinster, Miinster, Germany

Innate immunity is a pivotal factor in the pathogenesis of rheumatic diseases Dur-
ing the last years there is growing evidence that pro-inflammatory alarmins of the
family of calcium-binding S100-proteins promote inflammation in rheumatic, auto-
inflammatory and auto-immune diseases. Serum concentrations of S100A8/
S100A9 correlate with disease activity in several rheumatic diseases and are use-
ful surrogate markers for monitoring disease activity predicting response to treat-
ment, systemic organ involvement, or relapses in several autoimmune diseases.
We have now identified a novel mechanism of auto-inhibition in mice and man
restricting S100-alarmin activity to local sites of inflammation. We identified spe-
cific peptide sequences within the second calcium-binding EF-hands of S100A8
and S100A9 binding to TLR4/MD2 and triggering inflammation. However, biologi-
cal activity of ST00A8/S100A9 is locally restricted by calcium-induced (S100A8/
S100A9).-tetramer formation hiding the TLR4/MD2-binding site within the tet-
ramer interphase. This auto-inhibitory mechanism is essential to prevent fatal
inflammation in mice in vivo. Since S100A8/S100A9 complexes are the most
abundant alarmins in arthritis, blocking of active S100A8/S100A9-dimers may
represent an innovative approach for local inhibition of inflammatory processes in
rheumatic diseases.

Disclosure of Interest: None declared
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SP0014 HEALTH PROFESSIONALS IN RHEUMATOLOGY
WELCOME

R.H. Moe'2. "Rheumatology, NKRR, Diakonhjemmet Hospital, Oslo, Norway;
2Rheumatology, NBRR, Diakonhjemmet Hospital, Oslo, Norway, Oslo, Norway

An increasing amount of people are diagnosed with Rheumatic and Musculoske-
letal Diseases (RMDs). EULAR Health Professionals in Rheumatology (HPR) can
through substantial knowledge and clinical expertise contribute significantly to
better lives with RMDs. Examples of important HPR core competencies are edu-
cation, evidence-based treatment, prevention, team-based rehabilitation, and the
support of individuals to participate in work, or education. The presentation will
address some of the important multidisciplinary contributions to reduce the indi-
vidual and societal burden of RMDs in the future.

Disclosure of Interest: None declared
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SP0015 WHAT’S NEW? PRESENTATION OF THE HPR

NEWSLETTER
K. Betteridge. N/A, London, UK
The presentation will aim to showcase HPR News — the newsletter for EULAR’s

Health Professionals in Rheumatology. HPR News is available twice a year and is
published to support EULAR’s commitment to enable networking and learning



Speakers Abstracts

amongst HPRs across Europe. It also shares information about the work of the
HPR Standing Committee, Study Groups as well as showcasing projects being
carried out by HPR country member associations. The new design for the news-
letter will be highlighted, alongside the content structure and HPRs will be encour-
aged to contribute to ensure the newsletter stays relevant to its audience.
Disclosure of Interest: None declared
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Statistics made simple: a practical approach to
complex concepts

SP0016 STEPWISE OR NOT TO STEPWISE? THE DO’S AND

DONT’S OF MULTIVARIABLE MODELLING

S. Lydersen. Norwegian University of Science and Technology, Trondheim,
Norway

Introduction: Different types of regression analyses, including linear, logistic,
and Cox regression, are commonly used methods in medical research. Usually,
these analyses include more than one covariate as independent variables. This is
particularly the case in observational studies: When investigating the possible
association between an exposure and an outcome, there can be a large number
of potential confounders. Examples are age, sex, body mass index, and lifestyle
factors. How should we choose which variables to include in the model?

Here | shall focus on two issues:

« Attempting to include too many covariates in the analyses
¢ Use of stepwise selection of covariates

These are among the most frequently encountered issues in statistical review of
manuscripts submitted for the Annals of the Rheumatic Diseases Lydersen 2015
Limit the number of covariates

With a limited number of observations, how many covariates can you include?
Traditional rules of thumb state that the ratio of observations per variable ought to
be in the size of order 10. Some authors recommend 15, some 20, others state
that 5 is sufficient. See Lydersen, 2015 and references therein.

Do not use stepwise selection

Stepwise selection of covariates basically means that only covariates that are
statistically significant, typically with a p-value less than 0.05 or 0.10, are included
in the model. A fundamental problem is the following: As always is the case in esti-
mation, regression coefficients are estimated with some uncertainty. Hence,
some are underestimated, and some are overestimated, that is, too far away from
the null hypothesis. Including only covariates with small p-values causes overesti-
mated coefficients to be more likely to be selected. This introduces bias away
from the null hypothesis. Stepwise procedures used to be very popular, but today
an increasing number of analyst criticise such methods. For example, Rothman et
al. 2008 page 419 state: “There are several systematic, mechanical, and tradi-
tional algorithms for finding models (such as stepwise and best-subset regres-
sion) that lack logical and statistical justification and that perform poorly in theory,
simulations and case studies ... One serious problem is that the P-values and
standard errors ... will be downwardly biassed, usually to a large degree”.
Recommendation: Selection of covariates should be based on the research
question at hand and on substantial knowledge such as what is biologically plausi-
ble. Chapter 10 ‘Predictor selection” in the book Vittinghoff et al. 2012 gives good
guidance. Check that the number of covariates is small enough compared to the
number of observations. Do not use stepwise selection.

REFERENCES:

[1] Lydersen S. Statistical review: Frequently given comments. Ann.Rheum.
Dis 2015;74(2):323—-325.

[2] Rothman KJ, Greenland S, Lash TL. Modern epidemiology 2008(3 ed.).
Philadelphia: Wolters Kluwer Health/Lippincott Williams & Wilkins.

[3] Vittinghoff E, Glidden DV, Shiboski SC, McCulloch CE. Regression meth-
ods in biostatistics linear, logistic, survival, and repeated measures models
2012(2nd ed.). New York: Springer.

Disclosure of Interest: None declared
DOI: 10.1136/annrheumdis-2018-eular.7743

Wednesday, 13 June 2018 5

WEDNESDAY, 13 JUNE 2018
E-health for better care

SP0017 BITS AND BYTES: FITTING MEDICAL INFORMATION —
PICASO THE PLATFORM FOR IMPROVED PERSONAL,
COORDINATED CARE

J. Richter, on behalf of PICASO Consortium. Policlinic and Hiller Research Unit for
Rheumatology, Heinrich-Heine-University Duesseldorf, Duesseldorf, Germany

Coordination of care plans between healthcare sectors and efficient management
of patients with co-morbidities is of large demand. Rheumatoid arthritis (RA)
patients are at increased risk of cardiovascular diseases. Different stakeholders
are potentially involved in the EULAR recommended management processes.
Optimised orchestration of accumulated information is of major importance to
ensure data quality, meaningful management processes and cost effectiveness.
A newly developed information and communications technology platform within
the Horizon2020-funded PICASO-project (www.picaso-project.eu) will support a
continuum of care from hospitals and outpatient clinics to the home. The PICASO
platform will be developed and trialled with patients and clinicians. First experien-
ces will be reported. The platform will become available for RA-patients in routine
care but also for wider applicability in Rheumatology and other chronic diseases.
Acknowledgement: This project received funding from the European Union’s
Horizon 2020 research and innovation programme under grant agreement No
6 89 209
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SP0018 SMART WEARABLES AND HEALTH APPS — THE RIGHT
TOOL FOR HEALTH MONITORING AND IMPROVING
QUALITY OF HEALTH?

M. Silva, on behalf of E-health for better care. ReumNet, Brussels, Belgium

What role can technology play in enabling a shift from a traditional paternalistic
model of care to a model based on empowered patient sharing ownership? In the
traditional model, patients are fully reliant on the healthcare professional for infor-
mation, diagnosis and treatment, with complexity to navigate through the ecosys-
tem and where physicians are empowered rather than patients. Patient
empowerment is enhanced thanks to technology enabled care, in which patients
have access to their medical files, can use tools that allow them to be proactive
and focus on prevention and where self-management is supported across the
treatment pathway. Smart wearables and health apps are becoming more wide-
spread and a commodity, while more and more research is being performed on
the effectiveness of such devices on the quality of life of patients. The design of
wearables and health apps itself can be approached in a patient-centric way, to
maximise the benefits for patients and the uptake by patients. This presentation
will discuss some evidences of the impact of technology on improvement of qual-
ity of life and how patients should be included in the design process.

Disclosure of Interest: M. Silva Shareholder of: Esperity SPRL, Simperium
BVBA, Grant/research support from: EUPATI Belgium VZW, Consultant for: Jans-
sen Pharmaceutics, Novartis, Sanofi, Pfizer, ReumaNet
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EULAR projects in paediatric rheumatology and
UCAN

SP0019 UCAN AND PRINTO ALIGNED TO LINK BED AND

BEDSIDE: PERSPECTIVE FROM THE BENCHSIDE

S.J. Vastert. Pediatric Rheumatology and Laboratory for Translational Immunology,
University Medical Center Utrecht, Utrecht, Netherlands

In the past 2 decades we have gained important insights on the mechanisms of
disease and therapy in children with Juvenile Idiopathic Arthritis (JIA). These
insights have resulted in several game-changing therapeutic modalities in several
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subtypes of JIA. In for example systemic JIA, we have learned that the systemic
inflammatory mechanisms at onset of this disease, are primarily driven by innate
immune cells and their inflammatory cascades. Both IL-1 and IL-6 blockade in
sJIA have resulted in high response rates of sJIA patients.

Additional progress still has to be made in efficacy, cost reduction, minimization of
side effects and taper and stop strategies of maintenance drugs. To ensure that
the right goals are set, patients (and/or their parents in paediatric disease) should
be involved in important research questions and goals. In addition, if we really aim
to take the next step in improving the outcome and life of our patients, clinical inno-
vations need to go hand in hand with basic discoveries to really affect care for
patients.

Current clinical trials rely on the recognition of clinical phenotypes and have strict
inclusion criteria. In these trials with more or less homogenous patient cohorts,
response rates to a specific treatment are evaluated and compared to placebo or
current standard therapeutics. This has resulted in the registration of multiple bio-
logic therapies for various JIA subtypes and to significantly improved response
rates and disease outcomes for most JIA patients. However, still a major question
in clinical practice remains: which biological to start in which patient and when.
Agreement on several consensus treatment plans in clinical practice for different
subtypes of JIA, will help in comparing responses to registered therapeutics. How-
ever, to book further progress in the care for JIA patients, what we really need is a
more molecular based set of classification criteria, or disease taxonomy, of JIA
subtypes and (sets of) biomarkers for disease course/therapy response and bio-
markers to assess subclinical disease activity. These criteria and biomarkers will
enable informed decisions on the start as well as tapering/stop of maintenance
therapy. Such a classification, as well as the discovery and validation of novel/
promising biomarkers are likely to be developed in collaborative cohort studies
with new onset JIA patients that are prospectively followed and sampled over
time.

Facilitating the translation from bench to bedside is crucial for addressing the
major current challenges in JIA management. When successful, it will set new
standards for safe, targeted and personalised medicine in JIA.

Disclosure of Interest: S. Vastert Grant/research support from: from SOBI in
collaboration with ZonMW, rational pharmacotherapy program
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SP0020 HOW DIGITAL TOOLS CAN HELP TO CROSS BORDERS

IN INTERNATIONAL COLLABORATIONS
V. Seyfert-Margolis. My Own Med, Inc, Chevy Chase, USA

When people think of digital health, they generally think of health and wellness
mobile apps, or wearable sensor devices like Fit Bit or the Apple Watch. But digital
technologies are much more than that. Today’s advanced digital health has
evolved into software platforms that can connect and support patients, their fami-
lies and connect them to their health systems, enabling outcomes research and
management with direct input from networks of patients that can connect across
geographical divides. And these systems enable communication between medi-
cal systems, enabling hubs and spokes of networked researchers and their
patients that promote data capture, information sharing and enhanced communi-
cations to patients- by meeting them where they are. These new models are driv-
ing the ability to study interventions in real world contexts including patients’
between visit activities and their engagement with multiple layers of the healthcare
teams thereby promoting integrated research and care. With all of these capabil-
ities, the question remains, “will the medical research community be ready to
embrace it?”

Disclosure of Interest: None declared
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SP0021 HOW TO ASSESS DACTYLITIS+DEMO

E. Naredo. Rheumatology and Joint and Bone Research Unit, Hospital
Universitario Fundacion Jimenez Diaz, Madrid, Spain

Dactylitis is a hallmark feature of psoriatic arthritis (PsA) and other spondyloarthri-
tis, although it can also be present in other conditions such as sarcoidosis, gout or
infections. Regarding PsA, dactylitis, which occurs in 30% to 50% of patients, is a
highly discriminative feature for PsA diagnosis in early disease as well as a predic-
tor factor for structural damage development. On ultrasound, dactylitis is a com-
plex and heterogeneous “imaging syndrome” that includes a variey of elementary
lesions, i.e. enthesitis (finger extensor tendon, collateral ligaments, flexor fibrous
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sheaths, flexor pulleys, functional entheses), tenosynovitis, paratenonitis, synovi-
tis, subcutaneous/peritendon tissue inflammation, and proliferative and erosive
bone changes. High resolution B-mode ultrasound offers a detailed anatomical
imaging of the different lesions present in dactylitis as well as Doppler ultrasound
provides information on the inflammatory activity of the involved structures and
tissues.

Disclosure of Interest: None declared
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SP0022 HOW TO ASSESS BONE EROSIONS - INDICATIONS,
PITFALLS AND NEW TECHNIQUES + DEMO

M. Szkudlarek. Dept. of Rheumatology, Koege Sygehus, Koege, Denmark

Detection of bone erosions is essential for the early diagnosis, the prediction of
future bone damage, and the monitoring of therapeutic outcomes in patients with
rheumatoid arthritis (RA).

Yet, bone erosions are not pathognomonic for RA. They occur in many other dis-
ease entities. Presence of bone erosions is characteristic for mixed connective tis-
sue disease, juvenile idiopathic arthritis, gout, hemochromatosis, pigmented
villonodular synovitis, among others. It is not uncommon in osteoarthritis. Bone
erosions can be detected at entheses in spondyloarthropathy and in the joints of
patients with psoriatic arthritis. Erosive changes can also be seen in bone neo-
plastic disease.

Conventional radiography is still considered the basic imaging method of detec-
tion of bone erosions, as well as a monitoring tool. However, more modern imag-
ing techniques are becoming more widely used. They include ultrasonography,
magnetic resonance imaging and computed tomography. Apart from higher sensi-
tivity for detection of bone erosions, the new techniques offer simultaneous visual-
isation of soft tissues. Their role in follow-up of patients with erosive disease as
well as erosive progression is still a subject of research.

In the short time allowed, the presentation will also address localization, pitfalls
and characteristic appearance of bone erosions in main rheumatological
diseases.

Disclosure of Interest: None declared
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SP0023 HOW TO ASSESS MECHANICAL AND INFLAMMATORY
TENDINITIS + DEMO

U. Fredberg. Diagnostic Centre, Universitu Research Clinc of Innovative Patients
Pathways, Silkeborg Regional Hospital, Silkeborg, Denmark

Tendinopathy is a frequent disorder that may last for several years and impair the
quality of life of athletes, non-athletes and patients with inflammatory joint dis-
eases where tendinopathy is a frequent complication.

The diagnosis can often be made alone by clinical examination, but in the selected
cases, imaging can be determined for the correct diagnosis and treatment.

US has several significant advantages over MRI. The greatest strength of the US
is that it is interactive and the examiner is in contact with the patient, and any site
of reported pain or tenderness can be directly correlated with its real-time scan
appearance on the screen. The ultrasonographer can make use of the dynamic
real-time character of US, so that tendons can be studied throughout their range
of motion and side-to-side comparison is always available during the US examina-
tion. This unique advantage over other cross-sectional imaging modalities like
MRl is of course especially applicable in the evaluation of mobile structures such
as tendons. Tissue with few mobile protons emits little or no signal and, therefore,
the internal architecture of the tendon is not well demonstrated in MRI. In contrast,
US shows the fine internal structure of tendons, and US therefore pictures the
anatomic border of the tendon more precisely than MRI, and in agreement with
this the “standard deviation” (SD) and “range of the mean difference” from
repeated measurement are less in US than in MRI. It is easy to change to a
higher-frequency US transducer to obtain greater spatial resolution. The spatial
resolution of US is much better than that of MRI if both examinations are per-
formed with the most modern equipment. Furthermore, US can demonstrate the
neovascularisation (Doppler) and the stiffness of the tissue (elastography) in
tendinopathy.

In the lecture, the ultrasound typical findings of different mechanical and inflam-
matory tendinopathies are reviewed and completed with a live demonstration of
ultrasound scan of a tendon.

Disclosure of Interest: None declared
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New drugs — nhew perspectives: clinical and
regulatory issues concerning biosimilars

SP0024 AN UP-DATE ON BIOSIMILARS
T.K. Kvien. Department of Rheumatology, Diakonhjemmet Hospital, Oslo, Norway

Biosimilars represent a new opportunity for lowering the cost of treatment with bio-
logical disease-modifying antirheumatic drugs (0bDMARDs). Studies have demon-
strated large inequities in the access to bDMARDs across countries and this
inequity is related to economic parameters such as gross domestic product. Thus,
reduced costs of bDMARDs should potentially lead to better treatment for more
patients, especially in countries with low economy.

The regulatory agencies in Europe and in US have set up strict guidelines for
approval of biosimilars which include extensive pre-clinical examinations (struc-
ture and functional characteristics) but less clinical data than for an originator
product. The clinical part of this comparability exercise focuses on efficacy, safety,
pharmacokinetics as well as immunogenicity.

Three biosimilars to adalimumab have also been approved but the patent of the
reference product has not yet expired (expected to occur October 2018).
(expected to occur October 2018). It is a growing acceptance about the use of
these biosimilars, also in extrapolated indications when treatment are started or
changed for medical reasons. Most rheumatologists will consider the biosimilars
on the same level as originator products in these situations.

However, replacing an originator product by a biosimilar is more controversial, but
is important because of the large cost-savings. Switching evidence is available
from four different types of studies which will be discussed:

« Extension of phase 3 RCTs

¢ Switching within RCTs

¢ Real life data (eg from DANBIO)

* Randomising patients on stable long—term treatment

In the NOR-SWITCH ftrial — totally funded by the Norwegian government — 482
patients on stable treatment with the reference product infliximab across 6 indica-
tions (RA, SpA, PsA, UC, CD, PsO) were randomised to continued treatment with
the reference product or switch to the biosimilar CT-P13; Jargensen KK et al. Lan-
cet 2017389:2304-2316). The primary endpoint was occurrence of disease wor-
sening, defined by the disease-specific composite measures or clinically
significant worsening leading to a major change in treatment. Overall, disease
worsening occurred in 26.2% of patients who continued treatment with the origina-
tor infliximab and in 29.6% of patients who switched to CT-13. The adjusted treat-
ment difference (95% Cl) was —4.4% (—12.7-3.9) which was within the
prespecified non-inferiority margin of —15%. The occurrence of adverse events,
including infusion reactions, was similar across both groups. There were no differ-
ences between the two groups in secondary endpoints, including time to study
drug discontinuation, remission rates, CRP levels, anti-drug antibody formation
and drug trough levels. The extension study (not yet published) showed that
switching from originator to biosimilar was not inferior to continued treatment with
the biosimilar.

In conclusion, the NOR-SWITCH study demonstrated that switching to CT-P13
was not inferior to continued treatment with originator infliximab, adding to the
increasing real-world evidence that switching from originator to biosimilar
bDMARD is safe and efficacious.

Disclosure of Interest: T. Kvien Consultant for: AbbVie, Biogen, BMS, Boeh-
ringer Ingelheim, Celgene, Celltrion, Eli Lilly, Epirus, Hospira, Merck-Serono,
MSD, Mundipharma, Novartis, Oktal, Orion Pharma, Hospira/Pfizer, Roche, San-
doz and UCB
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SP0025 SHARED DECISION MAKING IN SWITCHING TO
BIOSIMILARS

T. French. Rheumatology, University Hospitals Bristol NHS Foundation Trust,
Bristol, UK

This presentation will focus on the speaker’s experience of switching patients
who are on an originator biologic therapy to a biosimilar, using a shared decision
making approach. It will initially explore what constitutes shared decision mak-
ing, why it is important when switching to biosimilars and the benefits of this
approach.

The speaker will discuss how this change in therapy was achieved in practice
when switching patients to both intravenous and subcutaneous biosimilars. There
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will be a focus on the patient consultation itself, recognising patient anxiety and an
exploration of why some patients declined to switch.

The speaker will share how loss of efficacy to the biosimilar was managed, and
how this influenced the shared decision making approach.

Clinician’s concerns will also be considered, specifically the inability to maintain
pharmacovigilance (in not having sufficient nursing resources to add patients who
had switched to a biosimilar to a national register). This is relevant to shared deci-
sion making as providing evidence and reassurance to patients regarding safety
of biosimilars relies on this data collection.

The guidance referred to in this presentation is from NHS England, National Insti-
tute for Health and Care Excellence and the British Society for Rheumatology, so
it has a UK focus. However, the main themes of the talk should be relevant to all
audience members as it considers the opposing pressures on Rheumatology
nurses to be change agents and make cost savings in implementing this switch to
biosimilars. Whilst nurses also need to act as the patient advocate in ensuring
shared decision making is a reality: that a face-to-face consultation takes place
and that the patient can decline to switch and not feel penalised. The speaker will
reflect on how the trust in her relationship with her patients was tested by this
experience.

The main recommendation from this presentation is that rheumatology teams
need to be proactive in managing this change and securing extra funding for nurs-
ing or pharmacy support. This ‘invest to save’ approach will enable appropriate
consultation with patients to allow them to give informed consent to switch their
therapy and feel supported whilst this switch takes place. It also enables maxi-
mum cost savings by ensuring the switch occurs quickly.

Disclosure of Interest: None declared
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SP0026 BIOSIMILARS - THE CHANGING VIEWS OF PARE’'S

MEMBER ORGANISATIONS
D. Wiek. EULAR PARE, Huenxe, Germany

After EULAR PARE’s position paper “Biosimilars — what do patients need to con-
sider” published in November 2015 more biosimilars for rheumatic diseases have
been approved by EMA (European Medicine Agency), have entered the market in
different European countries and more biosimilars will be marketed. New studies
and data informing about the use of biosimilars, as well as feedback received from
patient organisations and in particular from PARE organisations, have made it
necessary to update PARE’s 2015 position.

Biological therapies are enormous cost factors for the healthcare system and bio-
logical therapies have to be affordable, what is seen as difficult in various coun-
tries. But an optimal quality healthcare is enormously important for the individual
patient (e.g. fewer sick days, less hospitalisation, less disabilities), prevents early
retirement and thus saves costs and contributes to a country’s economic and
social system.

If so-called naive patients should take a biologic, the less expensive biosimilar
can be used, as long as there are no contraindications, the patient has been
informed and the decision is based on a shared decision between rheumatologist
and patient.

But transitioning users from an originator to a biosimilar is very controversial and
seen critically by PARE’s patient organisations. The talk will cover the changing
views concerning extrapolation, one-time switch, multiple therapy switches, regis-
tries and the relevance of the application form for patients.

Disclosure of Interest: None declared
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Don’t delay, connect today!

SP0027 DON'T DELAY, CONNECT TODAY — IMPLEMENTATION
OF THE EULAR CAMPAIGN IN ROMANIA

R. lonescu. Department of Internal Medicine and Rheumatology, University of
Medicine and Pharmacy “Carol Davila”,Sf. Maria Hospital, Bucharest, Romania

Background 22% of the population in Europe currently has, or had experienced
“long-term muscle, bone and joint problems”." Early referral to a rheumatologist
for appropriate diagnosis and treatment prevent structural damage, disability and
decrease mortality.?

Objectives: To launch a patient oriented campaign in Romania in order to

increase awareness of rheumatic musculoskeletal diseases (RMDs) — early
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recognition of symptoms, ways of breaking down the barriers that delay early diag-
nosis. Also to educate the general public that rheumatic diseases may occur at
any age and severe affect both children and young people.

The long term goal of the campaign is to decrease the number of people with dis-
abilities, work loss or early retirement as well as the health care costs.

Methods: The launch event of the campaign will be attended by patients, rheu-
matologists, GPs, HPs, media and also national and local authorities.

A coordinated media plan will consist of pre-launch teasers, appropriate broad-
casting of the event and post-event reminders as well as educational flyers/mate-
rials with the slogan “Don’t delay, Connect today”, handed out in shopping centres
and other crowded areas.

Online posts on the www.reumatism.ro website and the dedicated FB page will
stimulate communication and mutual support among patients as well as spread
information on RMDs to the general public.

Results: Up to 100 participants are expected to attend the launching event and
get direct/live benefit from the information on early diagnosis and early treatment.
Over 50% of the Romanian population will audience the campaign messages cov-
ered by 50 media articles (in Romanian) and over 10 000 people will receive e-
messages (online and Facebook impressions/engagement). This coordinated
media plan will stimulate communication and mutual support among people with
RMDs.

Conclusions: The implementation of the EULAR campaign in Romania “Don’t
delay, Connect today” aims an early referral to the rheumatologist for diagnosis
and treatment and for a normal quality of life of patients with inflammatory rheu-
matic diseases.The campaign will have a communication peak around the launch-
ing event. Until the end of the year an on-going media and online communication
strategy will be implemented.

REFERENCES:

[1] Health in the European Union Eurobarometer Special Report 272, Septem-
ber 2007.

[2] Emery P, Breedveld FC, Dougados M, et al, Early referral recommendation
for newly diagnosed rheumatoid arthritis: evidence based development of
a clinical guide, ARD 2002.
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Burning bones

SP0028 EFFECTS OF INFLAMMATION ON BONE IN

INFLAMMATORY ARTHRITIS

E.M. Gravallese. Medicine/Rheumatology, University of Massachusetts Medical
School, Worcester, MA 01605, USA

Research in my laboratory is devoted to the study of the pathogenesis of rheuma-
toid arthritis (RA), with a particular interest in the fundamental mechanisms of
bone and cartilage destruction. Key research findings include the identification of
osteoclasts as the cell type responsible for bone destruction in RA, and receptor
activator of NF-kB ligand (RANKL) as the critical cytokine produced by cells within
RA synovial tissues that promotes osteoclastogenesis. More recently, we have
identified the inhibitory effects of synovial inflammation on bone formation in RA,
and focused on the effects of inflammation in inhibiting the Wnt signalling path-
way, resulting in the impairment of osteoblast function. We have also studied the
mechanisms that prevent healing of bone erosions in RA, and will discuss a com-
pleted clinical trial that addresses the question of erosion healing. Mechanisms of
bone loss in RA will be contrasted to mechanisms of bone formation in spondy-
loarthritis. Finally, we have identified specific pathways in the innate immune sys-
tem that regulate bone remodelling in the setting of inflammation, and these
appear to be directly relevant to inflammatory arthritis. This lecture will thus cover
what we have learned about basic mechanisms, and will discuss the clinical impli-
cations of this work for the practicing physician.

Disclosure of Interest: E. Gravallese Grant/research support from: Abbvie, Lilly,
Pfizer (all completed), Consultant for: Sanofi/Genzyme, Employee of: New Eng-
land Journal of Medicine
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SP0029 FINE STRUCTURE ANALYSIS TO DETECT BONE PORES

M. Gunzer, on behalf of Basic and Translational Science Session. Institute for
Experimental Immunology and Imaging, University of Duisburg-Essen, University
Hospital, Essen, Germany

The blood supply is essential for the many functions of bones. The bone marrow
as well as blood cells generated within are particularly dependent on a functional
circulation. Despite this fact there is a remarkable logical gap in our understanding
of a closed circulatory loop in long bones. We have discovered a previously
unknown type of blood vessels in long bones of mice that forms an intense con-
nexion of bone marrow with the external circulation outside of the bone. These
blood vessels transport the majority of blood into and out of bones and hence con-
stitute an essential structural component of bone physiology. | will present a
detailed characterisation of these vessels and also show evidence for similar
structures in man.

Disclosure of Interest: None declared
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Delay in treatment and the role of health
professionals,

SP0030 REASONS FOR DELAY IN HELP SEEKING AT THE

ONSET OF SYMPTOMS
R.J. Stack. Psychology, Nottingham Trent University, Nottingham, UK

Early intervention following the onset of chronic illnesses such as rheumatoid
arthritis, lupus and Sjogren’s syndrome can improve disease prognosis, reduce ill-
ness related disability and improve patient quality of life. Therefore, it is vital that
the time between symptom onset and treatment is short, however, many patients
experience long delays. The period of time between an individual’s first detection
of a bodily change and the first consultation with a healthcare professional is
known as patient delay, while the time between first consultation and been
referred to a rheumatologist for treatment is known as healthcare professional
delay.

Patient delay can be attributed to a range of barrier to consultation, these include
contextual barriers (e.g. geographical location, financial barriers and availability of
health services), individual barriers (e.g. demographic characteristics and health
literacy) the nature of symptom onset (e.g. intermittent symptoms or the experi-
ence of a symptoms commonly associated with many conditions such as fatigue)
and psychological barriers (e.g. perceptions of iliness, the normalising symptoms
interpretation of symptoms and fear and worries about wasting the doctor’s time).
Many interventions to reduce patient delay focus on educating the public about
the typical symptoms associated with a specific illnesses in the hope that greater
awareness will lead to better recognition of early symptoms. These interventions
are based on the premise that the general public may hold misrepresentative ster-
eotypes of what it is like to experience an illness or may even have no stereotypi-
cal belief (also known as a prototypical belief) to compare their current symptoms
to. There is very little evidence about the evolution of early symptoms over time
and how patients appraise these early symptoms and then decide to seek help.
Furthermore, the non-specific nature of early symptoms for many rheumatological
conditions can also be a significant barrier to patients recognising that symptoms
are indicative of a chronic illness. For example, patients may attribute symptoms
to stress, ageing or a temporary condition and actively choose not to seek help.
Therefore, we must explore patients beliefs about symptom experience and not
just focus on their beliefs about specific illnesses. Understanding early symptom
presentation and the way that early symptoms are interpreted by patient is impor-
tant for the development of robust help seeking interventions. However, interven-
tions to promote prompt help-seeking based on symptom presentation must also
take in to account for contextual, individual and psychological barriers which may
interact with individual perceptions of early symptoms.

Understanding the factors which lead to patient delays and healthcare professio-
nal delays across rheumatological conditions can ensure that interventions to
reduce delay are developed using a robust evidence base. Evidence based inter-
ventions such be multifaceted and may include the development of public health
information (e.g posters, tv campaigns etc), the development of robust online
information and challenging mis-information online, addressing health inequalities
which may lead to delay (e.g. increasing the accessibility of health services and
promoting health literacy in hard-to-reach communities) and developing educa-
tional information for healthcare professionals.

Disclosure of Interest: None declared
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SP0031 ARE ILLNESS PERCEPTION AND COPING STYLE
ASSOCIATED WITH PATIENT DELAY?

K. Van der Elst'2. "Rheumatology, University Hospitals Leuven; °Skeletal Biology
and Engineering Research Centre, KU Leuven Department of Development and
Regeneration, Leuven, Belgium

EULAR recommendations for rheumatoid arthritis (RA) management advocate
early intensive treatment to target. Timely diagnosis and treatment initiation in RA
depends on a multitude of factors, such as healthcare organisation and referral
pathways. Nevertheless, individuals seem to have a large contribution them-
selves by delaying their first contact with a health professional after symptom
onset. This pre-diagnosis period can be described as a daunting period for per-
sons who are later diagnosed with RA, because of experiencing symptoms they
do not fully understand yet. It has been shown that when confronted with particular
new symptoms, persons develop or adjust certain beliefs and attitudes that deter-
mine their understanding of, and their way of dealing with these unknown symp-
toms. Consequently, how persons interpret (perception) and manage (coping)
their initial RA-related symptoms could influence their help-seeking behaviour.
The results presented in this lecture will introduce the role of iliness perception
and coping in the patient delay in recently diagnosed patients with early RA. The
audience will learn about the role of psychosocial aspects in patients’ help-seek-
ing behaviour, and why such aspects are worthwhile to consider when aiming for
areduction in early RA treatment delay.

REFERENCE:

[1] Van der Elst K, et al. Are iliness perception and coping style associated
with the delay between symptom onset and the first general practitioner
consultation in early rheumatoid arthritis management? An exploratory
study within the CareRA trial. Scand J Rheumatol 2016;45(3):171-8.
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SP0032 THE PATIENTS’ PERSPECTIVE ON DELAY IN

TREATMENT
S. Makri. CYPLAR, Limassol, Cyprus

Background: Delay in early start of treatment could cause serious problems for
the patient with an RMD such as unnecessary pain suffering, deformations,
depression and even disability. Often patients visit Orthopaedic doctors mainly
out of ignorance. Often GPs delay for various reasons, referral to the specialist
Objectives: In order to achieve the goal of good quality of life, both and patient
and the GP should be informed and educated so as to recognise early symptoms
and seek immediate medical advice and treatment.

Methods: The use of Campaigns in the context of “Don’t delay connect today
“Slogan. Media appearances, with the aim of raising awareness amongst the pub-
lic and patients are very useful. The use of mobile Clinique staffed by Health pro-
fessionals, advising on how to recognise early symptoms, use of printed material
to stress the importance of early diagnosis. Training of GPS and orthopaedics.
Use of examples

Results: The patient, through education, realises the importance of early referral
to a Rheumatologist for receiving personalised and effective treatment.
Conclusions: Early diagnosis and timely treatment allow the patient with RMDs to
live a good quality life. Campaigning in this direction, through information and raising
awareness, can empower the patient to seek help at the early stages of the disease.
Disclosure of Interest: None declared
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SP0033 DELAY IN TREATMENT FROM THE GP PERSPECTIVE

B. Fautrel. Rheumatology, Sorbonne Université — Paris 6/Assistance publique —
Hopitaux de Paris, Paris, France

Inflammatory joint disease (IJD), i.e., rheumatoid arthritis, psoriatic arthritis or
spondyloarthritis, require rapid referral to rheumatologists to get optimal special-
ised care, since early diagnosis and early treatment are 2 key prognosis factors.
To achieve this objective, education of general practioners (GP) is of dramatic
importance, since they have to detect early IJD symptoms which are sometimes
partial and non specific.

The lecture will identify the key elements that have to be communicated to GPs to
improve their skills in detecting IJD at very steps, as well as the most important
elements to make rheumatologist appointment available to them.

Disclosure of Interest: None declared
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Fat and fatty acids: targets for therapy?

SP0034 ADIPOSE TISSUE INFLAMMATION: ONCE FAT WAS FAT
AND THAT WAS THAT

H. Schipper'2. ?Pediatric Cardiology; ZLaboratory of Translational Immunology,
Wilhelmina Children’s Hospital/University Medical Center, Utrecht, Netherlands

Until only 100.000 years ago, humans hunted smaller creatures and gathered
what they could, meanwhile being hunted by larger predators. Homo sapiens
showed a spectacular leap to the top of the food chain ever since. While mankind
however advanced from a cavemen diet to fast food, our adipose tissue did not
adapt so quickly. Here, the evolutionary origins of adipose tissue and its implica-
tions for systemic inflammatory conditions will be discussed.

A few decades ago, adipose tissue was considered a lipid sink, evolved to store
energy in times of nutritional excess and release energy in times of shortage.
Indeed, multicellular organisms depend on their ability to store energy to prevent
starvation. Equally important though, they rely on their ability to fight infections.
Several lines of evidence illustrate that adipose tissue in fact embodies the amal-
gamation of highly conserved metabolic and immune pathways. Whereas the fat
body in Drosophila melanogaster comprises adipose tissue, liver and immunologi-
cal moieties in one functional unit, adipocytes in humans and other higher organ-
isms are reminiscent of their evolutionary origins by toll-like receptor expression,
cytokine production and antigen-presenting capacities. From an evolutionary per-
spective, adipose tissue is fully equipped to respond to inflammatory stimuli, in
order to fulfil the high energy demands of an acute immune response. In modern
times however, the immunological capacities of adipose tissue are more of a bur-
den. Both in nutritional overload and systemic inflammatory conditions, the inflam-
matory impetus of adipose tissue can have devastating consequences.
Disclosure of Interest: None declared
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SP0035 INFLAMMATION-INDUCED FORMATION OF FAT

ASSOCIATED LYMPHOID CLUSTERS

J. Caamano, on behalf of Stroma-Immune Cell Interaction Group. Institute of
Immunology and Immunotherapy, College of Medical and Dental Sciences —
University of Birmingham, Birmingham, UK

Fat-associated lymphoid clusters (FALCs) are atypical lymphoid tissues located
on adipose tissues in mucosal surfaces such as the mesenteries, omentum,
mediastinum, pericardium, and gonadal fat in humans and mice. FALCs were
originally identified in mouse and human mesenteries due to that they contain a
high number of type 2 innate lymphoid cells (ILC). Our work has shown that
FALCs contain B1, B2 and T lymphocytes as well as myeloid and other innate
immune cell populations.” Inflammation induces the rapid formation of FALCs
and significant changes in cellular composition. Immunizations have shown the
development of adaptive immune responses including B cells undergoing a germi-
nal centre reaction in mesenteric FALCs emphasising their function on local
immunity.

Our recent results show that helminth o bacterial infections induce a significant
increase in proliferation of ILC in FALCs and a massive expansion in the number
of clusters at early time points. A recent report has demonstrated that mesenteric
FALCs act as a reservoir of CD8 +T resident memory cells (Trm) that have been
generated following infections with bacteria or parasites.’

Our current working model is that FALCs have a dual role during immune
responses. At the initial stages of infection or inflammation FALCs support the
activation and proliferation of innate lymphoid cells. At later stages FALCs act as
reservoirs of tissue resident memory T cells through their stromal cell expression
of survival factors and their association with adipocytes to support Trm metabo-
lism and survival. Understanding what signals and cells are essential to FALC for-
mation in homeostasis and following inflammation or infection will allow the
development of therapies to reduce or prevent FALC formation during chronic
inflammation and autoimmune diseases.

REFERENCE:

[1] Benezech C, et al. Nat Immunol 2015;16:819.3.

[2] Cruz-Migoni et al. Front. Immunol 2016. https://www.frontiersin.org/articles/
10.3389/fimmu.2016.00612/full#B27

[38] Han et al. Immunity 2017;47:1154.
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SP0036 FREE FATTY ACIDS: GOOD OR BAD IN
RHEUMATOLOGY?

L.A. Joosten', Leo AB Joosten®®. "Internal Medicine, Radboud University Medical
Center, Nijimegen, Netherlands; ?Department of Internal Medicine, Radboud
Universtiy Medical Center, Nijmegen, The Netherlands; *Department of Medical
Genetics, luliu Hatieganu University of Medicine and Pharmacy, Cluj-Napoca,
Romania

Free fatty acids (FFA’s) are grouped based on the length of their carbon chains
into short chain fatty acids (SCFAs), medium chain fatty acids (MCFAs) and long
chain fatty acids (LCFAs). The most FFAs are released after breakdown of trigly-
cerides in adipose tissue and the liver. However, SCFAs including acetate, propio-
nate and butyrate are derived from the fermentation of fibres in the gut. In this
presentation, the good or the bad properties of FFA’s to control or aggravate
inflammation in general will be discussed. With special focus on rheumatic disor-
ders, such as rheumatoid arthritis and gout. In addition, the synergy of LCFAs with
damage associated molecular patterns (DAMPs) will be addressed. Finally, the
therapeutic value of SCFAs will be discussed in rheumatic disorders.
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Inclusive school environment for young people
with RMDs

SP0037 INCLUSION OF ILL CHILDREN INTO THEIR HOME

SCHOOL BY REAL TIME EDUCATION

E. Janssens. Bednet vzw, Bednet, Leuven, Belgium

The right to education, even wheniill

It seems self-evident. Even when you are ill for a long time, you preserve the right

to learn and keep your place in het social environment of your class group.

For 25 years now the right to education has been established as a right of every

child, as formulated in the Convention on the Rights of the Child. Since 2006 Bed-

net makes sure that this fundamental right is fulfilled. Bednet takes care that chil-

dren and youngsters who are absent for a shorter or longer period because of

physical or mental iliness, surgery or pregnancy, can continue attending the les-

sons — from their home and with their own class group. In the educational law it is

called: synchronous internet education (SIE).

But it is only since 1 September 2015 that synchronous internet education (SIE) is

structurally embedded in the educational system of the Flemish Community. This

results in the right to SIE for every child with a chronic or long termillness.

Along with lessons, and all the rest

Bednet takes care that children and youngsters who are absent for a shorter or

longer period because of physical or mental illness, surgery or pregnancy, can

continue attending the lessons — from their home and with their own class group.

It is available for pre-school children from the age of 5, pupils of primary and sec-

ondary schools. The equipment and the counselling is free for schools and fami-

lies, and this throughout the period in which the child needs it.

Bednet aims at limiting arrears in learning by providing a set of tailor-made les-

sons. This way 9 children out of 10 succeed in passing on to the next class despite

their absence from school. Moreover Bednet makes an opening in the isolation of

the child by enabling regular contacts with peers. The illness recedes to the back-

ground and the child is temporarily back with friends ‘in his or her class group’.

The non-profit organisation always collaborates with the parents, the school and

other partners, such as the hospital schools and volunteers.

Bednet in practice: Bednet creates a live connexion between the pupil with an

illness and his or her class group. The pupils and the teacher see the youngster

on the flat screen at the back of the classroom. The child at home can direct a

camera, enabling him or her to attend the lesson and/or talk to peers. Bednet uses

a system that is easy to use. The pupil participates actively in the lesson, answers

questions, can send and receive documents and take part in group work. Just as if

the pupil were really sitting in the classroom.

Bednet operates with regional consultants in the different provinces. They do the

follow-up of the children and confer with parents, hospital and school. They plan

everything and take care of the concrete organisation. A technical helpdesk sup-

ports children and school throughout the project.

Bednet in numbers:

¢ In the first full school year during which Bednet was active (2007-2008), 37
children were supported.

¢ Since the start more than 1,900 children with a long time or chronic illness
have used Bednet in 1,250 Flemish schools with synchronous internet
education.

Speakers Abstracts

¢ The children and youngsters live in all parts of Flanders and Brussels. Two
out of three Bednet users attend secondary school.
Cancer remains the most common pathology with 21% of all users. Also
patients with rheumatology belong to the target group of Bednet.

The future: Under the authority of the Flemish Government Bednet faces the big
challenge of guaranteeing the right to SIE for each and every child with a long
term illness. It is gradually being extended to cover all children with a long-term
absence from school in the whole of Flanders. It is estimated that numbers could
grow to 1.000 children in 2018.
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SP0038 RAIISING AWARENESS OF INVISIBLE ILLNESSES IN

SCHOOLS AND EDUCATION
S. Ainsworth. RAISE, Liverpool, UK

Introduction

RAIISE is a user-led research project inspired by the negative experiences that
young people face while studying and living with an invisible iliness. Many young
people who live with chronic illnesses look no different to their healthy peers. The
invisible nature of some illnesses can often lead to an invisible struggle, leading to
misunderstandings, particularly in the case of young people. It can be a huge bur-
den on the chronically ill to make the invisible, visible to others.

Obijective: The main objective of RAIISE is to improve the standard of care given
to young people with invisible illnesses in school and college and to create a
resource to teach education professionals a series of strategies and techniques to
support their students. RAIISE will also offer support to young people with invisible
ilinesses and aim to empower them to take control of their own health.

Methods: A young patient of Alder Hey NHS Children’s Foundation Trust decided
to raise awareness of living with an invisible iliness. A network of young people,
parents, education and health professionals was created and a series of work-
shop and focus groups allowed each stakeholder to share their experiences and
expertise as they inspired and advised the production of the RAIISE information
pack. It is important that young people are able to shape research based on their
lived experiences. Several international charities and organisations have offered
support and knowledge in advising the process.

Results: At early workshop meetings, young people with invisible illnesses and
their parents were able to offer personal accounts and experiences which high-
lighted that the most common themes were problems with communication and
trust, as well as difficulty in understanding the erratic nature of many chronic ill-
nesses. From this research, a draft information pack was written by the RAIISE
committee, which was later presented to young people, parents, health and edu-
cation professionals and charity representatives. All stakeholders were able to
offer their expertise from their respective fields. Feedback was overwhelmingly
positive and any adjustments are to be made in the coming weeks. The final pack
will be completed and ready for distribution by the end of summer 2018.
Conclusion: The project has been a successful example of young patient led
research and highlights the importance of self-management in young people living
with invisible chronic illnesses. The collaboration between young people, parents,
and education and health professionals has highlighted the necessity for coopera-
tion between all stakeholders for the benefit of the young person.
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SP0039 | GRADUATED! EDUCATION FOR CHILDREN AND

ADOLESCENTS WITH RMDS

T.C. Wilhelmer. Youth Ambassador, Austrian Rheumaliga, Lauterach, Austria

Communication is the key to success in practically every situation. Without com-
municating to your counterpart, how should they understand your own situation?
When it comes to studying with a chronic iliness we need to know how the illness
affects our ability. We need to communicate what we are able to do and where we
need support. When | started my Master Degree | have been honest from the very
beginning. | never kept my rheumatic disease and the disability that comes with it
a secret. Being open from the very beginning gives yourself and your university,
school or even workspace the opportunity to adapt to your abilities. Hiding your
disability will make it hard for yourself to keep up with your class. Your fellow stu-
dents and teachers not knowing what your limitations are will most certainly lead
to misunderstandings.

Many pupils and students do not know that there are laws and regulations that
could help them to get through school easier. For example you are allowed to
have longer writing times in exams, or use your computer for typing texts instead
of having to write by hand. This helps to prevent pain in your joints. There are
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even more ways in which your university or school can help you to get through
your day than you would think of in the first place. Without asking for help, you will
never find out what is actually possible. Through communicating with a disability-
spokesperson you will most likely get even greater support.

In my lecture | will talk about my own story and how | managed to finish my Bache-
lor Degree whilst falling chronically ill with Adult Onset Still's Disease. | will give
examples on how to handle a life with chronic illness. There will be some tips on
what to do when your counterpart is not as understanding as he or she should be.
I will explain what | do to get me through lectures and exams.
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SP0040 PARENTS SUPPORT FOR CHILDREN WITH RMDS IN

EDUCATION

M. Kepic. Society for Children with Immune Disease, Komenda, Slovenia

My presentation will contain situation in schools all across the Europe (at least 13
countries/results from a survey and info which | get from our Associations, mem-
bers of ENCA).

It is serious situation. First | will present the problems, we, parents, are struggling
with every day. | will also prepare and present possible solutions. One country is
extra good in solutions and they really take good care for children with autoimunne
conditions and we can learn from them. | will also present a concrete good
solution.

Solutions should be used as a prepared document for all the countries. That is a
goal of ENCA.
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WIN and HOT session

SP0041 WIN SESSION: WHAT IS NEW IN THE TREATMENT OF
MYOSITIS?

H. Chinoy'?. "National Institute for Health Research Manchester Biomedical
Research Centre, Central Manchester University Hospitals NHS Foundation Trust,
Manchester Academic Health Science Centre; The University of Manchester,
Manchester, UK

Much progress has been made over the last decade in the understanding of the
inflammatory myopathies. It is heartening to see some of these developments
now in clinical practice which is hopefully increasing the quality of care for myositis
patients. This talk will summary the new upcoming treatments in myositis. How-
ever, treatment of a rare disease not only involves administering pharmacothera-
peutic agents, but recognising when to treat and which poor prognostic groups
required intensification. Antibody testing of the spectrum of newly identified myosi-
tis serology now allows for better stratification of patients and assists the physician
with treatment, monitoring and prognosis. New EULAR/ACR criteria are available
for classification to assist inclusion into clinical trials, as well as agreed definitions
for minimal, moderate and major response. A better understanding of the patho-
genesis has now led to randomised controlled trials now being conducted in the
inflammatory myopathies, including targeting the innate immune pathway that will
hopefully lead to a licensed treatment for this difficult orphan disease.

Disclosure of Interest: H. Chinoy Grant/research support from: UCB, Novartis,
Medimmune — grant to University of Manchester, travel bursary — Abbvie, Jans-
sen, Consultant for: Lilly, UCB, Janssen, Momenta, Novartis
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SP0042 RECENT ADVANCES IN THE TREATMENT OF
SYSTEMIC SCLEROSIS

J.M. Van Laar. Rheumatology and Clinical Immunology, University Medical Centre
Utrecht, Utrecht, Netherlands

Few rheumatological diseases have seen as many false dawns as systemic scle-
rosis (SSc) and many drugs once hailed as promising have fallen by the wayside.
Clinical trials have been plagued by poor accrual, difficulties with definitions of
endpoints, clinical heterogeneity of disease manifestations and variability of dis-
ease course, resulting in inconclusive or negative trial results. Clinicians standing
in the shadows of no man’s land could be forgiven for not seeing the sparks of light
around them. Yet our grasp of the pathological pathways operative in SSc,
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consensus on endpoints and international collaboration have paved the way for
clinical trials with novel antibrotic and immunomodulatory drugs (e.g. rociguat,
JAK-STATI) that could change the way we treat SSc. For now we will have to stick
to old friends such as methotrexate, MMF and cyclophosphamide in early diffuse
cutaneous SSc, even though their clinical benefit is modest at best as shown in
the ESOS study and expressed in recent guidelines.”™ Rituximab is increasingly
being used based on observational studies in SSc and its proven potency in rheu-
matoid arthritis, but requires more robust data. Tocilizumab has shown unex-
pected benefit on lung function in a phase 2 trial,” which if confirmed with phase 3
trial could transform the way we manage SSc-ILD. As of yet, the only proven dis-
ease modifyinge therapy in early progressive SSc is autologous hematopoietic
stem cell transplantation, shown to be effective in two prospective, controlled
randomised clinical trials (ASTIS and SCOT, conducted in Europe and North
America respectively)(."* Only a small group of patients qualify for this however
and even fewer have access to centres with the necessary expertise. SSc contin-
ues to constitute an area of unmet need, yet progress is being made, albeit slow.
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Can we halt progression of structural damage in
axial SpA?

SP0043 HOW TO CAPTURE CLINICALLY RELEVANT
STRUCTURAL PROGRESSION IN AXIAL SPA

D. Van Der Heijde. Leiden University Medical Center, Leiden, Netherlands

Structural damage in axial SpA usually refers to the sacro-iliac (Sl) joints or the
spine. The classic order of the progress of structural damage is in the Sl joints, fol-
lowed by the spine. Consequently, in early disease assessment of structural dam-
age should be focused on the Sl joints and in established disease (i.e. in patients
with radiographic sacroillitis) evaluation of the spine becomes more useful.

The most striking abnormality representing structural damage in axial SpA is bone
formation, although in early phases bone destruction can also be seen. Typically,
structural damage is assessed on radiographs.

For radiographs there are two frequently used scoring methods: grading of the Sl
joints according to the modified New York (mNY) criteria and assessment of the
spine by the modified Stoke Ankylosing Spondylitis Score (MSASSS). The mNY
grades range from 0—4 per Sl joint, 0-8 in total. Although it is well known that reli-
ability of mNY grading is poor, this continuous grading has recently been success-
fully used as an outcome measure. The mSASSS is mainly based on bone
formation in the anterior vertebral corners in the cervical and lumbar spine (range
0-72). ltis a reliable measure but the progression observed by mSASSS is rather
modest, resulting in a minimum follow-up of two years.

Imaging of structural damage by MRI is another option. Due to the imaging of the
whole spine and the three-dimensional technique this seems an attractive alterna-
tive. However, especially bone formation is very hard to assess. Fatty deposition
is a typical MRI abnormality, which can be seen as an intermediate step between
inflammation visible on MRI and bone formation on radiographs. However, this
finding is insufficiently validated to be able to consider it as a true surrogate for
structural damage.

Finally, a CT scan is a method having the advantages of MRI (whole spine, tomo-
graphic technique) but also the best capabilities of bone imaging. The big disad-
vantage of CT scan is the radiation dose. Recently, it became possible to make
images with good image quality but acceptable radiation, the so-called low-dose
CT. A validated scoring system for CT exists: the CT scoring system (CTSS).
Only bone proliferation is assessed in this method. In a direct comparison with
mSASSS more progression was observed over a 2 year period. This was mainly
due to the progression observed in the thoracic spine.

Only structural damage assessed by the mSASSS has shown a clear relationship
with outcomes that are important for patients such as function and quality of life.
No data on MRI or CTSS exist. However, it is hard to describe what defines a clini-
cally relevant progression. The interval to assess progression to assess a
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treatment effect is typically 2 years. Only small changes can be assessed over
this period, normally about 1-2 mSASSS units. It is hard to define that this is clini-
cally relevant. The most important for treatment is to show that there is inhibition of
structural progression in comparison to untreated patients, especially as axial
SpA is a lifelong disease and 1 unit over 30 years still leads to severe ankylosis of
the spine.
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SP0044 WHAT DO WE LEARN FROM RCTS ON THE
TREATMENT EFFECT ON STRUCTURAL PROGRESSION
IN AXSPA?

X. Baraliakos. Rheumazentrum Ruhrgebiet, Herne, Germany

The introduction of tumour necrosis factor inhibitors (TNFis) about 20 years ago
has led to the hope of disease modification of ankylosing spondylitis, since biolog-
ics showed for the first time a decrease of inflammatory activity on MRI, with the
latter being theoretically also directly linked to new bone formation. However, the
first open-label extensions of randomized-controlled trials with a treatment dura-
tion of 2 years failed to show any positive effect on the radiographic progression in
AS patients when compared to historical cohorts that had not been exposed to
biologics. Nevertheless, later data indicated that this lack of influence on radio-
graphic progression might have been due to many different reasons that were not
taken into account in these first analyses, such as the radiographic status of
patients at baseline, CRP levels or insufficient duration of follow-up. Furthermore,
most recent data from MRI studies also indicated that the most important link to
influence radiographic progression with biologics might not be the suppression of
inflammation but the protection of bone to show tissue metaplasia to post-inflam-
matory findings, while early suppression of inflammation might be the key to even
completely inhibit radiographic progression in AS patients.

Indeed, most recent cohort data have been able to demonstrate an association
between TNF-blocker treatment and reduced risk of spinal structural progression
(e.g. formation of syndesmophytes). Furthermore, early escalation of treatment
from NSAIDs to biologics and long-term treatment with biologics have also inde-
pendently been able to show positive effects on radiographic progression in
patients with AS. Finally, also newer biologics such as IL-17A inhibitors have also
provided promising results in terms of overall low radiographic progression rates
as measured by validated scoring systems.

Currently, first head-to-head trials of different biologics are underway to examine
any possible differences between the available compounds with a primary out-
come of their effect on spinal radiographic progression.

It remains to be shown whether and how these results will also become clinically
relevant in terms of decrease or even inhibition of spinal mobility restrictions, in
order to be able to postulate a ‘real’ disease modifying effect of biologic treatment
in axial spondyloarthritis.
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Reproductive issues in rheumatology.

SP0045 OESTROGENS, IMMUNE RESPONSE AND
AUTOIMMUNE DISEASES

M. Cutolo, on behalf of Eular Study Group on Neuroendocrinelmmunology of the
Rheumatic Diseases. Research Lab. Division Rheumatology. Dept Internal
Medicine University of Genova ltaly, genova, ltaly

Sex hormones are implicated in the immune response, with estrogens as
enhancers at least of the humoral immunity and androgens and progesterone
(and glucocorticoids) as natural immune-suppressors. Several physiological,
pathological and therapeutic conditions may change the serum oestrogen milieu
including the menstrual cycle, pregnancy, postpartum period, menopause, eld-
erly, chronic stress, altered circadian rhythms, inflammatory cytokines, use of glu-
cocorticoids, oral contraceptives, and steroid hormonal replacements. Cortisol
and melatonin circadian rhythms are altered, at least in rheumatoid arthritis (RA),
and partially involve also sex hormone circadian synthesis and levels. Abnormal
regulation of aromatase activity (i.e. increased activity) by inflammatory cytokines
production (i,e, TNF-alpha, IL-1, IL-6) may partially explain the abnormalities of
peripheral oestrogen synthesis in RA (i.e. increased availability of 17-beta estra-
diol and possible metabolites in synovial fluids) and in systemic lupus srythemato-
sus (SLE). In the synovial fluids of RA patients the increased oestrogen
concentration are observed in both sexes and are more specifically characterised
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by the hydroxylated forms, in particular 16alpha-hydroxyestrone, that is a mito-
genic and cell proliferative endogenous hormone. Local effects of sex hormones
in autoimmune rheumatic diseases seems to consist mainly in modulation of cell
proliferation.

Epidemiological evidence indicates that during the fertile age women are more
often affected by rheumatic diseases than men, particularly autoimmune dis-
eases. As a matter of fact, rheumatic disorders with autoimmune involvement
such as RA or SLE, result from the combination of several predisposing factors,
that include the relationships between epitopes of the trigger agent (i.e. virus), the
status of the stress response system including the hypothalamic-pituitary-adreno-
cortical axis (HPA) and mainly the effects of the gonadal hormones (hypothala-
mic-pituitary-gonadal axis — HPG).

The pre-or post-menopausal serum sex hormonal status is a further factor influ-
encing the rate of rheumatic diseases. It is therefore important, whenever possi-
ble, to evaluate epidemiologic data broken down into age (for example 10 year
age band) and sex-specific group before making inferences. Obviously, sex hor-
mones seem to play an important role as modulators of both disease onset and
perpetuation and show circadian rhythms together with cortisol.

Sex hormones are implicated in the immune response, with estrogens as
enhancers at least of the humoral immunity and androgens and progesterone
(and glucocorticoids) as natural immune-suppressors. Low concentrations of
gonadal and adrenal androgens [testosterone (T)/dihydrotestosterone (DHT),
dehydroepiandrosterone (DHEA) and its sulphate (DHEAS), respectively] levels,
as well as reduced androgens/estrogens ratio, have been detected in serum and
body fluids (i.e. blood, synovial fluid (SF), smears, salivary) of male and female
RA patients, as well as in SLE, supporting the possible pathogenic role for the
decreased levels of the immune-suppressive androgens. However, respect to
serum levels of estrogens, interestingly they are not significantly changed which is
in strict contrast to androgen levels in RA patients (reduced).

As a matter of fact, sex hormones can exert also local actions (paracrine) in the tis-
sues in which they are formed or enter the circulation and both T and 17-beta
estradiol seem to exert dose and time-dependent effects on cell growth and apop-
tosis. These effects, as well as important influences on gene promoter of Th1/Th2
cytokines and the recently discovered increased SF oestrogen concentrations,
might suggest new interesting roles for estrogens at least in RA. Finally estrogens
exert important epigenetic actions on cell proliferation. Estrogens act as key fac-
tors in cellular proliferation and differentiation as well as cancer development and
progression (prostate). The expression of oestrogen receptor (ER)-p appears to
be lost during prostate cancer progression through hypermethylation mechanism.
Epigenetic drugs such as 5-aza-2’-deoxycytidine (5-AZAC) and Trichostatin A
(TSA) showed efficacy in restoring ERB expression in prostate cancer cells.
These observations highlights that the strategy of merging epigenetic and hormo-
nal therapies might be beneficial also in inflammatory/autoimmune diseases
(synovial tissue)
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SP0046 WHAT WE NEED TO CONSIDER IN PHYSICIAN-PATIENT
COMMUNICATION ON SEXUAL PROBLEMS IN
DIFFERENT RHEUMATIC CONDITIONS

M. Ostensen. Department of Rheumatology, St.Olavs Hospital, Kristiansand,
Norway

Quality of life (QOL) is often reduced in patients with chronic diseases. Sexual
activity and enjoyment constitute an important aspect of QOL. Sexuality is a
neglected area of QOL in patients with rheumatic disease.

Sexual problems among patients are common and often increase with disease
duration. Both disease related factors and the psychological response to chronic
disease can impair sexual functioning. General disease symptoms like pain,
fatigue, disease activity, and impaired physical function contribute to reduced sex-
ual activity in both genders. However, psychological factors like depression, anxi-
ety, negative body image and low self-esteem play an important role. Sexual
dysfunction can create frustration and distress, and if chronic increase anxiety
and depression, and damage interpersonal relationships.
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Sexual health is rarely addressed by health professionals (HP), and it is as a rule
not spontaneously reported by patients. HPs may feel awkward to intrude into the
intimate sphere of a patient, and patients may feel ashamed of revealing their sex-
ual dysfunction.

A first step to improve the physician-patient communication in this area is to
include sexuality in the curriculum of health professionals teaching how to address
and evaluate sexual function. Assessment of sexual function by validated instru-
ments includes both frequency of intercourse as well as sexual desire, arousal,
orgasm, and sexual satisfaction. In women vaginal lubrication and in men erectile
function and ejaculation are part of the evaluation. Assessment of disease activity
and comorbidities helps to detect physical components of sexual dysfunction.
Barriers regarding communication on sexual activity should be identified and over-
come. Assessment of sexual function may be assigned to a specially trained
nurse, an occupational therapist or a psychologist of the interdisciplinary team.
Referral to specialists in urology, gynaecology or sexual medicine may also help
patients to get a better sex life. A major point for restoring sexual and reproductive
health in patients of both genders is to achieve optimal disease control.
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SP0047 CHALLENGES IN THE MANAGEMENT OF DIFFERENT
RHEUMATOLOGIC DISORDERS DURING PREGNANCY:
LESSONS FROM THE REGISTRIES

R. Fischer-Betz. Rheumatology, Heinrich-Heine-University, Duesseldorf, Germany

Registers have considerably expanded our knowledge in many fields of rheuma-
tology. In particular, the Biologics Registers contribute to an enormous increase in
knowledge on the “real world” safety of the rapidly growing treatment options.
Family planning in the case of RD is a particular challenge in the physician-patient
relationship and requires an optimal strategy. The impact of pregnancy on the
underlying disease or the impact of maternal disease on the outcome of preg-
nancy is not yet fully understood. In addition there is still a high unmet need of
data on drug safety as women with wish to have children or pregnant women are
excluded from registration studies for ethical reasons. Therefore, systematic and
prospective observation in daily care is the best possibility to collect data on this
subject. Data options range from clinical-based cohort studies (e.g. the PROM-
ISSE study), prospective pregnancy exposure studies (e.g. the MotherToBaby
studies) to national birth registries. Recently, pregnancy registers in women with
RD have been established in several European countries. Together with other
studies, these registers will hopefully add to improved expertise in the future
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Clinical challenges in giant cell arteritis in 2018_

SP0048 A CASE OF PULSELESS STROKE

E. Muratore. Rheumatology Unit, Azienda USL-IRCCS di Reggio Emilia, Reggio
Emilia, Italy

Giant cell arteritis (GCA) is the most common form of vasculitis in individuals aged
50 years and over. GCA typically affects large and medium-sized arteries, with a
predilection for the extracranial branches of the carotid artery. Patients with GCA
usually present with symptoms and signs that are directly related to the artery that
is affected, with or without constitutional manifestations. The most dreaded com-
plication of GCA is visual loss, which affects about one in six patients and is typi-
cally caused by arteritis of the ophthalmic branches of the internal carotid artery.
Before the advent of glucocorticoid treatment, the prevalence of visual complica-
tions was high. Increasing awareness by physicians of the symptoms of GCA and
advances in diagnostic techniques over the past twenty years have also contrib-
uted to a substantial decline in the frequency of permanent visual loss. Ischaemic
brain lesions are less common than visual lesions, and mostly result from vasculi-
tis of the extradural vertebral or carotid arteries. In the case of both the eye and
the brain, ischaemic damage is thought to result from arterial stenosis or occlusion
that occurs secondary to the inflammatory process.
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A patients with giant cell arteritis with extensive extra and intracranial large vessel
involvement effectively treated with cyclophosphamide followed by mycopheno-
late mofetil will be presented. Diagnosis and management of ischaemic complica-
tions in giant cell arteritis will be discussed.
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SP0049 HEAD GAMES WITH GCA AND GCS
M. Matza. Rheumatology, Massachusetts General Hospital, Boston, USA

Case 1: This is a 65 y/o woman with osteoporosis, depression and recently diag-
nosed polymyalgia rheumatica characterised by shoulder and hip girdle pain and
stiffness with elevated inflammatory markers. She developed recurrent symptoms
and new-onset jaw and tongue claudication in the setting of a prednisone taper.
She was found to have a bulging right temporal artery and biopsy confirmed giant
cell arteritis. She was placed on prednisone 60 mg daily with resolution of her
symptoms, but developed worsening symptoms of depression and anxiety with
insomnia on high dose prednisone. She subsequently attempted suicide by inten-
tional medication overdose and carbon monoxide poisoning. She was admitted to
the psychiatry ward and additionally found to have a varicella zoster skin rash.
Upon resolution of the zoster infection she was started on tocilizumab by subcuta-
neous injection weekly and prednisone was successfully tapered over 4.5 months
without recurrence of symptoms.

Case 2: This is a 63 y/o man with ITP on monthly rituximab and chronic predni-
sone 10 mg daily, hypertension, hyperlipidemia and osteoarthritis who developed
worsening shoulder and neck pain for two months with more recent onset of scalp
tenderness and left-sided vision changes for two weeks. He was found to have left
optic neuropathy, elevated inflammatory markers, and an MRI demonstrating
enhancement of the left temporal artery. Left temporal artery biopsy was normal.
He was given pulse dose intravenous methylprednisolone for suspected giant cell
arteritis and transitioned to high dose oral prednisone with improvement in muscu-
loskeletal symptoms, inflammatory markers and stabilisation of his vision. He sub-
sequently developed insomnia, hyperactivity and talkativeness and was
diagnosed with steroid-induced mania, which improved with antipsychotics and
benzodiazepines as per the psychiatry service. He was discharged home and
after three days developed new vision loss of the right eye on prednisone 60 mg
daily. On exam, he was found to have progressive visual field loss of the left eye
and new inferior visual field loss of the right eye with disc oedema of the right optic
nerve. Right temporal artery biopsy was negative. He was again given pulse dose
intravenous methylprednisolone followed by oral methylprednisolone and ulti-
mately received tocilizumab intravenously prior to discharge.
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Do we still need biopsies to diagnose Sjogren‘s
and autoimmune myostitis?

SP0050 OPPORTUNITIES AND CHALLENGES OF IMAGING IN

PRIMARY SJOGREN’S

S. Jousse-Joulin. Rheumatology, Cavale Blanche Hospital, Brest, France

Sjogren’s syndrome (SS) is a chronic autoimmune inflammatory disorder of exo-
crine glands. Its diagnosis relies solely on a combination of clinical and laboratory
findings. However, recent developments have shown that imaging techniques
may have additional value in detecting salivary glands abnormalities in pSS. In
general, sialography is considered to be the most reliable of the imaging methods.
Salivary gland scintigraphy is very sensitive and especially useful in early stages
of the disease. Nevertheless, both imaging techniques are used by only minority
of rheumatologists for diagnosis of pSS because of the invasive character of sia-
lography and the low specificity of scintigraphy. MRI has shown a good sensitivity
and specificity to detect structural abnormalities in pSS but few centres have
access to the specific know-how. A recent development is the increased interest
in ultrasonography (US) as a tool to assess major salivary glands. Ultrasonogra-
phy of the salivary glands (SGUS) appears to be an inexpensive commonly avail-
able noninvasive technique that does not cause complications and inconvenience
to the patient, although the data are somewhat conflicting. Although, the recent
but preliminary American classification criteria for Sjégren syndrome do not
include salivary gland such imaging technique' this procedure has clearly demon-
strated high impact on classification of Sjégren pa’[ientszf5 and demonstrated good
diagnostic properties.” A systematic literature review® has shown a paucity of data
regarding the metric properties of ultrasound, making interpretation and
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comparison of studies difficult. In particular, there are limited data describing a
standardised scanning method and standardised definitions of US gland patholo-
gies. Even if we obtained truth validity, discrimination validity (reliability) is not yet
validated. Therefore, although SG-US is an upcoming modality in rheumatology, it
is not yet ready to make diagnostic or therapeutic decisions regarding salivary
glands in daily routine practice. It should still considered to be a research tool, until
we are able to demonstrate acceptable intra- and interobserver reliabilities. Pre-
liminary work addressing these issues has been done so far by the USpSS study
group consisting of both clinicians and ultrasonographers.s‘ ’

More recently, a SG-US OMERACT task force group composed of international
clinicians and ultrasonographers was created with the aim of developing a stand-
ardised scanning method using standardised definitions of gland pathology. A
consensual Delphi process about definitions and scoring using B mode modality
of SG-US was used and the intra and inter reliabilities between 18 sonographers
showed good to excellent reliabilities (Light's kappa=0.81, Light's kappa=0.71
respectively) (article in preparation). Currently, there is an unmet need concerning
the use of SGUS in the monitoring of patients. Even if it seems that structural dam-
age are stable over time.” Another possible way to study SG in the disease course
is to use Doppler. Doppler waveform analysis was found useful for detecting blood
flow abnormalities in SG of patients with pSS compared to controls.” Given the
importance of parotid and submandibular glands involvement in pSS, we believe
that the vascularisation and B mode sonography should be evaluated routinely. A
new US technique measuring the elasticity of SG parenchyma using elastography
has recently emerged and could be implemented in the evaluation of SGUS pSS
patients.””” Some authors showed that stiffness of SG parenchyma was
increased compared to healthy controls and suggested to adjunct this procedure
to gray-scale ultrasonography for the clinical diagnosis of pSS. The last important
challenge is to know if imaging techniques are capable to replace minor salivary
glands biopsy. A recent study" has shown good agreement between SGUS and
parotid gland and moderate with labial glands.

In conclusion, US has nearly completed the 3 pillars of the OMERACT process
(truth validity, discrimination validity and feasibility). The use of different imaging
technique and particularly ultrasonography should be educated and it is now of
importance to train the rheumatologists to this technique as proposed by The US
EULAR courses.
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How monogenetic autoinflammatory diseases help
to understand and treat rheumatic diseases

SP0051 CLINICAL PRESENTATION OF AUTOINFLAMMATORY
DISEASES IN CHILDREN AND ADULTS: HOW NOT TO
MISS THESE PATIENTS

S. Ozen. Pediatric Rheumatology, Hacettepe University, Ankara, Ankara, Turkey

Autoinflammatory diseases are diseases of the innate immune system, character-
ised by attacks of inflammation. The inflammatory attacks can manifestin a variety
of forms; fever, is frequent, the skin and musculoskeletal system is often affected.
Acute phase reactants are increased in almost all of the patients. The autoinflam-
matory diseases can be classified according to their leading manifestations such
as: those with periodic fevers (and other various features), those with pyogenic
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features, those with psoriasis, those with features of interferopathies and those
with vasculopathy. With this large range of features these diseases are in the dif-
ferential of many common diseases. Genetic testing is confirmatory but may not
be widely available.

The differentiating features of especially the common autoinflammatory diseases
will be reviewed.
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Joint EULAR - EFIS session: I've got a B in my
bonnet

SP0052 POSTTRANSLATIONAL MODIFICATION OF
AUTOANTIBODIES IN RA

L. Trouw'2. "Immunohematology; °Rheumatology, LUMC, Leiden, Netherlands

Rheumatoid Arthritis (RA) is a common autoimmune disease in which autoanti-
bodies serve as interesting biomarkers. In a large proportion of the patients sev-
eral types of autoantibodies are present that target post-translationally modified
proteins. Next to antibody responses against citrullinated proteins (ACPA) we
now also describe antibody responses against carbamylated proteins (anti-CarP)
in RA. The use of these autoantibodies in the prediction, diagnosis and prognosis
will be discussed, as well as the clues, obtained in animal models, as to how such
an antibody response may be initiated.

In addition the findings that antibodies themselves are also post-translationally
modified and the functional consequences of such modifications will be high-
lighted both regarding carbamylation of IgG and modifications of ACPA IgG.
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SP0053 MEMORY PLASMA CELLS IN CHRONIC
INFLAMMATORY DISEASES - A ROADBLOCK TO
TOLERANCE INDUCTION

"2A. Radbruch. *Charité University Medicine; “Deutsches
Rheumaforschungszentrum Berlin, a Leibniz Institute, Berlin, Germany

Regeneration of tolerance is the Holy Grail of treating inflammatory rheumatic dis-
eases. Obviously neither physiological nor therapeutic immunosuppression does
achive this for most patients. What are the roadblocks for therapies inducing ther-
apy-free remission? We have identified memory plasma cells secreting patho-
genic (auto)antibodies as one such roadblock. Such cells are often generated
already before disease becomes clinically apparent. They persist over time in
inflamed tissues and in the bone marrow, in niches which protect them from envi-
ronmental stress, including conventional therapies. By constitutive secretion of
pathogenic antibodies they fuel relapse and refraction. Any therapy aiming at
induction of therapy-free remission will have to remove this roadblock. Recently
we and others have developed therapeutic concepts to ablate memory plasma
cells, based on a molecular understanding of their lifestyle. Such therapies, how-
ever, have two major inherent problems:' they also ablate protective humoral
immunity, increasing risk of infection, and” the pathogenic memory plasma cells
can be regenerated, if tolerance is not regenerated. To address the latter point,
ablation of plasma cells has to be combined with tolerance-inducing therapeutic
options, and until then, patients have to be protected passively by 1V-Ig. For selec-
tive targeting of pathogenic memory plasma cells, differences in the lifestyle
between protective and pathogenic plasma cells could be exploited, but few have
been identified so far. We have now developed a novel technology to target
plasma cells according to the specificity of the antibodies they secrete. Plasma
cells are labelled in vivo with a given antigen, and those plasma cells secreting
specific antibodies are selectively killed by their own antibodies. We have now
demonstrated feasibility and efficacy of this therapeutic approach in a preclinical
model. Apart from the therapeutic perspective, this technology also offers a
unique option to identify pathogenic plasma cell specificities in experimental and
clinical rheumatology.
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SP0054 THE CONTRIBUTION OF REGULATORY B CELLS IN

PROTECTING RHEUMATIC DISEASES

C. Mauri. Medicine, University College London, London, UK

B cells are considered central to the pathogenesis of patients with rheumatic dis-
eases (RD) including Systemic lupus erythematosus (SLE) and rheumatoid arthri-
tis (RA). In addition to producing autoantibodies, B cells suppressing
inflammatory responses, known as regulatory B cells (Bregs) are numerically and
functionally defective in rheumatic diseases. The production of interleukin 10 (IL-
10) classically defines a Breg, however the stability and/or plasticity of this popula-
tion is not well understood. In addition to producing autoantibodies, B cells sup-
pressing inflammatory responses, known as regulatory B cells (Bregs) are
numerically and functionally defective in RD patients. The production of interleukin
10 (IL-10) classically defines a Breg, however the stability and/or plasticity of this
population is not well understood. Additionally, IL-10 +B cells have been shown to
co-express pro-inflammatory cytokines such as TNFa and IL-6, further complicat-
ing Breg classification. Characterising the signals inducing Breg differentiation
and the subsequent stability and/or plasticity of this population may aid in under-
standing the factors contributing to Breg dysfunction in RD patients. Novel find-
ings unravelling the signals required and the stability of B regs versus B effector
cells in RDs will be discussed.
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Sustainable healthcare in rheumatology and the
role of health professionals

SP0055 HOW CAN INTEGRATED HEALTHCARE CONTRIBUTE

TO SUSTAINABLE HEALTHCARE IN RHEUMATOLOGY?

B. Vrijhoef'2. " Panaxea, Amsterdam; °Patient and Care, Maastricht University
Medical Center, Maastricht, Netherlands

Introduction: According to the World Health Organisation (WHO) “an integrated,
people-centred approach is crucial to the development of health systems that can
respond to emerging and varied health challenges, including urbanisation, the
global tendency towards unhealthy lifestyles, ageing populations, the dual dis-
ease burden of communicable and non-communicable diseases, multi-morbid-
ities, rising health care costs, disease outbreaks and other health-care crises”. In
supporting health services to become more integrated and people-centred a
Framework was developed that proposes five interdependent strategies: 1.
Empowering and engaging people and communities; 2. Strengthening gover-
nance and accountability; 3. Reorienting the model of care; 4. Coordinating serv-
ices within and across sectors; 5. Creating an enabling environment. Given that
health systems are highly context-specific, the Framework does not propose a
single model but interdependent (sub) strategies, policy options, and interventions
that need to be adopted.’ What is known about the adoption of these strategies for
people with rheumatic and musculoskeletal diseases?

Methods: A convenience sample of recently published reports about redesigning
health care for people with rheumatic and musculoskeletal diseases is assessed
against the WHO Framework on integrated-people centred health services. The
five interdependent strategies, including the policy options and interventions as
defined under the Framework, are assessed for presence, implementation fidelity
and outcomes. Implementation fidelity refers to the degree to which an interven-
tion is delivered as intended (i.e. in line with the Framework). Outcomes of people-
centred care include: equity in access, quality, responsiveness and participation,
efficiency, and resilience.

Results: To be presented at the conference.

Discussion: It is anticipated to find a plethora of examples of mainly single policy
options and interventions, but hardly any examples of combinations of strategies.
This would indicate a need for a systems approach in achieving sustainable
healthcare in rheumatology.
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SP0056 SUSTAINABLE HEALTHCARE - IT TAKES A VILLAGE

B.A. Slusher. Physician Assistant Studies, University of Texas Medical Branch,
Galveston , USA

Healthcare delivery is at a crossroads for potential paradigm change due to
budget constraints, complexity of care, increasing performance measures and
implementation of electronic health records. Additionally, recent reports of high
levels of stress and burnout amongst healthcare providers has been linked to
decreased patient safety and medical errors. Complicating matters for rheumatol-
ogy, is shrinking of the available workforce. The model of interprofessional health-
care delivery holds promise as a means to improve both patient outcomes and
provider wellbeing. This presentation addresses implementation of interprofes-
sional teams in rheumatology and provides a review of successful models and
guidelines for implementation.
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SSc: From registries to trials — do we have
sufficient data and the appropriate design?

SP0057 THE COURSE OF SYSTEMIC SCLEROSIS (SSC): WHAT

CAN WE LEARN FROM REGISTRIES?

M. Matucci Cerinic. Professor of Rheumatology, Director Division of Rheumatology
AQUC, University of Florence, ltaly, Florence, Italy

SSc is a heterogeneuous connective tissue disease with an unpredictable course
and a high mortality and morbidity. Although the identification of patients in early
stages of disease is increasingly achievable thanks to the introduction of the new
ACR/™™™ ™ classification criteria, the stratification of patients according to the
risk of disease progression or of severity of disease is still an unmet need. Several
potential predictive factors of disease evolution have been proposed over the
years: SSc specific autoantibodies related to disease complications, serum bio-
markers of internal organ involvement, age at diagnosis, sex, disease subset
seem to have a prognostic value but unfortuntely all these may be present in differ-
ent combinations making it difficult to identify how the disease will evolve. Data
from registries of different countries confirm that the clinical presentation depends
on several factors. Data from EUSTAR group data base indicate that a late age at
onset (>75 years) of SSc is associated with more aggressive disease as well as
the male gender, that has a more severe phenotype and a worst prognosis than
female, with an increased risk of occurrence of cardiovascular involvement. The
analysis of geographic variations among different SSc presentations may suggest
that eastern centres care for more severe SSc manifestations in Europe. Data
from EUSTAR group reported also that the main causes of deaths in SSc are due
to pulmonary fibrosis, pulmonary arterial hypertension (PAH) and heart involve-
ment (mainly heart failure and arrhythmias). Independent risk factors for mortality
and their seem to be proteinuria, the presence of PAH based on echocardiogra-
phy, pulmonary, forced vital capacity below 80% of normal, dyspnoea above
NYHA class I, reduction of dico, patient age at onset of Raynaud’s phenomenon
and the modified Rodnan skin score. Interestingly, SSc patients show an increase
risk of lung cancer (especially non small cell lung carcinoma) in association with
interstitial lung disease and of esophageal or cardial adenocarcinoma. Data from
the database of the German Network for Systemic Scleroderma support the con-
cept that SSc-overlap syndromes should be regarded as a separate SSc subset,
distinct from IcSSc and dcSSc, due to a different progression of the disease, that
had an intermediate rate of disease progression in between IcSSc and dcSSc, dif-
ferent proportional distribution of specific autoantibodies, and of different organ
involvement. Therefore, the use of registries is today of paramount importance to
obtain significant data about several unmet needs in SSc.
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Patient involvement in research: The future of
collaborative research. Lessons from the field of
rheumatology and beyond

SP0058 PATIENT INVOLVEMENT IN RESPIRATORY RESEARCH

C. Coleman. European Lung Foundation, Sheffield, UK

The European Lung Foundation (ELF) mission is to bring together the public and
patients with respiratory professionals to improve lung health. ELF was founded
by and works in a unique partnership with the European Respiratory Society
(ERS), a membership society for respiratory professionals. A core part of ELF’s
activities is to ensure that the perspectives of people living with a lung condition
help to inform research, treatment and policy activities at a European level. ELF
has extensive experience of facilitating patient engagement in research and clini-
cal projects, including in EU-funded consortia, and has published extensively on
the topic.

During this session, ELF will share its experience of involving patients in respira-
tory research collaborations. Focusing on three projects as exemplars of different
stages of the research process, ELF will share some of the lessons, challenges,
and key benefits of involving patients in research and will highlight how these can
be transferred to projects beyond the respiratory field.

Research priority setting: the European Asthma Research and Innovation Part-
nership (EARIP) set out to develop a coordinated and integrated approach to the
future of asthma research and development by creating a roadmap of the compo-
nents needed to reduce the burden of asthma, in terms of the impact on individu-
als and on healthcare systems across Europe. ELF led a research priority setting
process in which patient perspectives played a central role. The resulting research
priorities have been taken forward by research funders and consortia, helping to
ensure that the future research agenda is patient-centred.

Key lessons:

* how to involve patients in research priority setting
¢ how to build consensus between patient, clinical, research and industry
stakeholders

Clinical trials:

the ground-breaking U-BIOPRED (Unbiased Biomarkers for the Prediction of
Respiratory Disease Outcomes) project involved patients with severe asthma as
equal partners. Up until this point, many projects funded by the EU Innovative
Medicines Imitative (IMI) had limited or no involvement of patients. As a result of
the successful partnership between patients and professionals, IMI asked the
project to develop a guide to patient involvement in EU-funded research so that
the experience could be transferred to other disease areas. U-BIOPRED is still
considered a pioneering project in terms of its level of patient involvement and
many new studies use the approach as the exemplar for how to engage patients
as partners.

Key lessons:

* how to involve patients as equal partners in clinical research
* how to maximise the opportunities for patient input
* where patients can add value to clinical projects

Disease registries:

the European Multicentre Bronchiectasis Audit and Research Collaboration
(EMBARC) is an ERS Clinical Research Collaboration dedicated to improving
research and clinical care for people with bronchiectasis. EMBARC has created a
European Bronchiectasis Registry, funded by the ERS and by the EU IMI Pro-
gramme. Patients have played a central role in defining the scope, ethics, gover-
nance and data protection processes for the registry and the next phase of the
project will include a patient-powered registry in order to capture patient-important
outcomes directly from people affected by bronchiectasis.

Key lessons:

e patients’ and clinicians’ recommendations for involvement in research —
dos and don’ts
* how to involve patients from rare disease communities in research
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Conclusion: Patient involvement in respiratory research has grown significantly
over the last decade. Patient perspectives are increasingly considered to be a
core component of every research project and the wider respiratory community
values the important role patients now play. ELF has facilitated the involvement of
people with lung conditions in a wide range of research projects and the lessons
learned are highly transferable to other disease areas and settings.
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SP0059 EULAR'S PATIENT RESEARCH PARTNER NETWORK -
PATIENTS’ FUTURE INVOLVEMENT IN RESEARCH

C. Zabalan. Romanian League Against Rheumatism, Bucharest, Romania

Research in the field of RMDs, particularly in Europe, has advanced significantly
the last years. In particular, the interest in developing Patient Reported Out-
comes (PROs) and forms of participatory research has grown. In the field of
rheumatology there have been undertaken many initiatives to explore and imple-
ment participatory research.

Substantial unmet needs in the area of research, highlighted in the RheumaMap
(developed by EULAR), will however require an altogether higher level of com-
mitment and innovation. Implementation of the distinct elements contained in
RheumaMap will rely on scientists, patients and health professionals.

In this regard EULAR PARE has developed recommendations for patient-
researcher collaboration and also established a network of 40 trained patient
research partners of whom 6 have also graduated for the EUPATI training
course.

Last year it was created a platform (under the name of Study Group for Partici-
patory Research) for knowledge exchange regarding patient participation in
rheumatology care and research with the aim of establishing a group of research-
ers and patient research partners with an interest in developing innovative meth-
ods to elicit the voice of patients in rheumatology research, to stimulate the
dialogue about the rationale, principles and conditions for patient involvement in
research and to discuss and develop the nomenclature and methodology of evalu-
ating the process, results and impact of patient participation in research and
health care innovation.

The Learning Objectives of the session are as follows:

e To learn from best practices of patient engagement in different disease
areas

¢ To explore patient involvement in guideline development and health care
innovations

¢ To explore how to evaluate patient involvement

e To explore how to cease the moment, how to have fun in the process
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EULAR Projects in musculoskeletal imaging

SP0060 EULAR RECOMMENDATIONS FOR THE USE OF
IMAGING IN MECHANICAL LOW BACK PAIN

Bjarke B Hansen', Lene Terslev', Francis Berenbaum?, Ingrid Moller®,

Mikael Boesen', Jean Denis Laredo?, Francois Rannou?, Stefan Lohmander*,
Martin Englund*, Xenofon Baraliakos®, Philip Conaghan®, Stéphane Genevay’,
Clémence Palazzo?, David John Wilson®, Ross Wilkie®, Daniel Prieto-Alhambra®,
Alison Kent®, Souzi Makri'®, Victoria Navarro Compan'', Christelle Nguyen?, Maria
Else Marie Bartels', Cecilie Nordberg', Antonietta D’Agostino?, Gilles Fournier, G.
L. Fournier'2, on behalf of EULAR Task Force. 'Copenhagen, Denmark; ?Paris,
France; °Barcelona Spain; “Lund, Sweden; °Ruhr,Germany; °Leeds, UK; "Genéve
Switzerland, 2Oxford, UK: °Keele, UK; °Cyprus; " Madrid, Spain; *Rheumatology,
Center for Rheumatology and Spine Diseases, Copenhagen (Frederiksberg),
Denmark

Background: Low back pain is common and relates to a variety of overlapping
pathologies. Imaging of the spine has a high priority in the assessment of patients
with low back pain. However, studies have shown that clinicians vary widely in
how frequently they obtain imaging tests for assessment of low back pain. Techni-
cal advances in the field of lumbar spine imaging are made at an increasingly high
rate, and it seems likely that improved imaging procedures can indeed increase
the understanding of low back pain and aid the diagnostic precision to the diag-
nostics of mechanical low back pain. The EULAR Task Force consists of radiolog-
ists, orthopaedic surgeons, rheumatologists, doctors in physical medicine and
general medicine, physiotherapist and patients and the aim of the group was to
develop evidence-based recommendations for the use of imaging modalities in
low back pain with or without radiculopathy

Based on PICOs established at the first meeting and using European League
Against Rheumatism (EULAR) standardised operating procedures a systematic
literature review was conducted to retrieve data on the role of imaging modalities
including both conventional, contrast enhanced and dynamic approaches in
radiography, ultrasound, MRI and CT. The recommendations will be based on the
results of the systematic literature review and expert opinion and will be relevant
for to all health care professionals who treat mechanical low back patients due to
its multifactorial nature.
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MRI

SP0061 HOW TO USE MRI IN THE DIAGNOSIS AND
MANAGEMENT OF PSORIATIC ARTHRITIS + CLINICAL
CASES

M. Ostergaard. Copenhagen Center for Arthritis Research, Copenhagen University
Hospital Rigshospitalet, Glostrup, Denmark

Psoriatic arthritis (PsA) is an inflammatory joint disease characterised by pres-
ence of arthritis, enthesitis and/or spondylitis in patients with psoriasis. PsA
presents a wide range of disease manifestations in various patterns. Imaging is
an important part of management of PsA and is used for multiple reasons includ-
ing establishing/confirming a diagnosis of inflammatory joint disease, determining
the extent of disease, monitoring activity and damage, assessing therapeutic
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efficacy, and identifying complications of disease or treatment, in the setting of
clinical practice or clinical studies.

Magnetic resonance imaging (MRI) allows detailed assessment of all peripheral
and axial joints and entheses involved in PsA and can visualise both inflammation
and structural changes. This talk will provide an overview of the status and per-
spectives of MRI in diagnosis and management peripheral and axial PsA.
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SP0062 HOW TO USE MRI IN THE DIAGNOSIS AND
MANAGEMENT OF OSTEOARTHRITIS

P.G. Conaghan. University of Leeds, Leeds, UK

The recent EULAR recommendations for the use of imaging in the clinical man-
agement of peripheral joint osteoarthritis (OA) provide an excellent, evidence-
based, multi-disciplinary way background to this topic.

For diagnosis, the importance of a detailed history and thorough examination can
never be underrated. Imaging should be used as only part of the diagnostic criteria
for any rheumatic disease. One of the key EULAR recommendations is that imag-
ing is often not required to make the diagnosis when patients present with a typical
presentation of OA, with short-duration morning stiffness and increasing pain with
prolonged weight bearing. The major benefit for imaging is in helping differential
diagnosis in atypical presentations, and generally radiographs (weight-bearing for
the knee) would be used first.

MRI brings its unique 3D strengths to diagnosis. MRI may play a role in the diag-
nosis of a meniscal tear, but this should only be considered where there is a clear
history of locking or blocking to joint extension, rather than gelling (after prolonged
immobility) or ‘giving way’, the latter being usually a sign of muscle weakness.
When using MRl it is useful to remember that some degree of synovitis is common
in osteoarthritis, and the presence of effusion or synovial hypertrophy does not
automatically mean a primary inflammatory arthritis. Another common imaging
feature is the bone marrow lesion (BML). This has similar juxta articular location in
OA and rheumatoid arthritis, though the pathology is markedly different: BMLs
represent osteitis in rheumatoid arthritis but areas of micro-fracture, necrosis and
fibrosis in osteoarthritis. So clinical context is critical.

Routine imaging for OA follow up is usually not required unless there is an unex-
pected rapid progression of symptoms in which case a number of diagnoses
should be considered. BMLs show areas of osteonecrosis, so a biopsy report sug-
gesting this is should not be confused with avascular necrosis (AVN). AVN is a
condition resulting from the disruption from the vascular supply to a particular
bone, often the femoral head, leading to resorption of subchondral trabeculae and
clinically related to prolonged cordico steroid use, alcohol excess or previous sur-
gery. It's also been seen in connective tissue diseases. Patients may be under the
age of 50, unlike the average age of rapidly progressive osteoarthritis (RPOA).
RPOA is relatively uncommon and figures on its incidence vary widely. It is most
commonly described again in the hip joint, and it may be the result of secondary
osteonecrosis after subchondral fracture. This lesion is of importance because
increased frequency of RPOA has been seen in trials of the anti-nerve growth fac-
tor monoclonal antibodies in the last decade, where there may be a link to con-
comitant NSAID use. Subchondral insufficiency fractures (SIF) are another cause
of sudden onset pain, usually in the medial side of the knee and not associated
with a previous history of trauma. There is a high prevalence of related meniscal
tears. This tends to be seen in older females and is associated with the subchon-
dral crescent sign indicating a fracture.

In terms of guiding treatment, at present we do not have evidence that the pres-
ence of particular pathologies such as BMLs or synovitis should indicate targeted
therapies for those pathologies, though (appropriately) a lot of research is cur-
rently underway to see if these do represent legitimate targets for existing and
novel therapies.
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WIN and HOT session

SP0063 WIN SESSION: ABOUT DIAGNOSIS AND
CLASSIFICATION OF SPONDYLOARTHRITIS

V. Navarro Compan. Rheumatology, University Hospital La Paz, IdPaz, Madrid,
Spain, Madrid, Spain

In patients with axial spondyloarthritis (axSpA) an early diagnosis is becoming
progressively more relevant. Nowadays, several therapies have shown to be effi-
cacious to control disease symptoms and signs and they are even more useful if
administered in early stages of the disease. However, the aim of an early diagno-
sis is not easy to achieve. Similar to the majority of rheumatic diseases, axSpA is
heterogeneous in its presentation, course, and outcome, and does not have a sin-
gle clinical, laboratory, pathological, or radiological feature to serve as a gold
standard in support of diagnosis. With the new therapies available, many research
studies are focusing on how to make an early diagnosis of axSpA.

Additionally, some confusion remains about differences between classification
and diagnosis of axSpA. In clinical practice, in the absence of diagnostic criteria,
the classification criteria are often used to assist in the diagnostic process of a dis-
ease. Based on this, there is an ongoing debate about whether or not the current
classification criteria should be revised. During this session, the new insights on
diagnosis and classification in axSpA will be highlited.
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SP0064 HOT SESSION: RECENT ADVANCES IN THE

MANAGEMENT OF SPONDYLOARTHRITIS

S. Ramiro'?. "Rheumatology, Zuyderland Medical Center, Heerlen;
ZHheumatology, Leiden University Medical Center, Leiden, Netherlands

In the last years the treatment armamentarium for spondyloarthritis (SpA) has
been expanded. In addition to non-steroidal anti-inflammatory drugs (NSAIDs)
and tumour necrosis factor (TNF)-inhibitors, we nowadays count in daily clinical
practice with IL-17-blockers for the treatment of patients with axial SpA. This
increase in treatment options has led to an update of the ASAS-EULAR manage-
ment recommendations, which will be discussed in this lecture, together with the
evidence supporting them.

Currently, several studies on tapering to stop biologics in patients with axial SpA
with inactive disease are being conducted and the first results available will be dis-
cussed. The path is being paved for a treat-to-target approach that is gaining
shape in SpA. More evidence towards such an approach has been gathered
throughout the last years and strategy trials are now ongoing.

Inhibition of structural progression remains a hot topic in SpA. Whether or not the
current interventions we have can achieve such an outcome is not yet fully clear,
and the challenges related to this will be discussed in this lecture. More data has
come out to help us gain more insight into this complex relationship between dis-
ease activity and structural damage and the effect of therapy on it.
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To taper or not to taper in RA

SP0065 TO TAPER OR NOT TO TAPER NON BIOLOGICAL

DMARDS IN RA REMISSION?

K.E. Baker, J.D. Isaacs. Musculoskeletal Research Group, Newcastle NIHR
Biomedical Research Centre, Newcastle University and Newcastle upon Tyne
Hospitals NHS Foundation Trust, Newcastle upon Tyne, UK

Remission is now a realistic goal in rheumatoid arthritis (RA), with a third of
patients achieving sustained remission through the use of conventional synthetic
disease-modifying anti-rheumatic drugs (csDMARDSs) in modern treat-to-target
strategies. Nevertheless, csDMARDs pose a risk of severe side-effects and
require regular blood safety monitoring, which is both intrusive for patients and
expensive for healthcare systems. This poses a therapeutic challenge —when is it
appropriate to withdraw csDMARDs from patients with RA in sustained disease
remission?

Speakers Abstracts

In the first part of this presentation we will use case histories to contrast the possi-
ble outcomes following withdrawal of csDMARDs from patients in sustained
remission, highlighting the uncertainty facing patients and their clinicians in this
scenario (presented by Dr Kenneth Baker). In the second section of this lecture
(presented by Prof John Isaacs) we will discuss the criteria to consider when stop-
ping csDMARDs, any potential risks to the strategy, and the potential to identify
informative biomarkers to help guide management of the patient in remission.
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SP0066 BIOLOGICAL DMARD CASE PRESENTATION

J. Kedra. Rhumatologie, Hopital Pitié-Salpétriere, Paris, France

We present the case of a male patient, who developped in 2002 (at the age of 37)
rheumatoid arthritis, at that time positive for RF and ACPA without erosions on X-
rays. He was first treated with salazopyrine, stopped in 2003 because of residual
disease activity and structural damage progression on X-rays (MTP 5 erosion,
JSN on both carpal joints), then methotrexate, which was efficient but was finally
stopped in 2004 for suspicion of MTX pulmonary toxicity (cough, short breath, with
CT-scan abnormality). Leflunomide 20 mg/day was started with adequate
response up to 2009, when loss of efficacy was recorded. Addition of adalimumab
40 mg every other week was decided, leading to sustained remission.

In 2011, he was on remission with this combination of treatments, and he stopped
adalimumab abruptly on his own, resulting in a flare after 4 months (7 tender joints
and 5 swollen joints). Adalimumab every other week was restarted, and remission
was obtained a few weeks later.

In 2013, he remained on sustained remission, which lead to his inclusion in a trial
testing the progressive spacing of adalimumab. Every 6 months, the disease
activity was assessed in consultation, and hands and feet X-rays were repeated
every year: the patient remained on sustained remission according to DAS28, and
there was no additional structural damage. Finally, in May 2017, DAS28 was at
1.71 with leflunomide 20 mg/day and adalimumab 40 mg every 2 months, so we
proposed to stop adalimumab.

When last seen, in November 2017, the patient was still on remission with lefluno-
mide monotherapy.
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SP0067 TO TAPER OR NOT TO TAPER BIOLOGICAL DMARD

B. Fautrel. Rheumatology, Sorbonne Université — Paris 6/Assistance publique —
Hopitaux de Paris, Paris, France

Remission is more and more achievable in the course of rheumatoid arthritis (RA)
or spondyloarthritis (SpA). Tapering strategies have been proposed to reduce the
risk of overtreatment of patients with inactive disease. They have been tested in
several observational or randomised controled trials. On this basis, EULAR guide-
lines recommend to consider careful DMARD tapering in people with sustained
remission.

The lecture will develop the potential benefits and risks of a tapering strategy for
people affected by RA or SpA, in remission thanks to biologic agents. It will also
highlight the residual unmet needs for the care of RA or SpA patients in remission.
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Can we improve the care of gout?

SP0068 DECT IMAGING IN GOUT — READY FOR PRIME TIME?

N. Dalbeth. University of Auckland, Auckland, New Zealand

Dual energy computed tomography (DECT) allows visualisation of urate crystal
deposition in people with hyperuricaemia and gout. This technology is increas-
ingly used in clinical practice for gout diagnosis, and can also guide treatment
decisions in gout. The diagnostic properties of DECT will be described and com-
pared with other advanced imaging methods such as ultrasonography. The poten-
tial for false positive results due to artefact, and false negative results in the case
of small urate crystal deposits will be demonstrated. The role of DECT in
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monitoring of treatment response, understanding mechanisms of disease, and
facilitating patient understanding of the condition will be explored.
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SP0069 IMPROVING ADHERENCE IN GOUT THERAPY

A. Abhishek. Academic Rheumatology, The University of Nottingham, Nottingham,
UK

Gout is the commonest inflammatory arthritis and affects between 2.5% and 3.9%
of the adult population in the western world, with even higher prevalence esti-
mates reported elsewhere. It is the only form of arthritis that can be "cured” with
simple, inexpensive pharmacologic urate lowering treatment. Such medicines
offer the potential for "cure” to most people with gout. However, despite this, gout
patients have the lowest adherence to long-term pharmacologic treatment among
people with different rheumatic diseases. The reasons for this are multifactorial
but include misconceptions about the disease and its treatment among patients,
physicians and the wider community.

The long-term management of gout is overseen by primary care physicians in
most countries. Recent studies have explored alternate models of gout manag-
ment and care, such as by community pharmacists and nurses. Such interven-
tions have associated with a high uptake of urate lowering treatment and excellent
persistence with treatment for upto five years.

This lecture will summarise the key barriers to the uptake of and adherence with
urate lowering treatment. Recent randomised controlled trials and pilot studies
examining the role of nurses and pharmacists in the management of gout using a
treat-to-target approach will be discussed. New data about the mechanism by
which such interventions may promote adherence with urate lowering treatment
will be presented.
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SP0070 WHAT ARE GOUT GUIDELINES GOOD FOR ?

T. Bardin. Rheumatology, hépital Lariboisiére, Paris, France

Guidelines aim to help physicians to make decisions in daily practice for an indi-
vidual patient with a given condition. Guidelines should therefore be clear, easily
readable and understandable by all physicians involved in disease care. They
should also be as simple and brief as possible to be easily memorised by physi-
cians, and this is a real challenge when guidelines aim at a full coverage of gout
management. Most importantly, they cannot be taken as strict rules with legal
implications. The final decisions concerning an individual patient remain in the
hands of the responsible physician.

Guideline methodology has improved over years but still varies across recently
published works. Ad hoc committees regularly involve all specialities involved in
the disease care, and in the case of gout, general practitioners, who take care of
most gout patients are now included but their number vary. Patients are not
always included, despite being the final target of guidelines. Conflicts of interest of
participating physicians are taken into account to a varying extent. The guideline
development process involves an evaluation of all evidence available at the time
of writing. Treatment impact on outcome, and assessment of drug benefit ratios
are unanimously considered as important in the elaboration of guidelines. Factors
such as drug pricing, availability and local regulatory agency recommendations,
for instance about reimbursement, also matter, as guidelines should be practical
in order to help physicians, but are rarely taken into account in guidelines.

There are several levels of evidence and the best ones, such as randomised pla-
cebo-controlled trials (RCT) or RCT meta-analyses are not available in all aspects
of gout management. A large part of the published guidelines on the management
of gout therefore relies on expert opinion, which remains fragile and may vary
from one group to the other.

The numerous guidelines presently available for gout management exhibit more
or less striking differences, and this diversity does not help guidelines to reach
their goal. In this regard, the major differences observed between the simple and
short guidelines issued by the American College of Physicians and the usually
more complicated recommendations from the Rheumatology societies are the
most detrimental. Pursuing therapeutic research on gout management and
improving guideline methodology appear as sine qua non conditions to reach con-
sensus and improve gout management.

Disclosure of Interest: T. Bardin Consultant for: astraZeneka, ipsen menarini,
novartis
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“Why does BMI matter?”

SP0071 IS OBESITY A RISK FOR RA?
T. Uhlig. Rheumatology, Diakonhjemmet Hospital, Oslo, Norway

According to the World Health Organisation (WHO) guidelines, individuals with a
BMI of >30 kg/m? are classified as obese. Obesity is on a global scale fising in
prevalence and is a recognised as a cause of chronic disability. As is threatens
public health, obesity has attracted significant attention in the general population,
especially due to its association with significant metabolic and cardiovascular
complications.

In research on rheumatoid arthritis (RA) BMI is frequently reported as a demo-
graphical variable, but obesity has not been thoroughly studied. A link between
obesity and RA is plausible, as in adipose tissue biologic mechanisms of inflam-
mation exist and may be linked to chronic systemic inflammation.

Obesity has in performed studies been considered a controversial risk factor for
RA. While several studies have examined the potential influence of obesity on the
development of RA, the results have been inconsistent.

While a few studies from the United States have found no or only modest associa-
tion between obesity and the risk of RA, some European studies found significant
risks for an association between RA and obesity.The prevalence of obesity has
risen sharply in recent years which may increase our ability to better study possi-
ble associations between obesity and RA in the future. Existing evidence may
thus point toward a slightly increased of obesity for the risk of RA.
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SP0072 DOES OBESITY INFLUENCE RA OUTCOMES ?

P.D. Kiely. Rheumatology, St Georges University Hospitals NHS Foundation Trust,
London, UK

The prevalence of obesity at diagnosis of rheumatoid arthritis (RA) has doubled in
N. European and N. American populations from ~14% ten years ago
to ~30% now. Several prospective studies of patients with early RA, treated with
csDMARD regimes, have found an association of baseline obesity with worse
short and long term outcomes including DAS28 remission, low DAS, HAQ, pain
assessed by VAS and SF36 physical and mental components. The most recently
published cohorts report O.R. of obese RA patients at baseline achieving DAS28
remission of 0.71 (0.55-0.93) at 2 years (versus non obese) and 0.53 (0.39-0.71)
at 3 years (versus normal BMI). A variety of composite responses (DAS28, CDAI,
SDAI, EULAR) to TNF inhibitors, whether given in fixed dose s.c. or weight dosed
i.v. formulations are significantly worse in obese RA patients from trial and registry
data. In contrast the DAS28 response to Rituximab in RA patients is not affected
by BMI, and ACR responses in Abatacept and Tocilizumab treated RA patients,
whilst numerically less good in obese patients, are not disadvantaged by fixed s.c.
dosing in comparison to i.v. dosing adjusted by weight.

Obesity is an increasingly prevalent co-morbidity and is associated with worse
outcomes, including DAS28 remission, HAQ and pain scores.

Disclosure of Interest: P. Kiely Speakers bureau: BMS, Pfizer, Roche
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Musculoskeletal pain; feeding the opioid epidemic_

SP0073 OPIOID PRESCRIBING: WHAT’S THE PROBLEM?

B.H. Smith'?, on behalf of Scottish Pain Research Community (SPaRC). ’Pain
Service, NHS Tayside; 2Division of Population Health Sciences, University of
Dundee, Dundee, UK

Opioids have been used for at least 7,000 years in the treatment of acute pain, to
aid sleep and to promote euphoria. Their short-term benefits are well-recognised,
but longer-term benefits are less well understood and associated harms well-
known. For pain lasting beyond the acute period, the prescribed use of strong
opioids was, until recently, mainly restricted to cancer and palliative care, when
life expectancy is limited. More recently, however, we have seen rapidly increas-
ing use of both strong and weak opioids for chronic non-malignant pain. This has
particularly been in North America where an “opioid epidemic” is apparent, but
similar patterns are emerging across the world, including Europe.

The commonest problems with long-term use of opioids include constipation, nau-
sea and sedation. Other, perhaps more serious problems include hyperalgesia,
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endocrine and immune dysfunction, mood disorders, tolerance, addiction and
death. Our systematic review estimated an incidence of iatrogenic misuse or
addiction of ~4% among all people prescribed an opioid. The other problem is with
the lack of high quality evidence to support their effectiveness in the long-term
relief of pain, as we will hear later. These concerns have prompted the Interna-
tional Association for the Study of Pain to issue a recent carefully-worded state-
ment on the use of opioids in chronic pain, advising caution and close monitoring.
This presentation will summarise these issues, and present evidence of the
increasing use of opioids in recent years, focusing on Europe and particularly
Scotland, where prescribing rates rose 65% in a 10 year period. | will present evi-
dence of both good and potentially harmful prescribing, evidence that most pre-
scribing is “appropriate” in that it is associated with severe chronic pain, and,
despite this, that a very large proportion of people with chronic pain are not pre-
scribed any opioid. Opioids may still have a role in chronic non-malignant pain, but
the goals of their use need to be increased function and improved quality of life,
and we need careful selection of patients and evaluation of outcomes.

Disclosure of Interest: B. Smith Grant/research support from: Scottish Govern-
ment, Chief Scientist Office
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SP0074 ARE ALL OPIOIDS THE SAME?

C. Stein. Anesthesiology and Intensive Care Medicine, Charité — Freie Universitat
Berlin, Berlin, Germany

Indiscriminate activation of opioid receptors provides pain relief but also severe
central and intestinal side effects such as respiratory depression, sedation, addic-
tion, nausea and constipation. Novel strategies to avoid adverse effects include
the design of “biassed agonists” and of environment-sensitive ligands. Exploiting
pathological (rather than physiological) conformation dynamics of opioid receptor-
ligand interactions might yield ligands without adverse actions. By computer simu-
lations at low pH, a hallmark of injured tissue, we designed an agonist that, due to
its low pKa, selectively activates peripheral mu-opioid receptors in injured/
inflamed tissue, i.e. at the source of pain generation. Unlike conventional opioids,
this agonist showed pH-sensitive binding, G-protein subunit dissociation, and
cAMP inhibition in vitro. It produced injury-restricted analgesia in rats with different
types of inflammatory pain without exhibiting respiratory depression, sedation,
constipation or addiction potential.

Disclosure of Interest: None declared
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What is lupus — syndrome or different entities?__

SP0075 AUTOANTIBODIES — NOT ALWAYS WHAT THEY SEEM

P.L. Meroni. Immunorheumatology Research Laboratory, IRCCS lstituto
Auxologico ltaliano, 20095 Cusano Milanino, Milan, Italy

Autoantibodies (autoAbs) are the most popular and used biomarkers for systemic
rheumatic diseases (SRD). AutoAbs are becoming more and more important for:
i) classification (including identification of disease subtypes), ii) diagnosis, iii)
prognosis, iv) monitoring activity/organ-tissue damages as well as v) response to
therapy. Moreover, autoAbs have been recently used as inclusion criteria in clini-
cal trials and their presence is a formal requisite for prescribing some new drugs.
The advent of new techniques, as well as the increasing number of autoimmune
diagnostic laboratories, raise the issues of assay variability and reproducibility. In
addition, the new techniques need to be validated versus the standard ones in
order to determine and possibly improve the correct interpretation of their results.
Harmonisation of the assays for autoAbs is becoming increasingly urgent and the
availability of suitable reference material for calibration and quality control is
emerging as a valuable tool for increasing assay reliability. Several international
committees are joining their efforts in order to improve harmonisation and at the
same time to avoid misdiagnosis, unnecessary repetition of tests and ultimately to
optimise patient care and costs. On the other hand, the correct interpretation of
the results depends on the technique used for detecting a given autoantibody and
on its own characteristics (Meroni et al. Nat Rev Rheumato.l 10:35-43; 2014).
The best example is the screening tests for antinuclear antibodies (ANA). Indirect
immunofluorescence (IF) ANA testing has been suggested to be the golden
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standard technique for ANA screening by the American College Rheumatology
task force in 2010 (Meroni and Schur Ann Rheum Dis. 69:1420-2; 2010). While
the sensitivity of IF ANA is high, its specificity is low as well as its post-test proba-
bility. So, the strength of a positive ANA should be evaluated in the clinical context
to avoid mistakes (Mahler et al J Immunl Res. 2014:315179 2014). In addition, the
isolated ANA positivity with specific staining pattern (i.e. dense fine speckled 79 —
DFS70) does not support the diagnosis of a SARD and should not be taken into
consideration for both classification and inclusion criteria (Mahler et al. Autoim-
mun Rev. 15:198-01; 2016). IF offered advantages in comparison with the
screening solid phase assays (SPA) available at the moment of the ACR position
paper; however the improvement of the solid phase assays in the last years
changed the situation in a substantial way. Advantages and disadvantages of the
two techniques have been reviewed and discussed by several groups and none
of the two tests appears to satisfy completely our needs. However, the combina-
tion of IF and SPA that include the main nuclear (cytoplasmic) antigens diagnostic
for SARD, has been reported to display higher specificity and post-test probability
than the use of the single tests (Bossuyt et la Ann Rheum Dis. 73:€10; 2014). New
tests that employ a panel of autoantigens specific for a given subset of SARD (e.g.
lupus-like, scleroderma, myositis, anti-phospholipid syndrome) are now available
or are going to be launched soon increasing their specificity/post-test probability
in a significant manner. For example, the combination of IF and SPA for ANA
screening could decrease the risk of “false positive or negative” results, while the
use of one screening assay and the new ANA profiles in the context of a specific
clinical setting might increase the diagnostic power. In conclusion, our strategy to
autoAb testing is changing and we should take advantage of the combination of
the new serological tools for better understanding the meaning of a given positive
result. The combination of the new tests will be pivotal for addressing the need for
a Personalised Medicine in rheumatology.

Disclosure of Interest: P. L. Meroni Speakers bureau: Pfizer, Abbvie, INOVA
Diagnostics
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Genetics, epigenetics and disease: is it all in the
genes?

SP0076 GENOMIC DISSECTION OF IMMUNE-MEDIATED
DISEASE: PROGNOSIS, VASCULITIS AND
EOSINOPHILS

K.G. Smith. Department of Medicine, University of Cambridge, Cambridge, UK

Modern medicine has developed by classifying disease into defined diagnostic
categories on clinical grounds. Even within a specific clinical diagnostic category,
however, the features of a disease and the clinical course it takes can vary greatly
between individuals. | will examine two examples of how application of genomic
technologies to patient cohorts has provided insight into disease behaviour.

1. Adistinct biology underlying immune-mediated disease prognosis?

This presentation will explore transcriptome data that defines a clinically useful
prognostic biomarker in IBD, but also addresses the specific immunological mech-
anisms driving long-term outcome many immune-mediated diseases (including
SLE and ANCA-associated vasculitis (AAV)), and the genetics that underpins
this. Evidence will be presented suggesting that the biology underlying long-term
disease outcome, or prognosis, is distinct from that driving specific diagnosis, and
represent an under-investigated but clinically relevant aspect of disease
pathogenesis.

2. Patient stratification in ANCA-associated vasculitis: GWAS highlights new dis-
ease entities.

AAV has been defined using pathological criteria into granulomatosis with polyan-
giitis (GPA, formerly Wegener’s), microscopic polyangiitis (MPA) and eosinophilic
granulomatosis with polyangiitis (EGPA, or Churg-Strauss syndrome). GWAS
studies performed by the European Vasculitis Genetics Consortium have
revealed 4 genetically distinct syndromes within AAV — which are aligned with
autoantibody specificity, and better align with clinical phenotype, patient outcome
and treatment response than the traditional clinically-defined syndromes. GWAS
can therefore be a tool for enhancing patient stratification, and revealing new
insights into disease susceptibility and perhaps therapy.

Disclosure of Interest: None declared
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It’s your move: promoting physical activity in
people with RMD’s

SP0077 NEW INSIGHTS INTO STRATEGIES TO EFFECTIVELY

PROMOTE PHYSICAL ACTIVITY
K. Knittle. University of Helsinki, Helsinki, Finland

Physical activity is generally safe and beneficial for people with rheumatic dis-
eases. Despite this, people with rheumatic diseases commonly engage in physi-
cal activity at levels which fall below common recommendations. Recent
advances in behavioural science and health psychology offer healthcare profes-
sionals new tools and methods for promomting physical activity among people
with rheumatic conditions. This lecture will present the most recent evidence on
the interventions and behaviour change techniques that are most likely to
increase motivation for physical activity, help individuals translate their motivation
into action, and promote long-term maintenance of physical activity.

Disclosure of Interest: None declared
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SP0078 THE PATIENTS PERSPECTIVE ON PHYSICAL ACTIVITY

AND WORK PARTICIPATION IN RMDS

K. Hambly. School of Sport and Exercise Sciences, University of Kent, Medway,
UK

Fatigue and musculoskeletal symptoms are shared features of many rheumatic
and musculoskeletal diseases (RMDs) that often impact on physical activity and
work participation. Physical activity is particularly important in the management
and quality of life of people with RMDs. Participation in regular exercise can facili-
tate positive adaptations’, but people with RMDs tend to be less physically active
than the general population.? ®

Two hundred and sixty-eight individuals with antiphospholipid syndrome (APS)
participated in a cross-sectional online survey (85% female, mean age 47+11
years, 59% primary APS) on physical activity and exercise. It was found that 82%
of participants wanted to increase the amount of physical activity and exercise
that they do and 71% of participants were either motivated or very motivated to
participate in physical activity and exercise. However, a range of barriers to
increasing levels of physical activity and exercise were expressed as summarised
intable 1.

Abstract SP0078 — Table 1. What is preventing you from increasing the amount of physical
activity and exercise that you do?

Energy Levels Exhaustion, tiredness, no energy after work, ADLs draining,

‘payback’, fatigue, mentally and physically exhausted, stressful job

Symptoms Pain, aching, flare, muscle spasms, headaches, migraines,
stiffness
Bad falls, jelly legs, legs dead weight, balance, dizziness,
giddiness, loss of control, mobility, light headed, lack of strength
Level of fitness poor, lack of stamina/endurance, overweight,
deconditioned
Anxiety, depression, worry about side effects, stressful, scary,
uncertain what can do, not sure if safe, no willpower, no
motivation, no confidence, laziness, worry about negative effect on

Strength, balance and
mobility
Fitness

Psychological

work
Environment Resources, membership cost, travel costs
Time Lack of time, work, carer, dependents, family demands, life too

hectic, busy life, have to balance activities, do enough already

From a patient perspective, managing home and work priorities to get things done
without compromising health is a tricky task! Self-management is an important
skill for anyone with an RMD, but itis a challenging skill to learn as RMDs are often
unpredictable and the art of listening to your body takes time and experience. Hav-
ing the flexibility to adjust the cumulative load and stressors placed on your body
and mind in response to your current health status is crucial. Exercise interven-
tions need to be personalised and, importantly, be flexible so that they can be
easily adjusted to reflect the health uncertainties and disruptions associated with
many RMDs. These adjustments can be made to a variety of parameters including
scheduling, type of exercise, volume, frequency, intensity or duration all of which
need guidance for the patient. Flexibility can also be incorporated into work partici-
pation through changes to work tasks, location, start/finish times, breaks and
working from home. In many countries, it is now a legal right to request flexible
working and employers have legal obligations to provide reasonable adjustments
for individuals with health conditions such as RMDs.

In our APS study, two-thirds of people said that they had not been given any
advice regarding participation in physical activity and exercise and of those who
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had received advice only 30% thought they had received adequate advice. The
latest BMJ Best Practice for APS recommends in patient instructions “exercise
regularly’.) However, evidence from our study suggests that people are uncer-
tain as what physical activity they can or should do and the specifics of exercise in
terms of type, frequency, duration or intensity. People wanting to exercise looked
for guidance from health care professionals as well as online, but found a lack of
information regarding the types of exercise they should be doing and how to deter-
mine if they were doing too much or too strenuous exercise.
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SP0079 MAJOR ACHIEVEMENTS AND FUTURE CHALLENGES
IN PHYSICAL ACTIVITY

M.D. lversen, on behalf of Physical activity working group. Department of Physical
Therapy, Movement and Rehabilitation Sciences, Northeastern University, Bouve
College of Health Sciences, Boston, USA

Research demonstrates that physical activity and exercise yield numerous health
benefits for individuals with arthritis without adversely impacting joint health.
Despite these data, individuals with arthritis remain less physically active than
their healthy counterparts. Over the past decade, professional organisations and
researchers have synthesised these data and incorporated information on the
role of physical activity in management guidelines for clinicians and patients, and
developed public health campaigns to motivate individuals to become more physi-
cally active. Corporations and researchers have also created and launched new
software applications to measure, monitor, and promote physical activity for per-
sons with arthritis that are easy to use and readily accessible. This presentation
will highlight the major accomplishments related to the measurement of physical
activity, promotion of knowledge and self-management skills to promote physical
activity at the individual and population level and discuss future challenges
regarding the development of effective population-based and individualised inter-
ventions to improve physical activity engagement among individuals with arthritis.
Disclosure of Interest: None declared
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Data visualisation: tables and graphs for
publication and presentation |

SP0080 DATA VISUALISATION: TABLES AND GRAPHS FOR

PUBLICATION AND PRESENTATION

M. Boers. Epidemiology and Biostatistics; Amsterdam Rheumatology and
immunology Center, VU University Medical Center, Amsterdam, Netherlands

This workshop (held both on Thursday and on Friday) is an introduction to the prin-
ciples of good graph and table design as pioneered by Cleveland' and Tufte? and
updated by Few® so that the participant can better answer the following questions:
Which of the messages in my research results requires a graph or table?
Recognising how graphs improve on simple statistics and convey much more
information. Knowing when a table is better, or when to keep the data in the body
text.

How can | best convey the message?

Striving for clear vision by choice of graph, scaling, discrimination of data series,
minimising non-data ink, avoiding chart junk. Striving for clear understanding
through a balance between data and explanation. Using order, subheadings, for-
matting and rules to guide your reader through your table data.

Is my graph/table truthful?

Creating a direct proportion between graph and data quantities, avoiding forms
prone to misinterpretation, labels to prevent ambiguity; keeping data in context,
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avoiding more dimensions in the graph than in the data. Visualisation in Tables is
further discussed in my recent article that is freely downloadable.*

This year’s course will extend introductory material available via YouTube clips on
the ARD website (ard.com)! Direct link: https:/www.youtube.com/playlist?
list=PLXU14EQbU_V9JpmolAKsaCCOVjJzbxzAN

Note that you can also sign up for a special lecture,

“Theory of poster design and presentation” followed by a poster tour after the
session, devoted to poster design!

Session Title: EULAR Projects — Challenging Projects in Education and Training
Date/Time: Saturday 16.06.2018 08:30—10:00

Room: Room: E106/E107

Followed by Poster Tour, signup required!

REFERENCES:
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Challenges of patient organisations’ in the 21 st
century.

SP0081 PATIENT ORGANISATIONS’ CHALLENGES IN A WORLD

THAT IS GETTING OLDER - LESS — MORE COLOURFUL
W. Koesters. Independent, Bergheim, Germany

We have to see the demographic facts. The most important fact continues to be
the birth rate, that is, how many children are born in a country. Because only when
children are born, they can start their vocational training or go to college 16 to 18
years later and will be available as qualified workers a few years later. Only those
people can in turn have children and bring them up in a way that is sustainable.
Only those can become a member of a patient organisation, can be engaged
voluntarily.

When you look at the 28 countries in the EU, you will notice that on the one hand
the average birth rate is 1.55 (2013) while on the other hand there are still signifi-
cant differences even within Europe. To keep a population stable, we need 2.08
children per woman aged 15 to 49 years.

The consequences are evident: in almost all European countries the population
will shrink without further immigration from abroad or no longer grow on its own. In
almost all countries more people will die than be born. This will also have reper-
cussions on the ageing of society and naturally on the demand for products and
services too, but also on the potential labour force. This will have consequences
for patient organisations too.

At the same time the needs will change because in all countries people continue
to get older and live longer. In their old age they will therefore require services for
a longer period of time than previous generations: health, nursing care, culture,
leisure, housing, support and assistance, travel.

The economy, all companies and professions, the public health, the organisation
of daily life will have to face profound changes with long-term effects as well as the
associated challenges.

This also against the background of medical doctors becoming older and scarcer
as well.
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SP0082 HOW A USER-LED ORGANISATION FOR RMDS

ENABLES CITIZEN PARTICIPATION IN PORTUGAL
E.F. Mateus. Liga Portuguesa Contra As Doengas Reumaticas, Lisbon, Portugal

One of the first challenges faced by patients’ organisations may be to become a
user-led organisation. In Portugal, for instance, there is still a strong culture of
paternalistic relationship between doctors and patients, which can be a barrier
when it comes to recognising leadership skills in a patient. This means that
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achieving a user-led model within the organisation depends on a) at least one per-
son (patient or carer) feeling able to come forward and assume the leadership, b)
this person’s ability to gather more peers for the governing bodies, and c) that this
team is accepted by the members of the organisation who are used to the pater-
nalistic model. The important role of PARE and EULAR in providing tools and
opportunities for developing skills for the empowerment of patients in advocacy,
lobbying and as research partners, will be addressed in this lecture, since it can
contribute to overcome some of the identified barriers.

Another challenge may be that the desirable concept of patients’ organisations as
user-led organisations should be duly recognised, for their acknowledgement as
stakeholders in the decision-making processes, representing the people affected
by those processes. In Portugal, although the National Health Plan for 2012-2016
and its extension to 2020 considers citizenship-based strategies, the predicted
involvement of patients/citizens and their representatives, as a key strategic axis
to maximise health gains, had been limited to a couple initiatives without signifi-
cant patient or public. Several patient and citizen organisations have been advo-
cating for increased and meaningful involvement in health decision-making. In
2015, a working group was established with representatives from 13 patient
organisations (including the Portuguese League Against Rheumatic Diseases —
LPCDR), one consumer organisation and a research centre. The main objective
was to develop a Charter for Public Involvement in Health that could be widely
accepted and recognised by health stakeholders. However, the group also felt the
need to define a consensus on Eligibility Criteria for the Representation of People
with or without Disease in Health Decision-Making in Portugal. The final version of
the Charter was discussed with political and health stakeholders in a Forum held
at the Portuguese parliament that count about 150 participants. The document will
now be presented for a legislative procedure in Portugal and it has been accepted
in the public consultation on information to be considered during the preparation
of the draft guidelines on the effective implementation of the right to participate in
public affairs by the Office of the United Nations High Commissioner for Human
Rights (OHCHR). This lecture will also focus on lobbying with several tools, from
EULAR EU Affairs, Stene competition, PARE conferences and engagement pro-
gramme, to patients’ organisations networks, as a process for a user-led organisa-
tion to be acknowledged as such.

The final challenge to be addressed will be the need to empower the citizens’
involvement, through education, training and networking for patient advocacy,
patients’ involvement on health policy decision-making processes and on
research. Several empowerment tools to help applying the «users’» arguments
and getting involved in multiple areas, to improve access to care, social protection,
sustainability, citizens’ rights and patients’ quality of life will be presented.

This lecture aims to address some strategies, sharing the Portuguese League
Against Rheumatic Diseases (LPCDR) experience on engaging the «users»,
changing mindsets and tackling the citizen participation of people with Rheumatic
and Musculoskeletal Diseases (RMDs) in Portugal.
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SP0083 GAPS IN PATIENT TREATMENT — WHAT PATIENT

ORGANISATIONS CAN DO?

K. Koutsogianni, on behalf of the Arthritis Foundation of Crete. The Arthritis
Foundation of Crete, Heraklion, Crete, Greece

Background: Access to healthcare is a basic human right and one of the funda-
mental principles of European health systems, together with safety, quality, and
equity. Unfortunately due to economic crisis and the cuts in healthcare budgets in
many countries, inequalities in healthcare have been made worse. Furthermore
the healthcare systems are facing increasing demands due to demographic
change and the fact that the number of patients with chronic diseases is growing.
Objectives: To identify the inequalities in healthcare system and the degree to
which the standards of care are affected.

To outline patients organisations challenges in such a demanding environment
and their efforts to overcome the gaps in patients’ healthcare.

Methods: Describe the gaps in patients’ access to health care and the degree of
their satisfaction from the offered health care services as reflected by the relative
EPF survey conducted in 2016 among patients in European countries.

In these challenging conditions, patient organisations should help to fill the gaps
and suggest specific solutions by raising awareness about the problems of the
patients and the consequences of inadequate healthcare. At the same time they
should develop collaborations with the scientific and academic community as well
as with other patients’ organisations.

Conclusion: Patients with chronic and long term conditions have valuable experi-
ence as a result of their interaction with the healthcare system and can identify
important gaps and propose solutions in order to improve access to healthcare.
Disclosure of Interest: None declared
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The EULAR Exercise recommendations for

physical activity in people with inflammatory
arthritis and osteoarthritis

SP0084 WHY PHYSICAL ACTIVITY EXERCISE WORKS

M.D. Iversen. Department of Physical Therapy, Movement and Rehabilitation
Sciences, Northeastern University, Bouve College of Health Sciences, Boston,
USA

Pain, inflammation, and decreased physical function are consequences of muscu-
loskeletal disorders (MSDs), limiting patients’ daily activities and restricting their
participation in society. Physical activity and exercise have positive health effects
for the circulatory, digestive, endocrine, excretory, immune, integumentary, mus-
cular, nervous, respiratory and skeletal systems. Given the benefits of physical
activity and exercise, physical activity is a primary component of symptom man-
agement for individuals with musculoskeletal disorders. This presentation will
review the short- and long-term effects of physical activity and exercise in general
and specifically, for individuals with musculoskeletal disorders, with a focus on the
cardiovascular, immune and musculoskeletal systems.
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SP0085 THE EVIDENCE FOR PHYSICAL ACTIVITY IN

INFLAMMATORY ARTHRITIS AND OSTEOARTHRITIS

A.-K. Rausch'?, on behalf of Task Force Members of the EULAR endorsed project
“EULAR recommendations for physical activity in people with inflammatory arthritis
and osteoarthritis”. "Department of Orthopaedics, Rehabilitation and Physical
Therapy, Leiden University Medical Center, Leiden, Netherlands; ZInstitut of
Physiotherapy, Zurich University of Applied Sciences, Winterthur, Switzerland

Objective: To evaluate the effectiveness of physical activity in people with rheu-
matoid arthritis, spondyloarthritis and osteoarthritis.

Methods: A Systematic review and meta-analysis were performed searching he
databases Pubmed/Medline, CENTRAL, Embase, Web of Science, Emcare, Psy-
clnfo up to April 2017. We included randomised controlled trials (RCT)s in adults
(>18 years) with rheumatoid arthritis (RA), spondyloarthritis (SpA) and osteoar-
thritis (OA) investigating the effect of exercise or physical activity (PA) promotion
on cardiovascular fitness, muscle strength, flexibility, neuromotor performance,
and daily PA. Additionally we applied public health recommendations for PA
based on the American College of Sports Medicine (ACSM) principles for effective
interventions. Outcomes included assessments done directly after the interven-
tion; If suitable, pooled in a meta-analysis using a random-effect model presented
as standardised mean difference (SMD). Study registration in PROSPERO
(CRD42017082131).

Results: The systematic review included 63 RCTs, of which 44 (3469 people with
RA, SpA, OA) were included in the meta-analysis. Moderate effects were found of
aerobic exercises and resistance training on cardiovascular fitness (SMD 0.6
(95% CI 0.38 to 0.81)) and muscle strength (SMD 0.54 (95% Cl 0.35 to 0.72))
respectively, but no effect of combined exercises on flexibility (SMD 0.12 (95% Cl
—0.16 to 0.41)). PA promotion interventions produced a small increase in PA
behaviour (SMD 0.21 (95% CI10.03 to 0.38)).

Conclusion: Exercising and PA promotion according to public recommendations
for PA were effective on cardiovascular fitness and muscle strength, with moder-
ate, and thus clinically relevant effect sizes in people with SpA, RA and OA.
Disclosure of Interest: None declared
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THE DEVELOPMENT AND PURPOSE OF THE EULAR
RECOMMENDATIONS FOR PHYSICAL ACTIVITY IN
PEOPLE WITH INFLAMMATORY ARTHRITIS AND
OSTEOARTHRITIS

K. Niedermann, on behalf of Task Force of the project “EULAR recommendations
for physical activity in people with inflammatory arthritis and osteoarthritis”. School
of Health Professions, Zurich University of Applied Sciences, Winterthur,
Switzerland

Objective: Regular physical activity (PA) is increasingly promoted for people with
rheumatic and musculoskeletal diseases as well as the general population. We
evaluated if the public health recommendations for PA are applicable for people
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with inflammatory arthritis (iA; Rheumatoid Arthritis and Spondyloarthritis) and
osteoarthritis (OA) in order to develop evidence-based recommendations for
advice and guidance on PA in clinical practice.

Methods: The EULAR standardised operating procedures for the development of
recommendations were followed. A task force (including rheumatologists, other
medical specialists and physicians, health professionals, patients and methodolo-
gists) from 16 countries met twice. In the first task force meeting, 13 research
questions to support a systematic literature review (SLR) were identified and
defined. In the second meeting, the SLR evidence was presented and discussed
before the recommendations, research agenda and education agenda were
formulated.

Results: The task force developed and agreed on four overarching principles and
ten recommendations for PA in people with iA and OA. The mean level of agree-
ment between the task force members ranged between 9.8 to 8.8. Given the evi-
dence for its effectiveness, feasibility and safety, PA is advocated as an integral
part of standard care throughout the course of these diseases. Finally, the task
force agreed on a related research and education agenda.

Conclusion: Evidence and expert opinion inform these recommendations to pro-
vide guidance in the development, conduct and evaluation of PA interventions
and promotion in patients with iA and OA. It is advised that these recommenda-
tions should be implemented considering individual needs and national health
systems.
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HOW TO DEAL WITH CARDIOVASCULAR RISK
FACTORS FOR PHYSICAL ACTIVITY AND IMPLEMENT
THE PA RECOMMENDATIONS IN THE
RHEUMATOLOGIC PRACTICE?

M. Nurmohamed, on behalf of E-RAC study Group: Edelaar L, van der Esch M,
Nurmohamed M. Amsterdam Rheumatology immunology Center | VUmc and
Reade, Amsterdam, Netherlands

How to deal with cardiovascular risk factors for physical activity and implement
the PA recommendations in the rheumatologic practice?

Nowadays, physical activity is increasingly advocated not only for the general
population but also for patients with inflammatory arthritis as well as osteoarthritis.
Generally, physical activity has favourable effects on cardiovascular risk factors.
A recent systematic review revealed moderate , statistically significant improve-
ments in blood pressure, LDL-cholesterol , and total cholesterol levels after about
one year (additional) physical activity. Also the BMI improved and the effects
appear to be a dose-related but not with all cardiovascular risk factors.Neverthe-
less, these favourable modest effects on cardiovascular risk factors could result in
a clinically relevant reduction of cardiovascular events, provided that the physical
activity remains enhanced albeit that thus far the evidence towards a reduction of
cardiovascular events is not equivocal.

It is important to realise that this review generally comprised persons without car-
diovascular disease or risk factors for cardiovascular disease. It's well known that
(very) high intensity exercise results in a small absolute increase of myocardial
infarction in comparison to those who have less strenuous physical exertion. The
risk is the highest in those who exercised less than one time per week.

Therefore, the American College of Sports Medicine (ACSM) developed an exer-
cise preparticipation health screening process to mitigate these risks. Recommen-
dations were developed for those 1) who should receive medical permission
before starting a physical exercise program 2) with clinically significant disease(s)
who may benefit from physical activity under medical supervision and 3) with med-
ical conditions that excludes them from participation in physical activity programs.
The health screening advices of the ASCM are based on an health screening logic
model for aerobic exercise participation that takes the current level of physical
activity, 2) presence of signs or symptoms and/or known cardiovascular disease/
risk factors and 3) desired physical activity into account.

However, the ASCM guidelines do not apply for patients with inflammatory joint
disorders such as rheumatoid arthritis (RA). RA is associated with increased over-
all mortality compared to the general population, with cardiovascular diseases as
one of the main causes.

The optimisation of management of cardiovascular risk in RA patients is an impor-
tant aim in the treatment. Active counselling is indispensable, including also atten-
tion to exercise, particularly in RA patients with a high CV risk, defined as a
10 year CV risk of 20% or higher. Physical exercise for these patients is neces-
sary and challenging since professionals should take multiple factors into
account, such as comorbid conditions related to CV risk (e.g. hypertension, diabe-
tes mellitus and obesity). However, the effects of exercise therapy on CV risk in
RA patients are unknown and the required intensity is also unknown.



24 Thursday, 14 June 2018

Therefore, we are currently developing a tailor-made exercise therapy program
for these complex patients that will evaluate the effects of exercise therapy on car-
diorespiratory fitness and several secondary outcomes.
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SP0088 THE IMPORTANCE TO DIFFERENTIATE NORMAL FROM
ABNORMAL CAPILLAROSCOPIC IMAGES FOR AN
EARLY DIAGNOSIS OF DISEASE

V. Smith"2, on behalf of the EULAR Study Group on microcirculation in Rheumatic
diseases. 'Department of Rheumatology, Ghent University Hospital; ?Department
of Internal Medicine, Ghent University, Ghent, Belgium

Medical doctors frequently get patients with Raynaud’s phenomenon (RP), a fre-
quent symptom in the general population, referred. The importance of distinguish-
ing normal capillaroscopic findings from (pathognomonic) abnormal (pathological)
findings, lies in the fact that this distinction allows the differentiation between a pri-
mary RP (not connected to any connective tissue disease [CTD]) from a secon-
dary RP due to systemic sclerosis (SSc) and diseases of the scleroderma
spectrum.

What is normal in primary RP?

A normal capillaroscopic pattern, by qualitative assessment, is characterised by a
homogeneous distribution of hairpin shaped capillaries as a “comb-like structure”,
with a density of between 9-14 capillaries per mm. Yet, there exists a wide intra-
and inter-individual variety in a normal population which will be discussed in this
session.

What is pathognomonic abnormal in patients with RP due to SSc?

Patients with the RP who have an underlying clinically recognisable (=with skin
involvement) SSc show a very characteristic combination of capillary abnormal-
ities in the nailfold, which can easily be assessed through qualitative assessment
(=pattern recognition). Maricq et al. described last century, with the widefield tech-
nique (magnification X12—14) the scleroderma pattern. This pathognomonic com-
bination contains the following: a striking widening of all three segments of the
capillary loop (arterial, venous and intermediate), loss of capillaries and disorgani-
sation of the nailfold capillary bed. Many branched “bushy” capillaries may also be
observed.

In 2000, Cutolo et al. qualitatively assessed the nailfolds of an SSc cohort with
patients fulfilling the American College of Rheumatology (ACR) criteria for SSc
with the nailfold videocapillaroscopic (NVC) technique (magnification X200).
According to the different proportions of the hallmark parameters of the sclero-
derma pattern (giants, capillary loss, haemorrhages and (neo) angiogenesis
Cutolo et al. defined three patterns “early”, “active” and “late”.

The central role of capillaroscopy in distinction between a primary and secondary
RP due to SSc is reflected by the fact that capillaroscopy is one of the new ACR/
EULAR criteria for classifying a patient as having SSc.

Besides playing a paramount role in distinguishing a primary from secondary RP,
capillaroscopy has an additional role. It can inform the rheumatologist dealing with
a patient population with merely the RP and no other signs of a CTD, who will
futurely develop SSc. This role is reflected by capillaroscopy playing a central role
in the LeRoy and VEDOSS criteria for (very) early diagnosis of SSc.

What about capillaroscopic morphology in connective tissue diseases other than
SSc?

No large scale prospective cohorts exist describing capillaroscopic morphology in
connective tissue diseases other than SSc. Moreover, several morphologic
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definitions exist across literature of different schools. The EULAR Study Group on
microcirculation in Rheumatic diseases was set up in 2014 to tackle, in between
others these working points.

SUGGESTED FURTHER READING:

[1] Cutolo M, et al. Rheumatology (oxford) 2018. doi:10.1093/rheumatology/
kex460. [Epub ahead of print].

[2] Smith V, et al. Rheumatology (oxford) 2016;55(5):883—-90.

[38] Cutolo M, et al. Autoimmun Rev 2018. doi:10.1016/j.autrev.2017.11.025.
[Epub ahead of print].
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SP0089 HOW TO DISTINGUISH THE MAJOR CAPILLAROSCOPIC

PATTERNS

A.L. Herrick. University of Manchester, Manchester, UK

The most well-known pattern of capillaroscopic abnormality is the ‘systemic scle-
rosis-pattern’, characterised by dilated capillary loops, areas of avascularity, hae-
morrhages and distortion of the normal nailfold architecture. Cutolo and
colleagues have described three patterns within this spectrum: ‘early’, ‘active’ and
‘late’, on the basis of numbers of giant capillaries and of microhaemorrhages, the
extent of capillary loss and of disorganisation of the capillary architecture, and the
presence of angiogenesis. Systemic sclerosis-pattern abnormalities are also
seen in patients with inflammatory muscle disease, especially in those with der-
matomyositis, when areas of angiogenesis (‘bushy’ or ‘ramified’ capillaries), are
very commonly seen.

Abnormalities have also been described in other diseases, but these are less spe-
cific. This lecture will illustrate the different patterns of abnormality with a focus on
systemic sclerosis and inflammatory muscle disease. Capillaroscopic patterns
which have been reported in systemic lupus erythematosus, antiphospholipid syn-
drome, and childhood connective tissue diseases will also be described.

REFERENCE:
[1] Cutolo M, Sulli A, Smith V. How to perform and interpret capillaroscopy.
Best Practice Res Clin Rheumatol 2013; 27:237—-48.
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SP0090 US FOR PULLEY LESIONS — CLINICAL RELEVANCE

1. Médller, on behalf of the EULAR Study Group on microcirculation in Rheumatic
diseases. Rheumatology, anatomy, Instituto Poal de Reumatologia, Universidad de
Barcelona, Spain

In the human body the pulleys are represented as structures that change the path
of a tendon as they pass over them. The pulleys are composed of fibrocartilage
(finger pulleys), cartilage (trochlea of the eye), ligament (extensor retinaculum) or
bone (lateral malleolus). The clinical relevance of the pulleys of the flexor digito-
rum tendons (FDT) of the hand is indisputable in that it affects the flexion and
excursion efficiency of the FDT and can generate pain. This system is composed
of the transverse carpal ligament, the palmar aponeurosis pulley, and the digital
flexor pulley system. There is some controversy about the functional relevance of
the injury of the different FDT pulleys including the palmar aponeurotic pulley.
Pulleys can be affected by different conditions including chondroid metaplasia,
tenosynovial ganglions, traumatic or inflammatory lesions of the FDT sheet, sport
practice or work activities. Changes in thickness have recently been identified in
flexor pulleys in patients with psoriasis arthropathy with a history of dactylitis and
have been related to the so-called Koebner response.

Musculoskeletal ultrasound allows the visualisation of these structures statically
and dynamically while at the same time it is an instrument to increase the preci-
sion in steroid injection of the trigger finger when is needed
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SP0091 US FOR PERIPHERAL NERVE ENTRAPMENTS + DEMO

D.A. Bong'*, on behalf of Eular Working Group-anatomy for the Image. " Instituto
Poal de Reumatologia, Barcelona; 2Facultat de Medicina, Universitat de Barcelona,
Spain

Symptoms related to entrapment of the peripheral nerves of the upper and lower
extremity are common in rheumatologic practice and are often misinterpreted as
articular or non neurologic periarticular pathology. Owing to the varible trajectory
and mobility of the peripheral nerves, high resolution musculoskeletal ultrasound
(US) has many advantages over other imaging modalities including superior reso-
lution, ability to perform a dynamic real-time examination, precise sonopalpation
and comparison with the contralateral structures. Its availability, relative ease of
application in experienced hands and tolerance argue for its use as the initial
“intervention” when compared to electrophysiologic testing. Large, medium and
many smaller nerves can be imaged directly (along with the musculoskeletal ter-
rain through which they pass ) depending on the quality of the instrumentation,
skill and anatomic knowledge of the sonographer. Even pathologic involvement of
smallest “nonvisualized” small nerves may be deduced by secondary changes of
the innervated musculature, the so-called “echo-myogram”. Obviously a thorough
knowledge of the peripheral neuroanatomy and musculuskeletal relationships
along the nerve trajectory is the key to an enhanced and reliable evaluation. This
presentation will focus on the principles of neuro-sonoanatomy of the major
peripheral nerve of the extremities and the fundamentals of the peripheral nerve
US examination will be demonstrated.
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SP0092 US FOR SCORING SJOGREN DISEASE

S. Jousse-Joulin, on behalf of omeract task force. rheumatology, cavale blanche
hospital, brest, France

Sjogren’s syndrome (SS) is a chronic autoimmune inflammatory disorder of exo-
crine glands. lts diagnosis relies on solely a combination of clinical and laboratory
findings. Recently, new imaging techniques as MRI or ultrasound, known to be
less invasive than sialography have shown a good sensitivity and specificity to
detect structural abnormalities in pSS. Ultrasonography of the salivary glands
(SGUS) appears to be the most attractive imaging approach: it is an inexpensive
commonly available noninvasive technique that does not cause complications
and inconvenience to the patient, although the data are somewhat conflicting. A
systematic literature review has highlighted the main keypoints to validate salivary
glands ultrasonography has an outcome measure in particular, there are limited
data describing a standardised scanning method and standardised definitions of
US gland pathologies.‘ Until now, both parotid glands and submandibular glands
were assessed using a scoring system first developed by de Vita et al.(,” later
modified by other investigators. Five scoring systems are now published which
are frequently modified by different operators™ *° but their reliability were not
always evaluated. In order to use SGUS in clinical routine, we need to have stand-
ardisation of the US procedure to assess SG and to be capable to have a simple
and reliable score to rate structural damage of each. A SGUS OMERACT task
force was created in 2016 and produce consensual US definitions of the 6 major
salivary glands and a semi quantitative scoring. The intra and inter reliability of
this scoring between international experts showed good inter reliability and excel-
lent intra reliability. We will present to you the definitions and the new semi quanti-
tative scoring with a live demo.
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Immune senescence and ageing

SP0093 RESETTING THE IMMUNE SYSTEM IN AUTOIMMUNITY

E. Van Wiik. Laboratory of Translational Inmunology, University Medical Centre
Utrecht, Utrecht, Netherlands

Autologous hematopoietic stem cell transplantation (HSCT) is a last resort treat-
ment for refractory autoimmune patients and the only therapy so far that can
induce long-term drug-free remission in these patients. Understanding the mecha-
nisms responsible for this regained immune tolerance may help to develop other,
less aggressive immune-mediated interventions with a similar outcome. Although
the underlying mechanisms are incompletely understood, extensive immune abla-
tion followed by autologous stem cell infusion seems to be able to rewire a faulty
immune system. Itis so far unknown which cells need to be removed prior to autol-
ogous transplantation and which cells are important in controlling disease after
transplantation. We have previously shown that transplantation restores immune
tolerance by renewal and modulation of both the CD4 effector T cell (Teff) and
FOXP3 Treg compartment in a proteoglycan induced arthritis (PGIA) mouse
model. In the human setting we further looked into T cell renewal by TCR CDR3 b
chain repertoire sequencing prior to and post HSCT of juvenile idiopathic arthritis
and dermatomyositis patients. We found that TCR beta chain diversity of Treg
was highly restricted prior to transplantation and that the TCR b chain diversity of
Treg increased post-transplantation. The TCR beta chain diversity of the CD4
non-Treg compartment also expanded after aSCT, although not as strikingly as
the Treg compartment, indicating that the Treg compartment is more affected.
Interestingly, in patients these highly dominant T(reg) cell clones persist over time
and (locally) expand with every relapse of disease. The question is now how
HSCT or related therapies can efficiently target and stimulate T cell renewal in
chronic autoimmune inflammation, with limited toxicity.
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SP0094 NEW INSIGHTS INTO ANTIBODY-BASED THERAPIES
AND DISEASE SUSCEPTIBILITIES REVEALED BY
MICROSCOPY OF HUMAN NK CELLS

D.M. Davis. Manchester Collaborative Centre for Inflammation Research,
University of Manchester, Manchester, UK

Background: Natural Killer (NK) cells express the Fc receptor CD16 (FcyRllla),
which can trigger antibody-dependant cellular cytotoxicity (ADCC) against opson-
ized cells. ADCC is clinically important as one of the mechanisms by which thera-
peutic antibodies work. The anti-CD20 mAb rituximab is, for example, widely used
for targeting B cells in treatments of autoimmune disease and non-Hodgkin’s lym-
phoma. Here, we set out to study individual NK cell-target cell interactions by
microscopy to determine what happens as NK cells meet different target cells
sequentially, some opsonised and some not.

In addition, genetic diversity in human NK cell receptors has been linked with
resistance and susceptibility to many diseases, but underlying mechanisms
remain unclear. The effect of this genetic diversity on the cell surface organisation
and signalling of receptors is a major unknown. Thus, we set out to study the
organisation and signalling of inhibitory Killer Ig-like receptors (KIR) encoded by
different genes and alleles using super-resolution microscopy.

Results: We found that repeated activation via CD16 decreased the amount of
perforin secreted. However, perforin secretion was restored upon subsequent
activation via a different NK cell activating receptor, NKG2D. Repeated stimula-
tion via NKG2D also decreased perforin secretion but this was not rescued by
stimulation via CD16. These different outcomes of sequential stimulation could be
accounted for by shedding of CD16 being triggered by cellular activation. Shed-
ding of CD16 shedding also increased NK cell motility and allowed for detachment
of NK cells from target cells. In turn, this aided NK cell survival and boosted serial
engagement of target cells.

In addition, we report that inhibitory NK cell receptors encoded by different genes
and alleles organise differently at the surface of primary human NK cells. In partic-
ular, expression level has major effects on receptor organisation. KIR that are
expressed at a low level assemble in smaller clusters than KIR that are highly
expressed. Unexpectedly, upon receptor triggering, low-expressed receptors in
smaller clusters generate more phosphorylated Crk than highly expressed
receptors.
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Conclusions: (' Shedding of the Fc receptor CD16 has an unexpectedly complex
impact on NK cell responses. Shedding this receptor renders NK cells less potent
at CD16-mediated activation, as expected, but promotes the detachment from
opsonized targets to aid sequential target cell surveillance. Thus, counter-intui-
tively, shedding of Fc receptor CD16 can positively impact immune responses.

(% Genetic variation modulates the nanoscale organisation of inhibitory NK cell
receptors, which in turn impacts receptor signalling. This may be important in how
genetic variation impacts immune responses and disease susceptibilities.
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SP0095 INFLAMMATORY CYTOKINES AS KEY MESSENGERS

OF THE IMMUNE SYSTEM

M.I. Koenders. Experimental Rheumatology, Radboud university medical center,
Nijmegen, Netherlands

Intercellular communication is mediated by direct cell contact as well as via solu-
ble factors like cytokines. Cytokines are signalling proteins that bind to a receptor
on a recipient cell, thereby activating an intracellular signalling pathway. This in
turn may affect various biological functions like activation, differentiation or prolif-
eration of the cell.

In this lecture, the role of inflammatory cytokines as key messengers of the
immune system will be discussed. Targeting of hallmark cytokines in rheumatic
diseases, like TNF, IL-6, GM-CSF, and IL-17, has changed the therapeutic land-
scape, and novel pro-inflammatory cytokines are currently under investigation as
therapeutic targets. Furthermore, anti-inflammatory cytokines may be applied as
therapeutic agents.

Cytokines act on the innate and adaptive immune system, as well as on non-
immune cells. How exactly do these key messengers control our immune system
in health and disease?

To unravel the cytokine network that drives the dysregulated immune system in
rheumatic diseases, findings from in vitro studies, animal experiments and clinical
trials will be combined.
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SP0096 ADVANCES IN THE MANAGEMENT OF OSTEOPOROSIS

C. Roux. Rhumatologie, Hopital Cochin , Paris, France

The number of fractures related to osteoporosis is expected to increase in the
next few decades, because of the increasing number of frail elderly patients at
high risk of falls and fractures. Guidelines are available worldwide for the screen-
ing of patients at high risk of fracture, and for appropriate treatment including non
pharmacological treatments for falls prevention: A number of questions will be dis-
cussed during the session. Why should we treat? Because the burden of osteopo-
rosis is related to fractures, and their consequences on morbidity, and even on
mortality for the more severe ones. When should we treat? There is an immediate
increase of sustaining a new fracture in the 2-3 years following a first one; this rep-
resents a unique window of opportunity for treatment. How should we treat? Treat-
ments are effective in prevention of fracture, and re fracture, providing that we use
the more effective treatment, with the appropriate sequences. How long should
we treat? The treat to target strategy must be used in patients having a low bone
mineral density, and obtaining a T score above — 2 is a reachable target. A current
challenge is the patients’ view on side effects of the treatments; although they are
very rare, their perception is very high. A number of qualitative studies sought to
assess patients’ fears and beliefs and provide wordings to clarify the fracture risk
concept. The prevention of fragility fractures is now within our reach.

Disclosure of Interest: None declared

DOI: 10.1136/annrheumdis-2018-eular.7809

SP0097 CHECK-POINT INHIBITORS: WHAT ARE THEY USED
FOR, ABOUT SIDE-EFFECTS AND PREDICTION OF
EFFICACY

E. Kapiteijn. Medical Oncology, LUMC, Leiden, Netherlands

The development of immune checkpoint inhibitors targeting cytotoxic T-lympho-
cyte antigen 4 (CTLA-4), programmed cell death-1 (PD-1) and programmed
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death-ligand 1 (PD-L1) have significantly improved the treatment of a variety of
metastasized cancers, such as melanoma, lung cancer, renal and bladder cancer.
Immune checkpoint inhibitors enhance antitumor immunity by blocking negative
regulators of T-cell function that exist both on immune cells and on tumour cells.
Although these agents can lead to remarkable responses, their use can also be
associated with unique immune-related adverse effects (irAEs).

Consensus guidelines regarding the treatment of the most common irAEs includ-
ing rash, colitis, hepatitis, endocrinopathies, and pneumonitis have been estab-
lished. The mainstay of irAE treatment consists of immunosuppression with
corticosteroids or other immunosuppressant agents such as infliximab; most
irAEs will resolve with appropriate management.

Nevertheless, a substantial proportion of patients treated with checkpoint inhibi-
tors do not respond. Several markers have shown promising predictive value,
including baseline and post-treatment changes in leucocyte counts, lactate dehy-
drogenase and C-reactive protein. To date, research on routinely available blood,
biopsies and clinical markers has focused primarily on checkpoint inhibitors use in
melanoma and lung cancer, but preliminary evidence is emerging for other cancer
types.
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SP0098 HOT SESSION: IMMUNE RELATED ADVERSE EVENTS
FROM CHECKPOINT INHIBITOR THERAPY

L. Calabrese, on behalf of IRaeS eular. Rheumatology, Cleveland Clinic, -
Cleveland, USA

Advances in cancer immunotherapy have made it now one of the cornerstones of
care for patients with malignancies. Much of these advances have come through
the development of checkpoint inhibitors which target negative regulatory signals
in the adaptive immune response leading to re-invigoration of cell mediated
immunity which had become suppressed or exhausted within the tumoral environ-
ment. With such reinvigorated immune response a collateral effect has been the
development of autoimmune and or autoinflammatory complications (known as
immune related adverse events or irAEs) seen in virtually every organ system.
Among these are rheumatic complications estimated to observe in 4%—7% of the
exposed population and often requiring acute and chronic immunosuppression to
adequately manage. Numerous rheumatic irAEs have been reported the most
common of which is inflammatory arthritis as well as myositis, PMR, vasculitis and
sicca and others. Rheumatologists are now increasingly seeing such patients as
the proliferation of checkpoint therapy increases (three are estimated to be sev-
eral hundred thousand patients on such therapy in the US with another 1 00 000
patients in varying clinical trial of cancer immunotherapeutics). irAEs in general
have been posited to be the potential Achilles heel of cancer immunotherapy.
Rheumatologist will be increasing called upon to take key roles in the manage-
ment of irAEs with a broad spectrum of immunosuppressive and targeted
therapies.
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SP0099 A CASE OF PAINFUL DYSPNEA

M. Gatto. Unit of Rheumatology, University of Padova, Padova, ltaly

A 20-year-old female patient was admitted to ER due to dyspnea and stinging
chest and interscapular pain, associated with neck pain worsened by physical
exercise.

She reported worsening of respiratory symptoms in the past ten days and con-
comitant onset of acrocyanosis. At physical examination she displayed tachycar-
dia and tachypnea, no abnormalities at lung auscultation, with oxygen saturation
94% at pulse oxymeter. Arterial blood gas tests showed a decreased pO2 and
pCO2. Urgent blood examination showed low leucocyte count 2900/mm3 and
mild normocytic anaemia Hb 10.8 g/dl. Due to chest pain, dyspnea and concomi-
tant gas findings, a CT scan was prompted in the suspicion of pulmonary embo-
lism, yet no vascular abnormalities were shown, but a small rim of pleural fluid at
the right base.

The patient was admitted to Internal medicine department where she underwent
pulmonary function tests showing a restrictive respiratory pattern with decreased
TLCO and but normal KCO. HRCT was performed ruling out interstitial lung dis-
ease. Elevation of right emidiaphgram was shown at AP imaging.
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Upcoming blood and urine analysis showed increased serum creatinine with pro-
teinuria 1 g/day and hematuria. Following interdisciplinary consultation immuno-
logic investigations were performed showing elevated titres of ANA, anti-dsDNA
and decreased complement levels.

The patient was diagnosed with SLE with shrinking lung and active renal involve-
ment and was referred to Rheumatology Unit where treatment was initiated with
prednisone 0.5 mg/kg/day and mycophenolate mofetil 2 g/day. Respiratory symp-
toms as well as pulmonary function tests improved within some days after initia-
tion of steroid treatment.

After 12 months the patient displayed still abnormally restrictive respiratory pattern
at pulmonary function tests, despite clinical improvement. She was also displaying
proteinuria 0.8 g/day with active urinary sediment and rising anti-dsDNA antibod-
ies. Thus, she underwent Rituximab 1 g 2 weeks apart with subsequent improve-
ment of both renal and respiratory signs and symptoms. Improvement remained
stable at 2 years.
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SP0100 NEUROPSYCHIATRIC LUPUS OR NOT?

A. Fanouriakis. Rheumatology and Clinical Immunology, 4th Department of Internal
Medicine, “Attikon” University Hospital, Athens, Greece

A 30 year old woman with a 10 year history of SLE was admitted in the Emer-
gency Department with severe headache, drowsiness and vertigo. Brain magnetic
resonance imaging revealed an extensive ischaemic stroke in the cerebellum.
During the month prior to the episode, the patient had not been feeling well, com-
plaining for arthralgias, fatigue, hair-loss, low grade-fever and the progressively
deteriorating headache.

Should this patient's ischaemic stroke be attributed to lupus? Moreover, if yes,
does it represent a thrombotic or an inflammatory process?

The second patient, a 38 year old woman of Asian descent, was referred to our
Unit due to refractory seizures and status epilepticus for the past two years. On ini-
tial presentation, she had fever, mild leukopenia, low C3 and C4 levels and posi-
tive ANA (titer 1:320). She had been previously treated by different neurologists,
with a combination of antiepileptic drugs, with no success. Brain magnetic reso-
nance imaging was repeatedly unremarkable and electroencephalogram
revealed mild epileptiform changes.

Does this patient represent a case of bona fide neuropsychiatric lupus?
Disclosure of Interest: None declared
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Understanding the language of basic research,
epidemiology and health services articles

SP0101 UNDERSTANDING THE LANGUAGE OF EPIDEMIOLOGY

ARTICLES
W.G. Dixon. The University of Manchester, Manchester, UK

‘Clinical and Epidemiological Research’ is one of two headings for original articles
in the Annals of Rheumatic Disease. But what is epidemiological research? What
do all those different types of bias mean? And what do all of those bizarre statisti-
cal terms mean? How can | make sense of the research, and how is it relevant to
my practice? Answer: Attend the lecture and find out.

Disclosure of Interest: W. Dixon Consultant for: Google, Bayer

DOI: 10.1136/annrheumdis-2018-eular.7801

SP0102 UNDERSTANDING THE LANGUAGE OF HEALTH

SERVICES ARTICLES
L. Carmona. IMusc, Madrid, Spain

The only difference of Health services Research with other types of research is
the study unit observed. This goes beyond individuals and it may likely refer to
doctors, their clinics, or even countries. We still need to work on hypotheses,
although some exploratory research can be done; and we always need to start
with a research question. If you are unable to find a research question in an origi-
nal article, remember: stop reading. We will review some of the top questions
answered by health services research, such as performance of doctors and serv-
ices, efficacy of complex interventions, and inequalities. In addition, we will review
basic concepts, such as what is an indicator, very frequently used as outcome
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measures, or what makes a best practice, as well as some special difficulties,
such as multilevel (AKA hierarchical) models or instrumental variables. To end,
we will review basic concepts in qualitative research, needed to understand the
papers dealing with health services research.

Disclosure of Interest: None declared
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Joint EULAR - ESSR session on: The role of MR
imaging in rheumatic diseases and its clinical

implications

SP0103 INDICATIONS AND CLINICAL IMPLICATIONS OF MR
IMAGING IN RA

B. Ostendorf. Rheumatology, Dept. of Rheumatology and Hiller-Institute for
Experimental Rheumatology, Dusseldorf, Germany

In clinical practice, rheumatologists most frequently use imaging techniques to
explore bone and soft-tissue involvement in RA. MRI is the best noninvasive,
observer-independent imaging modality technique that has advantages over clini-
cal examination and conventional radiographs for assessing joint damage and
soft tissue inflammation, which are common features even in the earliest stages of
RA. MRI provides multiplanar images with a high degree of resolution without ion-
ising radiation. Based on these characteristics, MRl identifies early signs of arthri-
tis where other imaging modalities failed. Main indications for MRI in RA
consequently are to determine joint involvement, differential diagnosis and early
diagnosis of inflammation, such as synovial changes, changes in tendon sheaths
and bursae, as well as bone marrow oedema (BME), not detected by clinical
examination, BME even also not by ultrasound. The presence of BME has added
benefits to modern diagnostic criteria, and anti-citrullinated peptide antibody posi-
tive patients have demonstrated higher osteitis scores. Additionally, MRI helps to
assess and define prognosis and outcome, because synovitis and BME are risk
factors for the progression of structural changes. Growing data on the validity of
MRI in predicting and assessment of treatment response are available as well.
Recent evidence has demonstrated that MRI inflammatory parameters are fre-
quent findings in RA with clinical remission and low disease activity states, which
has impact on treatment changes. MRI helps to identify at-risk individuals with
arthralgia without clinical arthritis, furthermore these patients with defined RA and
high risk for disease progression leading to therapy escalation and also may limit
unnecessary treatment with potentially expensive biologic drugs. Studies that
directly assess how MRI use in clinical care might even influence decision making,
quality of care and cost effective delivery of that care. Clinical studies answering
these questions of regular use of MRl are warranted.
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SP0104 INDICATIONS AND CLINICAL IMPLICATIONS OF
MAGNETIC RESONANCE IMAGING IN
SPONDYLOARTHRITS

M. @stergaard. Copenhagen Center for Arthritis Research, Copenhagen University
Hospital Rigshospitalet, Glostrup, Denmark

Axial spondyloarthritis (axSpA) is a chronic inflammatory disease that affects the
sacroiliac joints and the spine. Whereas early disease is characterised by inflam-
mation, severe structural damage may occur later in the disease course.

Magnetic resonance imaging (MRI) can detect inflammatory lesions (bone mar-
row oedema (BME)/osteitis), and structural lesions (erosions, bone spurs, ankylo-
sis and fat metaplasia).

In patients suspected for axial spondyloarthritis (axSpA) in clinical practice, MRI
has a key role for early diagnosis of axial SpA, since MRl is by far the best avail-
able method for early detection of inflammation in the spine and sacroiliac joints.
MRI is also more sensitive and accurate for assessment of structural sacroiliac
changes than conventional radiography. Differential diagnoses, including anatom-
ical variations, degenerative disease, osteitis condensans ilii, infections and
others, should of course always be considered.

In patients with diagnosed axial SpA, MRI is the method of choice for sensitive
objective monitoring of axial inflammation, and also peripheral inflammation and
damage can be assessed. Whole-body MRI is a promising method, which may
become important for simultaneous assessment of axial and peripheral disease
manifestations in one examination. Furthermore, MRI can provide information
which may help predict the response to therapy and the risk of subsequent pro-
gression of structural damage.
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The present talk will describe the indications and implications of using MRI in
spondyloarthritis in the diagnosis and management of SpA, taking a starting point
in the “EULAR recommendations for the use of imaging in the diagnosis and man-
agement of spondyloarthritis in clinical practice”; Mandl et al, Ann Rheum Dis
2015 74:1327-1339), the “Recommendations of the ESSR Arthritis Subcommit-
tee for the Use of Magnetic Resonance Imaging in Musculoskeletal Rheumatic
Diseases”; Sudot-Szopinska et al, Semin Musculoskelet Radiol 2015 19:396—
411) and the recent update from The Assessment in SpondyloArthritis Interna-
tional Society (ASAS) MRI working group; Lambert et al. Ann Rheum Dis 2016
75:1958-1963). However, selected data from important clinical studies will also
be described.
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SP0105 MRI IN EARLY AND ESTABLISHED SPA: WHAT IS THE

ADDED VALUE?

I. Eshed. Diagnostic Imaging, Sheba Medical Center, Ramat Gan, Israel

MRI of the sacroiliac joints (SIJ) and of the spine has revolutionised diagnosis of
early spondyloarthritis (SpA).

With its high contrast resolution, it is able to detect inflammation of the SIJ in its
early stage before structural damage occurs. The introduction of biological drugs
from the has further emphasised the need for early diagnosis of sacrailiitis. Since
the treatment is to be used in a narrow window of opportunity to reach disease
control, MRI was rapidly embraced as a dominant diagnostic tool and at the same
time included into the classification criteria for axSpA becoming the cornerstone
of SpA diagnosis. In this presentation, the early and more established imaging
characteristics of sacraoiliitis will be discussed in context of other imaging modal-
ities and potential differential diagnoses.
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The stromal link to inflammation

SP0106 FIBROBLASTS: THEIR ROLES IN MATRIX AND

VESSELS

J. Distler. Department of Internal Medicine 3, University of Erlangen, Erlangen,
Germany

Persistent activation of fibroblasts is a common denominator of fibrotic di
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knowledge (a prior distribution of probabilities) into account. An example for the
use of the Bayesian approach is a self-reported instrument that assesses function
in rheumatic and musculoskeletal diseases. This instrument produces worse
scores with higher age due to the increasing incidence of physical disability. The
prior knowledge (higher age leading to a worse function score) should be taken
into account when the scores of the instruments are interpreted.
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SP0108 NEW APPROACHES IN MEASURING WHAT MATTERS
TO PATIENTS — DECISION AID TOOLS

H. Bekker. Chair in Medical Decision Making, School of Medicine — University of
Leeds, Leeds, UK

Purpose: To explain what patient decision aids are, why they help patients engage
more effectively with healthcare, and how their use enables health professionals
to meet clinical guidance on delivering shared decision making about treatment
choices.

People’s healthcare decisions are emotionally and cognitively demanding, involv-
ing trade-offs between treatment options with negative consequences for them-
selves and their families. Health professionals are delivering increasingly complex
care; patients live longer with co-morbidities and increased frailty, and new tech-
nologies lead to more treatments being offered. Decision science provides insight
into how people make these decisions, and what can influence people’s thinking
encouraging them to make more or less reasoned choices.

Patient decision aids are resources developed with reference to decision science
evidence on how to structure the health problem, present information about risks,
benefits and consequences of options, elicit patient values and guide people to
reach treatment choices that fit best in their lives (http:/onlinelibrary.wiley.com/
doi/10.1002/14651858.CD001431.pub5/full). This talk provides an overview of
the components within patient decision aids (http://ipdas.ohri.ca/who.html) known
to support people make more reasoned decisions about their healthcare, using
examples taken from patient decision aids developed and evaluated within the
UK.
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Innovative treatments for a better quality of life__

but mechanistically incompletely defined. In contrast to physiologic tissue repair
responses, fibroblasts remain persistently active in fibrotic diseases and continue
to release excessive amounts of extracellular matrix. We will discuss novel
insights into the molecular mechanisms underlying the uncontrolled activation of
fibroblasts in fibrotic diseases and potential implications of those findings for tar-
geted antifibrotic therapies.

Disclosure of Interest: J. Distler Shareholder of: 4D Science, Grant/research
support from: Anamar, Active Biotech, Array Biopharma, aTyr, BMS, Bayer
Pharma, Boehringer Ingelheim, Celgene, Galapagos, GSK, Inventiva, Novartis,
Sanofi-Aventis, RedX, UCB, Consultant for: Actelion, Active Biotech, Anamar,
Bayer Pharma, Boehringer Ingelheim, Celgene, Galapagos, GSK, Inventiva, JB
Therapeutics, Medac, Pfizer, RuiYiand UCB
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New approaches in measuring what matters to
patients

SP0107 WHAT CAN BAYESIAN STATISTICS CONTRIBUTE TO
MEASURING PATIENT PERSPECTIVES?

V. Ritschl. Section for Outcomes Research, CMSIIS — Center for Medical Statistics,
Informatics, and Intelligent Systems, Medical University of Vienna, Vienna, Austria

Thomas Bayes (1701-1761) founded the Bayesian approach, published as
“Essay Towards Solving a Problem in the Doctrine of Chances” in 1763 as a new
philosophy in inferential statistics opposed to the classical, frequentist approach.
Frequentists test whether a hypothesis is true or false with a certain probability.
The Bayesian approach depends on conditional probability which takes prior

SP0109 INVOLVEMENT OF A PATIENT ORGANISATION IN
HEALTH TECHNOLOGY ASSESSMENT

J. Clausen. Scientific Adviser, Deutsche Rheuma-Liga Bundesverband e.V., Bonn,
Germany

The term “Health Technology Assessment” (HTA) designates the systematic eval-
uation of therapies (drugs and non-drug interventions) and technologies for cost
effectiveness, clinical effectiveness and safety to form the basis for evidence-
based priority setting and policy decisions (reimbursement and coverage deci-
sions). Usually, therapeutic or diagnostic interventions are subject to the assess-
ment, but also complex programs (e.g. prophylactic screening programs) may be
investigated. The involvement of patient organisations in Health Technology
Assessments improves outcomes and offers additional insights. It guarantees
that the perspective of the most important group — the patients as consumers —is
adequately addressed.

A patient organisation may be involved in various ways in Health Technology
Assessments: Patient organisations can identify gaps in healthcare coverage and
initiate the generation of a respective Health Technology Assessment; they can
provide additional registry data, complementing study data from randomised con-
trolled trials for the Health Technology Assessment. The provision of information
on patient-relevant outcomes and other patient-relevant aspects (e.g. mode of
administration) is crucial to assess the benefit for patients of the therapy (or tech-
nology/program) under evaluation. Moreover, patient organisations may also be
involved in the evaluation of the assessment report and in the execution of the
results.

Generation of an HTA can be a time-consuming process and a very demanding
one for patient organisations and the involved volunteers. Staff members of the
patient organisation can be involved directly in the various tasks, or indirectly, sup-
porting voluntary patients. If voluntary patients attend panel groups, most of them
will need intensive support by their respective patient organisation depending on
the complexity of the respective topic. Finding qualified volunteers, willing to
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spend a substantial amount of their time and able to travel frequently, is another
obstacle to overcome.

This presentation provides some examples of the involvement in Health Technol-
ogy Assessments of the German Rheumatism League, Germany’s largest patient
organisation with about 3 00 000 members, and the essential prerequisites for
the participation of patient organisations in that process.
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AUTOANTIBODY STANDARDISATION IN RHEUMATIC
DISEASES. THE ROLE OF THE EUROPEAN
CONSENSUS FINDING STUDY GROUP ON
AUTOANTIBODIES IN RHEUMATIC DISEASES (ECFSG)

J. Rénnelid, on behalf of The European Consensus Finding Study Group on
autoantibodies in rheumatic diseases (ECFSG). Department of immunology,
genetics and pathology, Uppsala University, Uppsala, Sweden

The aim of the European Consensus Finding Study Group on autoantibodies in
rheumatic diseases (ECFSG), a.k.a the EULAR autoantibody study group, is to
achieve a common consensus in autoantibody diagnostics: a laboratory result
should be the same, independent of the country or laboratory where the result is
obtained.Since 1988, the ECFSG has yearly distributed unknown sera to Euro-
pean laboratories (presently 43) for evaluation in a clinical context. These sera are
chosen to reveal differences between different laboratories. The results are dis-
cussed in conjunction to the European Workshop for Rheumatology Research
(EWRR) every year. Use of reference materials helps to align test results by
adopting internationally used measurement units, but reference materials are
missing for many autoantibody specificities. Since 2014 an ECFSG focus has
been on evaluating samples that might constitute new reference materials for
companies producing autoantibody measurement assays, as well as for clinical
laboratories. Hitherto investigated autoantibody specificities are provided in the
table 1.In my talk | will present the work of ECFSG, including the characterisation
of the samples that have constituted raw material for currently available reference
materials. | will also tell about our first characterisation of a tentative new reagent
sample, that thereafter was produced as reference material by the National Insti-
tute of Biological Standards and Control (NIBCS) in the UK. In November 2017
that reagent was endorsed by the World Health Organisation (WHO) to become
the new international reference reagent for anti-double stranded DNA (anti-
dsDNA) antibodies.

Abstract SP0110 — Table 1. Hitherto tested tentative or now existing reference reagents

2014 anti-dsDNA (now publicly available WHO standard, NIBSC 15/
174)

2015 ACPA

2016 anti-PR3 (standard available from the EU Science Hub,
ERM-DA483/IFCC)

2016 anti-MPO (standard available from the EU Science Hub,
ERM-DA476/IFCC)

2016 IgG anti-b2GP1

2017 anti-GBM

2018 anti-DFS70
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SPO111 HOW NEURO ENDOCRINE IMMUNOLOGY IMPACT

RHEUMATIC DISEASES?

M. Cutolo, on behalf of EULAR Study Group on Neuroendocrine Immunology of
Rheumatic Diseases (NEIRD). Research Laboratory Divisison Rheumatology Dept
Internal Medicine University of Genova ltaly, Unicersity of Genova ltaly, Genova,
Italy

The Neuro Endocrine Immune Network (NEI) is the most important communica-
tion-system in human body to mantain the health status. NEIRD evaluate the rela-
tionships between NEI and Rheumatic and Musculoskeletal Diseases (RMDs).
The altered interaction between the nervous system, the immune/inflammatory
cells and the endocrine system plays an important role in the pathophysiology of
autoimmunity and chronic inflammation. The involvement of the adrenal steroid
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hormones in the immune response is fundamental and follow a circadian rhythm
(circadian rhythm studies obtained the Nobel Prize for Medicine in 2017). As Mat-
ter of fact, the nocturnal ability of the NEI system to mount an efficientimmune and
inflammatory response, with related clinical consequences, is matter of important
chronotherapeutical approaches with exogenous steroids, in particular with gluco-
corticoids (GCs) (their siscovery obtained the Nobel Prize in 1950 and still a pillar
in the treatment of RMDs and not only). Other important steroid hormones
involved in the NEI are the sex hormones (estrogens.E2 OH-metabolites are
potent enhancers of cell proliferation) and the d-hormone (steroidal hormone
structure of the final metabolite of Vitamin D). Clinical observations indicate a
strong influence of the neuroendocrine system on immune function and vice versa
in chronic inflammatory rheumatic diseases. The influence of hormones and neu-
ronal pathways happens before and after the outbreak of the disease. Very recent
data demonstrate the modulatory role of estrogens on epigenetic mechanisms (ie
DNA methylation and gene upregulation). For example differentially expressed
miRNA pathways linked to E2 in human endothelial cells through ER have been
shown, and provide new insights by which oestrogen can modulate endothelial
function. This point mighty be crucial in autoimmune diseases like systemic scle-
rosis (SSc) a disease prevalent in females and that start from damaged endothe-
lium. We have started a large study on epigenetic and pregnancy on patients with
RMDs such as rheumatoid arthritis (RA) and systemic lupus erythematosus
(SLE). On the other hand, the disease process with an activated immune system
influences several hormonal and neuronal pathways. In addition, the energy bot-
tleneck leads to important disease sequelae such as sickness behaviour/fatigue/
depressive symptoms, sleep disturbances, anorexia and malnutrition, bone loss,
muscle wasting and cachectic obesity, insulin resistance with hyperinsulinemia
(insulin-like growth factor—1 resistance), dyslipidemia, alterations of steroid hor-
mone axes, disturbances of the hypothalamic-pituitary-gonadal (HPG) axis, ele-
vated sympathetic tone, hypertension and volume overload, decreased
parasympathetic tone, inflammation—related anaemia, and finally circadian (cir-
cannual) rhythms of symptoms. New therapeutic strategies should respect these
findings because rheumatic patients die earlier due to the mentioned disease
sequelae. It is suggested that disease sequelae must be treated more conse-
quently because they are inherent to chronic inflammatory systemic diseases
(possible evolution for some of them in cancer). Therapeutic strategies in this field
of NEIRD are slowly developing. Low-dose glucocorticoid therapy as supplemen-
tation of the “small adrenal engine”, chronotherapy with glucocorticoids (night
release) and vitamin D supplementation are the best examples of the successful
utilisation of demonstrated concepts.
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SPO0112 MICROCIRCULATION IN RHEUMATIC DISEASES

V. Smith'2, on behalf of the EULAR Study Group on Microcirculation in Rheumatic
Diseases. 'Department of Internal Medicine, Ghent University; 2Department of
Rheumatology, Ghent University Hospital, Ghent, Belgium

Background: The EULAR Study Group on Microcirculation in Rheumatic Dis-
eases (SG MC/RD) aims to build an international network of expert centres to
facilitate and exchange knowledge. It is a non-profit group and has no financial
support. Both altered microvascular morphology and peripheral flow are the main
focus of research.

Objectives: 1) To integrate different expertises to study the pathophysiology of
disease processes. 2) To exchange knowledge and to facilitate standardisation
concerning different techniques to assess the (micro)circulation such as nailfold
capillaroscopy, laser doppler and laser speckle contrast analysis (LASCA). 3) To
elaborate predictive indexes for disease progression and follow-up based on the
integration of different tools and biomarkers. 4) To develop intervention protocols
based upon an understanding of and targeting disease mechanisms (i.e. micro-
vascular damage progression to fibrosis).

Methods: The EULAR SG MC/RD was accepted by the EULAR Executive com-
mittee in March 2014 and is being supervised by the EULAR Committee on Inves-
tigative Rheumatology, currently chaired by Prof. X. Mariette. Anno 2018 the
number of members has risen to 79 (out of which 26 from 14 non-European coun-
tries).The EULAR study group meets half yearly (every EULAR/ACR) and
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organises training courses every two years at Genova and supplies continuous
training through the EULAR imaging library.

Results: The following projects resulted in publications: As standardisation of
techniques to evaluate the microcirculation is one of the aims of the study group, a
first activity was a multi-centre study to assess the reliability of simple capillaro-
scopic definitions to evaluate morphologies of single capillaries.’ Optimatisation of
reliability of initial definitions has been obtained at the 7th EULAR course on capil-
Iaroscopy.2 Secondly, the evaluation of interrater reliability of microcirculatory flow
evaluation by LASCA was piloted by 2 of the founding members and has been
published.3 Thirdly, a cross-sectional, international SUrvey on non-iNvaSive tecH-
niques to assess which tools are being used to evaluate the microcirculation in
patients with RayNaud’s phEnomenon has been performed in between 471 eligi-
ble physicians." A 4th publication resulted from a systematic review, analysing the
role of capillaroscopy in systemic lupus erythematosus, based on standard inter-
pretation of capillaroscopy according to the EULAR SG MC/RD.”

Conclusions: The relatively young EULAR SG MC/RD is thriving well, based on
multi-centre joint forces to achieve standardisation of microcirculatory evaluation
of rheumatic diseases as well as in achieving clinical as well as basic science
research.’
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Laboratory course — from the clinic to the lab and
back

SP0113 NEW TRENDS IN BIOMARKERS IN INFLAMMATORY

JOINT DISEASE
E. Feist. Charite Department of Rheumatology, Berlin, Germany

This lecture provides an overview on new developments in biomarker research
and standardisation in inflammatory joint diseases. The presentation includes an
introduction of established and new biomarkers in serum and synovial fluid as well
as methods for their detection. Furthermore, an overview on different modifica-
tions of auto-antigens (including citrullinated and carbamylated isoforms) and their
role in immune response and pathogenesis of disease will be given. The diagnos-
tic performance of new and established biomarkers will be discussed including
antibodies against modified antigens also illustrated by difficult to diagnose cases.
In this context, special attention will be attributed to the predictive value of bio-
markers for diagnosis of disease and treatment response.
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SP0114 HOW TO PERFORM A QUICK AND RELIABLE

PHYSICAL EXAMINATION IN RHEUMATOLOGY
M. Doherty. Academic Rheumatology, University of Nottingham, Nottingham, UK

The GALS (Gait, Arms, Legs, Spine) screen is a quick, reasonably sensitive way
to detect common musculoskeletal (MSK) abnormalities as part of a wider medical
assessment.’ However, for someone with MSK complaints a detailed assessment
is required to determine the diagnosis and impact of the condition on that person.
The history is the key starting point. This needs to be holistic and individualised as
the enquiry proceeds, since the impact of any condition is person-specific and
influenced by many factors (e.g. psychosocial, iliness perceptions, sleep, comor-
bidity etc.). A thorough history usually suggests the single most likely cause for
the patient’s problem(s) and should then guide the examination — an efficient
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targeted “rapier” approach where the practitioner selects appropriate skills from a
range of competencies according to specific history elements. This contrasts with
a longer hypothesis-free “ screen” where an identical set of procedures is under-
taken in each patient.

This presentation covers key principles and considerations of assessment and
illustrates how the history guides the subsequent “rapier” examination.” Examples
include:

(1) in the history: determination of pain localisation and features associated with
radiated pain; pain and stiffness characteristics that differentiate mechanical
usage-related pain, inflammatory pain, acute crystal synovitis, destructive bone
pain and neurogenic pain; non-specific symptoms of inflammation.

(2) in the examination: usual order of inspection at rest, inspection during move-
ment, then palpation at rest and during movement of symptomatic regions; con-
trasting clinical findings that quickly differentiate joint and peri-articular problems;
initial selection of the movement(s) that is affected first and most severely by
arthritis — the tight pack position(s); detection of “stress pain” (pain worse in tight-
pack but reduced/absent in loose-pack positions — the most sensitive sign of
inflammation); examination for effusion, soft-tissue and firm swelling; use of
resisted active movements and stress tests for peri-articular lesions; a targeted
screen for asymptomatic disease prompted by the main diagnosis.

EULAR learning resources available at http://www.eular.org/edu_training_dvd.
cfm include:' The “GALS” screen and” Principles of the musculoskeletal history
and examination.
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SP0115 VALUE OF INFLAMMATORY BIOMARKERS IN CLINICAL

DECISION MAKING
M. Sefik Bukilica. Institute of Rheumatology, Belgrade, Belgrade, Serbia

Inflammation is known to play a major role in rheumatologic disorders. Inflamma-
tory biomarkers can help clinicians diagnose rheumatic diseases and assess dis-
ease activity more accurately. These markers have been incorporated into
classification criteria of several diseases to enable early diagnosis and timely ini-
tiation of treatment. Quantification of inflammation has become essential to tailor
the treatment strategy, especially in patients with rheumatoid arthritis, polymyalgia
rheumatica and vasculitides. Inflammation can be measured from different per-
spectives — the measures that quantify biomarkers participating in inflammation,
surrogate markers of inflammation, and the by-products of the inflammation
process.

Erythrocyte sedimentation rate (ESR) and C-reactive protein (CRP) levels are
among the most commonly used acute phase reactants in the detection and fol-
low-up of rheumatologic disorders. These markers are not specific to trigger fac-
tors of inflammation, limiting their capacity to discriminate the cause for stimuli as
well as the organs involved.

In the current presentation the advantages and limitations of new and established
inflammatory biomarkers in clinical decision making will be discussed illustrated
by case reports.
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SP0116 VALUE OF ULTRASOUND IN CLINICAL DECISION

MAKING

L. Terslev. Center for Rheumatology and Spine Diseases, Rigshospitalet,
Copenhagen, Denmark

The use of ultrasound (US) has increased over the past 20 years for clinical deci-
sion making and for optimised patient care. The utility of US for correctly diagnos-
ing the cause of musculoskeletal symptoms is known by many clinicians but little
published data exist in this area. However, the value of US for diagnosing and
handling treatment decisions especially in patients with rheumatoid arthritis (RA)
has been well documented. US has been proven to be more sensitive than clinical
joint evaluation.” 2 This has resulted in the acknowledgement of US as an addition
to the clinical joint evaluation in suspected RA patients for assessing a more elab-
orate joint involvement helping the clinician to correctly classify the patients
according to the new RA classification criteria.” Likewise, in early undifferentiated
inflammatory arthritis the use of US may assist in pinpointing those patients who
will develop persistent inflammatory arthritis over time.” US may also impact diag-
nosis and treatment decisions. This has been shown both in situations with
regional pain such as the painful foot in chronic inflammatory diseases and the
possible need for corticosteroid injections but also in global disease activity
assessment in RA patients where US provides additional disease activity informa-
tion leading to altered treatment decisions as compared to regularly DAS28
assessment.”” Also, in remission US may — by assessing subclinical inflammation
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— detect those patients with the highest risk of flare.” US is a valuable part of future
decision making in rheumatology.
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SP0117 ULTRASOUND SCANNING OF RA PATIENTS IN

REMISSION

A. lagnocco. Dept. Scienze Cliniche e Biologiche, Universita degli Studi di Torino,
Turin, Iltaly

The optimisation of the current therapeutic strategies for RA, with the establish-
ment of early intensive treatment and with the availability of new drugs, has led to
a dramatic change in the management of RA, and remission is the target of mod-
e treatment in patients with RA."*

Remission is ideally characterised by the absence of clinically detectable disease
activity, the absence of radiographic progression and the improvement of physical
function.” However, in clinical practice it is frequently difficult to use a comprehen-
sive definition of this condition and apply objective systems for assessing it. Then,
subclinical disease activity may be present, even in patients who are in clinical
remission, leading to joint damage progression’ and disease flare.””

EULAR recommendations for the use of imaging in RA patients include ultrasound
(US) as an assessment tool for inflammatory activity and remission, as it is able to
detect joint inflammation and predict subsequent joint damage.” Recent studies
have shown that US provides diagnostic and prognostic data in terms of risk of
flare, disability and damage progression in RA.” Furthermore, in addition to joints,
US allows the assessment also of periarticular structures, such as tendons, that
have been demonstrated to be the site of inflammatory changes also in patients in
clinical remission.”

Recently, 427 RA patients in clinical remission have been evaluated in a multi-
centre study which included the US assessment of wrist and hand tenosynovitis
and synovitis by grey scale (GS) and power Doppler (PD).” Results of this study
showed a high prevalence of tenosynovitis (52.5%-95% Cl 0.48, 0.57 for GS and
22.7%—-95% C10.19, 0.27 for PD) and synovitis (71.6%—95% C1 0.67, 0.76 for GS
and 42%—95% Cl 0.37, 0.47 for PD). Among clinical correlates, PD tenosynovitis
associated with lower remission duration and morning stiffness while PD synovitis
did not. Only PD tenosynovitis showed a significant association with the flare
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questionnaire [OR 1.95 (95% CI 1.17, 3.26)]. No cross-sectional associations
were found with the HAQ. The presence of radiographic erosions associated with
GS and PD synovitis but not with tenosynovitis. This study demonstrated that US-
detected tenosynovitis is a frequent finding in RA in clinical remission. Compared
with intra-articular synovitis, active tenosynovitis was more associated with RA
patients reporting unstable remission. Based on those results, US demonstrated
to be a useful imaging modality for assessing tenosynovitis which may help in sub-
setting RA patients in clinical remission.”

More recently, a multicentre longitudinal study in 361 consecutive patients with
RA in clinical remission demonstrated that the conjunct presence of PD positive
tenosynovitis and synovitis predicts flare in patients with RA in clinical remission.”
US scanning of RA patients in remission has a crucial role in order to demonstrate
active joint and tendon inflammation that are able to predict flare.

During this practical skills session at , EULAR Congress 2018 the role of US in
detecting subclinical inflammation at joint and tendon level will be discussed and
practical demonstration on how to scan patients in remission will be performed.
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SP0118 RECENT ADVANCES IN THE TREATMENT OF

RHEUMATOID ARTHRITIS

M.H. Buch'2. "NIHR Leeds Biomedical Research Centre, Leeds Teaching
Hospitals NHS Trust, “Leeds Institute of Rheumatic and Musculoskeletal Medicine,
University of Leeds, Leeds, UK

Modern management of rheumatoid arthritis (RA) is underpinned by the principle
of establishing a clear treatment goal through the efficient strategic use of
DMARDs in order to minimise adverse outcomes. With evolving ambitions and
new targeted therapies, ongoing advances in the management of RA continue to
be made: this HOT session will summarise our progress in the understanding and
management across the RA disease continuum; including the state of at risk of
RA status to early and later RA disease. In particular, the session will focus on
studies that inform on (i) the ability to potentially abrogate progression from auto-
immunity to development of RA disease (i) currently identified strategies that offer
the optimal opportunity for remission induction in ERA (i) ability to drug taper and
(iv) use of recently introduced synthetic and biologic targeted therapies. Finally,
with co-morbidity outcomes including cardiovascular disease, another key focus
in the contemporary management of RA, developments in improving this area of
health concern will also be presented.
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Advances in biologic therapy of small vessel
vasculitis

SP0119 THE EVOLVING ROLE OF MEPOLIZUMAB IN EGPA

E. Moosig. Rheumazentrum Schleswig-Holstein Mitte, Neumdinster, Germany

There is overwhelming evidence that eosinophiles play a key role in the pathogen-
esis of EGPA. II-5 is the central cytokine for eosinophil maturation, eosinophil
release from the bone marrow and eosinophil survival. Mepolizumab is an anti-
body neutralising IL-5, which proved efficient in the hypereosinophilic syndrome
and eosinophilc asthma, amongst other conditions. Targeting this cytokine in
EGPA therefore seemed plausible. Two small uncontrolled trials demonstrated
the safety of mepolizumab in EGPA and indicated the potential for induction of
remission, maintenance and steroid sparing. A randomised controlled trial
(MIRRA) confirmed those findings and showed higher rates of accrued remission
for mepolizumab when given as ad-on medication to conventional immunosupres-
sants and/or glucocorticoids. Steroid sparing properties were also confirmed.
MIRRA and previous trials in different indications issued no major safety con-
cerns. Based on this trial drug approval for EGPA might be feasible.

To date the major problems in the treatment of EGPA are 1) refractory disease 2)
a high frequency of relapses and 3) the need for high glucocorticoid doses in
many patients.

Mepolizumab could be used for induction of remission in addition to glucocorti-
coids. However, its not yet clear, which subgroup of patients might profit most.
Especially patients with severe disease have not been investigated. For patients
with refractors non-severe disease mepolizumab is a potential option. Mepolizu-
mab also was efficient in preventing relapses and therefore may also be used for
maintenance of remission, especially in patients suffering from prevalent relap-
ses. Finally, patients with high need for glucococrticoids could profit from mepoli-
zumab, particularly in case of steroid-sensitive comorbidities or steroid-induced
complications.
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SP0120 CURRENT CONTROVERSIES IN THE USE OF
RITUXIMAB FOR INDUCTION AND MAINTENANCE OF
AAV DISEASE

B. Terrier, on behalf of French Vasculitis Study Group. Internal Medicine, Cochin
Hospital, Paris, France

Rituximab has now taken one of the first places in induction remission treatment
of ANCA-associated vasculitides (AAVs) and is challenging cyclophosphamide.
Rituximab is an anti-CD20 IgG1 mouse—human chimeric antibody that selectively
depletes mature and memory B-cells.

Use of rituximab for induction

In AAVs, rituximab non-inferiority to cyclophosphamide as induction agent was
clearly established. In the RAVE trial, which compared oral cyclophosphamide to
rituximab as induction regimen, the remission rate at 6 months was 64% in the rit-
uximab group and 53% in the cyclophosphamide group. Consequently, rituximab
has revolutionised AAVs’ standard-of-care and is now recommended as first-line
therapy for many patients with granulomatosis with polyangiitis (GPA) and micro-
scopic polyangiitis (MPA).

The RAVE trial prospectively compared two arms: induction with glucocorticoids
combined with oral cyclophosphamide for 3—-6 months followed by 12—15 months
of azathioprine versus glucocorticoids and rituximab (375 mg/m?/week for 4 con-
secutive weeks) followed by placebo. At 12 and 18 months respectively, 48% and
39% of the rituximab—placebo recipients had sustained complete remission vs.
39% and 33% of the cyclophosphamide—azathioprine group. Those outcomes
demonstrated that, after rituximab induction, azathioprine maintenance therapy is
not useful. Nonetheless, both groups still had very high relapse rates, meaning
that an effective maintenance regimen had not yet been found.

In contrast, these findings in induction phase could not be applied to AAVs forms
excluded from the RAVE study, i.e. EGPA, vasculitis associated with anti-glomer-
ular basement membrane antibodies (Goodpasture’s syndrome), patients with
alveolar haemorrhage requiring mechanical ventilation or those with rapidly pro-
gressive renal failure with creatinine exceeding 350 micromol/L. Also, studies are
lacking to demonstrate that rituximab should be recommended as first-line ther-
apy for patients who do not require cyclophosphamide for remission induction or
patients with predominant granulomatous manifestations (granulomatous ear,
nose and throat (ENT) lesion(s), isolated tracheal or bronchial stenosis, orbital
tumour or pachymeningitis) that are life-and/or function-threatening.

Use of rituximab for maintenance
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The idea to maintain remission with low-dose rituximab every 6 months for 18
months seemed reasonable than no intervention, as shown by MAINRITSAN trial
results. In that prospective RCT, rituximab maintenance consisted of semestrial
500 mg infusions for 18 months. The first rituximab infusion was given 3—4 weeks
after the end of cyclophosphamide induction therapy, followed by the second 2
weeks later and semestrial infusions thereafter. At the end of follow-up, 28 months
post-randomization and 10 months after the last rituximab infusion, 5% of rituxi-
mab recipients vs. 28% of azathioprine-treated patients had relapsed. Prolonged
follow-up of those patients showed that, at 60 months, although relapses had
occurred in both groups, rituximab remained superior to azathioprine for sustain-
ing remission. Although the results highlighted rituximab superiority in maintaining
remission, it also became clear that relapses still occurred, frequently 18 to 24
months after the last rituximab infusion.

An answer to the optimal rituximab duration will be partially obtained with the
MAINRITSAN 3 trial (ongoing), which is comparing, after randomization, four addi-
tional semestrial rituximab infusions (500 mg) to placebo, after patients had previ-
ously received rituximab during 18 months. It seems reasonable that, in the future,
treatment duration will be adapted to prognostic factors and predictors of
relapses.

Also, the impact of using higher dose of rituximab during maintenance will be
addressed by the RITAZAREM trial (ongoing). This protocol evaluates rituximab
infusions of 1 gram every 4 months for 20 months compared to oral azathioprine.
Use of rituximab for EGPA

Data on rituximab’s clinical benefits for eosinophilic granulomatosis with polyangii-
tis (EGPA) patients is currently restricted to low-evidence—based open-label stud-
ies and case reports. The main findings of these studies indicate a potential
benefit in severe refractory/relapsing EGPA, especially in patients with positive
ANCA. Two ongoing prospective studies in France are comparing rituximab to
conventional immunosuppressants as induction (REOVAS trial) and maintenance
phase (MAINRITSEG trial). It will help to define more precisely the indication of rit-
uximab in EGPA patients and eventually highlight which patients would benefit
from the drugs.
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Tapering and flaring in PsA and SpA

SP0121 TAPERING IN PSA - TO DO OR NOT TO DO?

L. Coates. Nuffield Department of Orthopaedics, Rheumatology and
Musculoskeletal Sciences, University of Oxford, Oxford, UK

This talk will discuss the current evidence regarding tapering or drug withdrawal in
patients with psoriatic arthritis. With increasing numbers of patients achieving
good outcomes such as remission, the issue of how long to continue treatment for
has been raised. Given the cost of some of the newer therapies, this question also
has significant cost effectiveness implications.

There is a limited amount of evidence but data from randomised and observational
studies will be discussed as well as key research questions that remain
outstanding.
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SP0122 TAPERING IN AXIAL SPONDYLOARTHRITIS — TO DO

OR NOT TO DO?
D. Poddubnyy. Charité Universitédtsmedizin Berlin, Berlin, Germany

According to the current version of the ASAS-EULAR management recommenda-
tions for axial spondyloarthritis, tapering of a biological disease modifying anti-
rheumatic drug (bDMARD) can be considered once a remission is achieved.
Tapering is opposed to a complete discontinuation that is associated with a very
high disease flare risk (70%—100%) in axial spondyloarthritis. The question of
tapering in axial spondyloarthritis has been addressed in a number of small clini-
cal trials: in the majority of the them, tapering (either dose reduction or increase of
the injection/infusion interval) could be done without a disease flare. It is, however,
not clear, whether the tapering has any beneficial effect for a patient (i.e., in terms
of safety) in addition to a cost-saving effect. Further, a number of questions related
to tapering still requires an evidence-based answer: a) what is the optimal time-
point of the initiation of tapering (e.g, 3, 6 or 12 months after remission achieve-
ment)? b) what is the optimal tapering regimen? c) are there reliable predictors of
sustained remission/disease flare during tapering? The question of a bDMARD
tapering after remission achievement will be at least partially answered in ongoing
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phase 4 trials with TNF blockers in non-radiographic axial spondyloarthritis. An
appropriately designed and powered long-term trial is needed to investigate possi-
ble long-term benefits and risks of treatment tapering in axial spondyloarthritis.
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Prevention of OA: yes we can!

SP0123 WHY IS THE PREVALENCE OF KNEE OSTEOARTHRITIS
INCREASING?

D. Felson. Clinical Epidemiology Unit, Boston University School of Medicine,
Boston, USA
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Populations throughout the world are ageing and with ageing comes in increase in
knee osteoarthritis. The prevalence of obesity is also rising and this further con-
tributes to an increased risk of disease. Not surprisingly, the demand for knee
replacements is rising quickly and is projected to increase further.

While the increase in osteoarthritis may be due in part to ageing and obesity of the
population, there may be other causes. In a recent study, cadavers whose age
and weight at the time of death were known were examined for evidence of knee
osteoarthritis. It was found that, after adjustment for age and weight, knee osteoar-
thritis in our current postindustrial era was twice as common as knee osteoarthritis
in the early industrial era. Reasons for this increase include changes in diet or in
physical activity. They might also include changes in effects or severity of obesity.
Understanding the increase in prevalence might provide new clues to osteoarthri-
tis prevention.
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SP0124 PHYSICAL ACTIVITY AND EXERCISE: OPPORTUNITIES

AND CHALLENGES

M. Englund. Clinical Epidemiology Unit, Orthopedics, Department of Clinical
Sciences Lund, Lund University, Lund, Sweden

Osteoarthritis (OA) is a steadily growing public health concern in particular as
there is still a lack of curative therapeutic options in a biological sense. Thus, pre-
vention of OA becomes an increasingly important topic.

Physical activity, and exercise are among the key modifiable risk factors associ-
ated with OA. Joints are built to be used, but overuse and joint injuries are also
linked with incident OA. This presentation will provide some key opportunities with
exercise to maintain joint health, but also the challenges when the window of
opportunity is exceeded.
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SP0125 HOW BIG DATA AND MACHINE LEARNING COULD

CHANGE THE GAME

S. Khalid. Nuffield Dept of Orthopaedics, Rheumatology and Musculoskeletal
Sciences, University of Oxford, Oxford, UK

With recent advances in the acquisition and digitisation of medical data, the use of
routinely collected health data for research is on the rise. Routinely collected data
comes with the promise of the 3 V’s of “big data”: volume, velocity, and variety.
Recent recommendations by the UK National Institute for Health and Care Excel-
lence and the Academy of Medical Sciences have therefore acknowledged the
potential for data science methods to play an increasingly important role in health-
care research.
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Against this backdrop of growing data and increasing computational resources,
the use of data science methods including machine learning is becoming popular
for analysing large-scale medical datasets.

This talk provides a brief overview of machine learning methods for healthcare
applications including an introduction to supervised and unsupervised learning,
followed by real-world examples of data analysis using machine learning, such as
(a) the development of prognostic models for clinical risk assessment, and (b)
mining of electronic health records for detecting patterns and phenotypes within a
population.
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SP0126 BIG DATA FOR TREATMENT EFFECTIVENESS AND

SAFETY

L. Tomlinson. Epidemiology and Population Health, London School of Hygiene and
Tropical Medicine, London, UK

While randomised clinical trials remain the gold-standard for examining drug-
effects, there are limitations to the evidence they provide. For example, studies
are usually too small or too short to detect rare and long-term adverse effects.
This is particularly true for kidney-related outcomes where many trials were under-
powered to detect outcomes of interest such as end-stage renal disease, too his-
toric to collect data on newly-defined entities such as acute kidney injury or simply
excluded patients with chronic kidney disease. In addition, disproportionate
recruitment of Caucasian men in mid- to older-life limits the evidence base for
understanding risk of adverse-effects in other population groups such as women,
the elderly and people of non-Caucasian ethnicity. Determining these outcomes
requires long-term surveillance of population databases, usually anonymised
health care records, once a drug is in routine use.

In this talk | will discuss recent work from our group where we have used routinely
collected renal function measurements from primary care to precisely examine
kidney-related and other adverse effects. | will discuss some of the difficulties of
this approach as well as the potential it offers to understand better the balance
between risks and benefits of many drugs in common use.
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From big data to personalised medicine in
paediatric rheumatic diseases

SP0127 FROM MENDELIOME TO PERSONALISED MEDICINE IN
CHILDHOOD SLE

A. Belot'?, on behalf of Genial/Lumugene working group. ’Pediatric Rheumatology
Unit — National Referee Centre for Rheumatism and Autolmmune diseases —
Raise, Chu Lyon; 2U1111, INSERM, Lyon, France

Pediatric-onset SLE is a rare condition where genetics traits are believed to play
an important causal role. A few monogenic causes of SLE have been described
mostly in familial forms, including complement deficiencies, so-called type | inter-
feronopathies, and B cell-related defects. Genetic studies in mouse models and
genome-wide associations studies in patients have also pointed to other genes
potentially involved in juvenile SLE. However, large-scale sequencing analyses of
paediatric SLE are lacking, and the overall contribution of genetic factors in dis-
ease onset is therefore unknown. Personalised medicine relies on the under-
standing of underlying mechanisms. Genetic discovery and functional
chatacterization of the variants prefigure the precision medicine in complex dis-
eases such as SLE.

We have designed a NGS panel comprising genes for which mutations are known
lupus causing (KLC) (also reported as the Mendeliome) as well as prospective
candidate genes, potentially lupus causing (PLC), and analysed 117 children who
fulfilled ACR criteria for SLE from two large cohorts of pediatric-onset SLE in the
UK and France. Genetic variants were identified and filtered to select rare (EXAC
database frequency of <1% for homozygous variants and <0.01% for heterozy-
gous variants) and predicted in silico as damaging by different algorithms.

We identified mutations in KLC genes for 8 patients. Variant segregation within
families and functional analyses supported the causal role of these mutations.
Other patients had monoallelic variants in recessive KLC genes, which may have
contributed to disease onset and other patients displayed rare and pathogenic
variants in PLC genes. This enrichment was specific to the lupus cohort compared
to a control cohort of healthy patients.
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This large-scale analysis led to the identification of monogenic causes of lupus in
about 7% of analysed patients in an unselected paediatric population of jSLE. 7/8
causes are related to an innate immune disorder with efferocytosis deficiency,
emphasising the importance of apoptotic body clearance in the pathogenesis of
lupus. Other variants in KLC or PLC genes may represent novel monogenic
causes of lupus or could influence disease-onset by increasing the penetrance of
more severe mutations. The treatment is still poorly adapted to the underlying
mechanisms but progress in immunomonitoring together with the revolution in the
field of genetics prompt clinician to set up targeted therapies considering genetic
background and biomarkers.
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SP0128 FINDING THE NEEDLE IN THE HAYSTACK AND USING
IT: GALECTIN-9 AS A BIOMARKER IN JUVENILE
DERMATOMYOSITIS

A. Van Royen-Kerkhof. Pediatric Immunology and Rheumatology, Wilhelmina
children’s Hospital of the University Medical Center Utrecht, Utrecht, Netherlands

Background: Juvenile dermatomyositis (JDM) is a rare systemic immune-medi-
ated disease involving skin and muscle. A high disease burden exists with risk of
both under- and overtreatment due to the lack of reliable biomarkers.

Methods: A multiplex immunoassay was performed in a discovery cohort for
plasma levels of 45 proteins related to inflammation in 25 well-defined JDM
patients, determined by clinical activity and treatment.

Results were validated in two independent international external and internal vali-
dation cohorts (n=125).

In a longitudinal cohort (n=30), the performance of this biomarker over time was
assessed with a median 2.8 years follow-up.

Results: In the discovery cohort we found a clustering of 10 mediators of which
Galectin-9 and CXCL10 distinguished best between active disease and remis-
sion. Both biomarkers had a strong correlation with clinical parameters (Spear-
man r with Physician’s global assessment (PGA)=0.75 for both). This was
confirmed in the validation cohorts (Spearman r=0.7 with PGA, for both). In the
longitudinal cohort galectin-9 and CXCL10 correlated with disease activity over
time, and elevated levels could predict flares several months before clinical symp-
toms. Both cross-sectionally and longitudinally, galectin-9 and CXCL10 outper-
formed creatine kinase activity.

Conclusion: Galectin-9 and CXCL10 are robust biomarkers for disease activity
in JDM. A short-term implementation into clinical practice is feasible and can facili-
tate individualised treatment.
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Triple T: T cells, technologies and therapies

SP0129 STUDYING T CELL FUNCTION IN RA AND PSA
L. Taams. Inflammation Biology, King’s College London, London, UK

Rheumatoid arthritis (RA) and spondyloarthritis (SpA) describe a group of inflam-
matory joint diseases affecting ~2% of the population. RA has strong genetic
associations with HLA-DR, indicating a role for CD4 +T cells. CD4 +T cells are
prominently present in the RA joint, where they can contribute to the inflammatory
milieu. | will present recent data from our lab regarding the presence, regulation
and function of different CD4 +T cell subsets that are present in the RA joint.

In contrast, SpA has strong genetic associations with HLA-B/RUNX3 which imply
arole for CD8 +T cells. Furthermore, genetic associations with IL23R/TRAF3IP2
and the clinical efficacy of IL-17 blockade in SpA, indicate a role for IL-17 in SpA.
This provides a strong rationale to investigate the presence, phenotype and func-
tional capacity of IL-17 +CD8+T cells in the joints of patients with SpA. | will
present novel data regarding the presence, phenotype and potential function of
IL-17 +CD8+T cells in the joints of patients with SpA. Collectively, our data indi-
cate that IL-17 +CD8+T cells may be important contributors to the pathogenesis of
SpA.
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SP0130 TOWARDS T CELL TOLERANCE IN RHEUMATOID
ARTHRITIS

R. Thomas. Diamantina Institute, University of Queensland, Brisbane, Australia

Disease modifying strategies are available for treatment of rheumatoid arthritis
(RA), and good response rates are achieved. However, limitations include toxicity,
a response rate ceiling, cost and rationing of biologic therapies, inability to cure or
permanently reverse RA pathology, and inability to prevent disease. Immuno-
therapies targeting checkpoint molecules are markedly changing the landscape
of clinical oncology. In autoimmune diseases such as RA, dendritic cells represent
an important target for antigen-specific immunotherapy for T cell tolerance. Anti-
gen-specific strategies promise greater specificity and safety, without general
immune suppression, and thus the potential for intervention in at-risk subjects
before disease onset. In a proof-of-concept trial, delivery of autoantigenic pepti-
des and autologous tolerogenic dendritic cells was safe and had immunomodula-
tory effects on T cells including reduction of effector T cells and a relative increase
in regulatory T cells. We have developed and are trialling in RA patients, antigen-
specific immunotherapy targeting dendritic cells in situ with liposomes encapsulat-
ing autoantigenic peptide and calcitriol with the aim of antigen-specific T cell toler-
ance. | will discuss the development of antigen-specific tolerance strategies and
the parallel development of immune monitoring assays to determine T cell out-
comes in clinical trials in RA.
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Navigating the world of digital health

SP0131 ONLINE SOCIAL MEDIA PLATFORMS AND PUBLIC
HEALTH INFORMATION: AN EXPLORATION INTO
ARTHRITIS RELATED VIDEOS ON YOUTUBE IN 2017

E. Heron. The University of Southampton, Southampton, UK

Background: YouTube is one of the most used social media platforms from a
desktop computer. YouTube provides a virtual platform that allows users to
upload and view video content. Due to this functionality, YouTube is a valuable
method for sharing and disseminating health information.

Patients with chronic conditions (including arthritis) are increasingly relying on
online health information to help manage their symptoms, with 75% of patients liv-
ing with chronic conditions reporting their healthcare decisions are influenced by
information found online.

To date there have been no studies that have explored the information available
for people searching for advice and support about arthritis on YouTube.

Methods: Patient and public involvement (PPI) representatives contributed to
defining terms likely to be used by members of the public with arthritis searching
for self-management strategies on YouTube. These included “joint pain”, “knee
pain”, “hip pain”, “hand pain” AND “helping” or “improving”. From each of these
search terms the top 10 videos sorted by view counts were chosen. Videos were
included if the content was related to arthritis, in English and published in 2017.
Videos were excluded if they were inappropriate or offensive, not related to
humans or duplicates. The top 50 videos sorted by view count were included for
analysis. This data set was systematically coded by the team lead (EH) and cross-
checked by an additional team member (AC). Coded data were analysed using
SPSS.

Results: Eighty videos were retrieved, 7 videos were irrelevant, 9 were duplicates
and 11 were non-English language videos. Sixty-three videos were included for
analysis. From the top fifty videos (sorted by view count), “Herbal Medicine”
(n=14; 28%) was the most common category, followed by “Exercise and Stretch-
ing” (n=12; 24%). The most watched video relating to the self-management of
arthritis was related to “Herbal Medicine” with a view count close to two million
(n=1,930,905) within the four months since it had been posted online. Twenty five
(69%) of the arthritis management related videos originated from the USA, with
the UK producing only one video. Fifteen (30%) of the videos had been posted by
self-reported health professionals. Nineteen (38%) of the videos were commer-
cial. None of the videos produced links to research to back up their claims.
Conclusion: Sharing of health information on YouTube is unregulated. The most
accessed videos include alternative approaches to self-management and are not
posted by registered health care professionals (HCPs). Whilst a wide range of
arthritis-related videos were retrieved, few were created by HCPs or reputable
health care organisations. YouTube is a powerful tool for people with arthritis to
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access and use health information. Current findings demonstrate scope for HCPs
and established healthcare organisations to further utilise YouTube for the dis-
semination of quality-controlled, evidence-based information.
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SP0132 MEASURING DIGITAL HEALTH LITERACY, WHY AND
HOW?

C. Drossaert. Psychology Health and Technology, University of Twente, Enschede,
Netherlands

Digital health literacy or eHealth Literacy refers to a person’s ability to search,
select, appraise and apply online health information or appropriately use digital
health applications. In this presentation | will address the issue of measurement of
these skills. First, we will explore why it is important to measure digital health liter-
acy and discuss the different aims of measuring. Second, we will address some of
the currently available instruments, including the oldest and most used instru-
ment, the eHealth Literacy Scale or EHEALS Norman & Skinner, 2006 and some
more recent instruments, including the eHealth Literacy Questionnaire, eHLQ
Kayser et al. 2018 and the Digital Health Literacy Instrument, DHLI. Van der Vaart
& Drossaert, 2017. Of each instrument, | will briefly discuss its underlying theory,
some empirical findings, and its strengths and weaknesses. | will conclude with
discussing some general challenges in measuring digital health literacy and direc-
tions for future research.
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SP0133 PATIENT EXPERIENCES FROM A TELE-HEALTH
INTERVENTION ON DISEASE ACTIVITY IN RA: THE
KEEN AND THE RELUCTANT PATIENT

L.R. Knudsen. Department of Rheumatology, Aarhus University Hospital, Aarhus,
Denmark

Background: Recently, the effectiveness of monitoring disease activity in rheu-
matoid arthritis (RA) through a patient-reported outcome (PRO)-based tele-health
follow-up strategy was compared to usual outpatient follow-up in the TeRA trial.’
Telemedicine interventions require patients taking an active role in the disease
course and treatment, and assuming more responsibility for monitoring and identi-
fying signs and symptoms of disease activity.”” The TeRA study examines the
effectiveness of tele-health follow-up, but provides no insight into how patients
experience this new approach to disease control.

Objectives: To explore the experiences of a PRO-based tele-health follow-up
from the perspective of patients with RA and their experiences of increasing their
active role and responsibility for disease control in particular.

Methods: Adopting a strategy of interpretive descn'pﬁon," we conducted individ-
ual, semi-structured interviews with 15 RA patients participating in the tele-health
follow-up. Participants were selected purposively and consecutive from both gen-
ders and with various ages, disease durations and disease severity. The analysis
was inductive with a constant comparative approach. First, we identified the main
themes conveying the participants’ experiences. Then, we constructed patient
typologies to explain different perspectives on the tele-health follow-up.

Results: Five themes covered the participants’ experiences: ‘A flexible solution’,
‘Responsibility’,'Knowledge of RA’, ‘Communication and involvement’ and ‘Con-
tinuity’. Two typologies: ‘the keen patient’ and ‘the reluctant patient’ represented
opposite perspectives and preferences regarding the core value of and approach
to the tele-health follow-up.

Conclusions: The participants had positive perceptions of the PRO-based tele-
health follow-up and saw it as a flexible and resource-saving solution that can
reduce the burden of unnecessary interruptions in everyday life. They reported
disadvantages related to missing face-to-face contact with health professionals.
The two typologies, ‘the keen’ and ‘the reluctant’ patient, help us understand the
patients’ different needs, wishes and abilities to take part in tele-health follow-up.
Our findings reveal a need for more insight into how tele-health follow-up could be
integrated in routine clinical practice, paying special attention to how reluctant
patients may be supported.

REFERENCES:

[11 Thurah A, Stengaard-Pedersen K, Axelsen M, Fredberg U, Schougaard
LMV, Hjollund NHI, et al. A tele-health follow-up strategy for tight control of
disease activity in rheumatoid arthritis: results of the non-inferiority rando-
mised controlled trial (the TeRA study). Arthritis Care Res 2017 [Epub
ahead of print].

Friday, 15 June 2018 35

[2] Wildevuur SE, Simonse LW. Information and communication technology-
enabled person-centred care for the “big five” chronic conditions: Scoping
review. J Med Internet Res 2015;17:77.

[3] Paré G, Mogadem K, Pineau G, St-Hilaire C. Clinical effects of home tele-
monitoring in the context of diabetes, asthma, heart failure and hyperten-
sion: A systematic review. J Med Internet Res 2010;12:21.

[4] Thorne S. Interpretive description: Qualitative Research for Applied Prac-
tice. New York and London: Routledge; 2016 (2nd ed.).

Disclosure of Interest: None declared
DOI: 10.1136/annrheumdis-2018-eular.3066

FRIDAY, 15 JUNE 2018

The rheumatologist-orthopaedic surgeon
connexion in secondary fracture prevention

SP0134 THE CONNEXION BETWEEN FRACTURE CARE AND

SECONDARY FRACTURE PREVENTION

K. Akesson. Dept Clinical Sciences Malmé, Lund University, Malmo, Sweden

That fracture begets fracture, is today an acknowledged reality. Nevertheless,
there are still gaps in fracture care and many are far from reaching the optimal
treatment pathway. Ultimately, each fracture should be appropriately managed
from the moment of the fracture, through the acute management of the patient and
the fracture, through to rehabilitation and secondary prevention. Optimisation of
every step leads to better post-fracture functioning and quality of life, in addition to
areduced risk of new fracture events where the next fracture often is more severe
than the previous.

Fracture treatment has improved with newer implants (plates, screws, nails, joint
replacements etc) being developed specifically for fragile bone. Standardising
procedures and checklists have made a difference in reducing complications. In
the field of anaesthesia advances allows for surgery in the increasingly frail older
person with acceptable perioperative risks and outcome. Similarly, tailored medi-
cal management is essential also to improve rapid post-operative recovery. The
team approach to prompt regaining of function and rehabilitation allows for faster
return to the home.

However, it has been more difficult to systematically improve the final step — pre-
vention to avoid recurrence. It is a fact that patients at the highest risk of fracture,
those who have already sustained a fracture, have overwhelmingly remain
unidentified for osteoporosis treatment and falls prevention. Exceptions exist and
they have become examples of best practice; whereby integrated, systematic
identification, investigation and intervention were key components for secondary
prevention of fractures. The cornerstone in such programs is the fracture coordi-
nator; hence, they are commonly referred to as a fracture liaison service (FLS).
They are the link between the orthopaedics and the osteoporosis clinic. Through
the development of a best practice framework, the key components for developing
secondary fracture prevention programs are outlined and tool kits on how to get
started are available. The fundamental component is however, acceptance by the
system in order to incorporate prevention as a required part of fracture
management.

The presentation will provide an overview of main advances as well as tips on
how to move forward.
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SP0135 THE EULAR/EFORT RECOMMENDATIONS FOR
PATIENTS WITH RECENT FRACTURE

W.E. Lems, on behalf of Working Group in EULAR EFORt recommendations in
patients 50 years and over with a fracture. Rheumatology, location VUmc,
Amsterdam Rheumatology and immunolgy Center, Amsterdam, Netherlands

The European League Against Rheumatism (EULAR) and the European Federa-
tion of National Associations of Orthopaedics and Traumatology (EFORT) have
recognised the importance of optimal acute care for the patient 50 years and over
with a recent fragility fracture and the prevention of subsequent fractures in high
risk patients, which can be facilitated by close collaboration between orthopaedic
surgeons and rheumatologists or other metabolic bone experts. Therefore, the
aim was to establish for the first time collaborative recommendations for these
patients.

According to the EULAR standard operating procedures for the elaboration and
implementation of evidence-based recommendations, 8 rheumatologists from 8
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countries and 10 orthopaedic surgeons from 10 countries met twice under the
leadership of 2 conveners, a senior advisor, a clinical epidemiologist and 3
research fellows. After defining the content and procedures of the task force, 10
research questions were formulated, a comprehensive and systematic literature
search was performed, and the results were presented to the entire committee.
Subsequently, 10 recommendations were formulated based on evidence from the
literature and after discussion and consensus building in the group.

The 10 recommendations will be discussed at the meeting; they included appro-
priate medical and surgical peri-operative care which requires, especially in the
elderly, a multidisciplinary approach including orthogeriatric care. A coordinator
should build up an organisation with systematic investigations for future fracture
risk in all elderly patients with a recent fracture. High-risk patients should have
appropriate non-pharmacological and pharmacological treatment to decrease the
risk of subsequent fracture.
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What’s new: Latest advances in treatment in JIA
and osteoarthritis

SP0136 LAST ADVANCES IN TREATMENT AND MANAGEMENT

OF OSTEOARTHRITIS

M. Kloppenburg. Rheumatology, Leiden University Medical Center, Leiden,
Netherlands

Osteoarthritis is a highly prevalent disease that results in a considerable disease
burden for patients that suffer from this disease. Osteoarthritis can affect any joint,
but is especially prevalent in the knee, hips and hands. The management for osteo-
arthritis includes non-pharmacological, pharmacological and surgical options. But
options depend on the location of osteoarthritis, since not all treatment options are
equally effective for patients with different osteoarthritis phenotypes. Fortunately,
the number of high-quality clinical trials has increased in the last years and have
increased our insight in potential effective treatments for osteoarthritis. Non-pharma-
cological options include information and education, exercise possibly in combina-
tion with weight reduction in overweight patients with knee osteoarthritis or assistive
technology in patients with hand osteoarthritis. Regarding effective pain alleviating
medication research, including systematic reviews, network analyses and rando-
mised clinical trials, has increased our insight in the clinical efficacy of different medi-
cations. This has led to the discussion about the role of acetaminophen in
osteoarthritis. New pain alleviating medication has been developed and is currently
investigated. Furthermore, currently used medication is investigated for alternative
ways of application. The ultimate requirement to have a disease modifying drug
available is not yet met, but studies have been undertaken and are ongoing to inves-
tigate disease modifying potential.
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Assessment and prevention of RMDs, what have
we learned?

SP0137 PREVENTION OF RMDS — WHAT HAVE WE LEARNED?

S.M. Verstappen'2. "NIHR Manchester Biomedical Research Centre, Central
Manchester University Hospitals NHS Foundation Trust, Manchester Academic
Health Science Centre; *Arthritis Research UK Centre for Epidemiology, Centre for
Musculoskeletal Research, Division of Musculoskeletal and Dermatological
Sciences, The University of Manchester, Manchester, UK

Rheumatic and Musculoskeletal Diseases (RMDs) cause the greatest burden of
disability in Europe and is increasing. The WHO Europe Action Plan for the Pre-
vention and Control of Non-communicable Diseases recently recognised this bur-
den and recommends action to promote prevention and improve health in the
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general population and those with musculoskeletal health. Targeted screening
and prevention in individuals at high-risk of developing RMDs will only be suc-
cessful if there is a good understanding of the underlying mechanisms of the dis-
ease and of possible genetic and environmental risk factors associated with the
risk of developing RMDs. The main focus of this presentation is on the evidence of
the association between modifiable lifestyle factors and the risk of developing
RMDs and the effectiveness of drugs administered during the preclinical phase of
RMDs.
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SP0138 WHY NOT ALL EFFECTIVE INTERVENTIONS ARE
WORTHWHILE

F. Guillemin. Université de Lorraine, APEMAC, Nancy, France

Economic decisions in the health sector should be made to reach both efficiency
and improvement of health in the most equitable way in the population. Compara-
tive assessment of innovation with usual or current standard practice allows
measuring the incremental benefit per individual. The comparison should bear
both on effectiveness, ie health effect, and on costs of alternatives, considering
appropriate stakeholders and payers. Moreover, according to diseases and treat-
ment target, the time horizon should be relevant to its expected effect, from a few
weeks for painkillers to a lifetime for disease modifying drugs in inflammatory
arthritis, joint prosthesis in osteoarthritis, or prevention of osteoporosis.

Various scenarios can result from an economic analysis, with four possibilities for
a new treatment or health care technology: more efficient at lower cost (optimal),
less efficient at higher cost (worse issue), less efficient at lower cost (needing a
decision to lose some effectiveness), or more efficient at higher cost — ie cost-
effective — (needing to identify what the society is ready to pay off). This is done by
calculating an incremental cost-effectiveness ratio, illustrating a marginal benefit
per individual, at best using data from clinical trials. Therefore, not all effective
interventions can be candidate for diffusion.

Because there is a need to make decisions before larger diffusion of the innova-
tion, a set of methods are also available to anticipate its potential benefit, using a
modelling approach. Sensitivity analyses are also conducted in varying conditions
of application in reasonable range, using deterministic and stochastic methods.
More recently, another perspective has been developed, ie the calculation of the
net budgetary impact. This approach allows an extension of the costs to the tar-
geted people in the whole population at a country level. It should take all indirect
costs into account. Using these approaches, it is possible to observe that some-
times promising health technology sometimes need to be abandoned, given the
too high cost to society for low additional benefit to individuals.
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High-end imaging: looking for the invisible

SP0139 THE ROLE OF PHAGOCYTES AT THE INFLAMMATORY
SITE

S. Uderhardt, on behalf of Ronald N Germain. Laboratory of Systems Biology,
National Institute of Allergy and Infectious Diseases, Bethesda, USA

Inflammation is a highly conserved, multicellular response to infection or injury
ensuring host defense and tissue integrity. Immune cell activation, however, can
cause substantial collateral damage, often further amplifying the inflammatory
response and significantly contributing to disease pathology (e.g. influenza, myo-
cardial infarction). Hence, mechanisms are required not only to promote and
resolve inflammation, but also to regulate the primary events that initiate this proc-
ess in order to avoid unwanted and potentially harmful immune responses.

Using state-of-the-art intravital and static multi-parameter imaging techniques in
mice, our lab seeks to understand the complex interactions and functions of differ-
ent immune cells types in the execution and regulation of the inflammatory
responses to sterile damages in peripheral tissues. With primary focus on the
innate immune system, we’re particularly interested in the dynamic interplay of
embryonically-derived tissue macrophages and recruited neutrophils, which can
prevent unwanted immune cell activation and thereby fine-tune the threshold for
the onset of damaging inflammation.

This presentation will provide novel insights into the multi-layered regulation of the
very initial steps in an inflammatory response to tissue damage, and will further
discuss the differential roles of different populations of phagocytes at sites of
inflammation.
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SP0140 IMAGING THE ARTHRITIC JOINT

J. Brewer. Institute of Infection, Immunity and Inflammation, University of Glasgow,
Glasgow, UK

Advanced imaging approaches such as multiphoton laser scanning microscopy
(MPLSM) enable the real-time visualisation of cellular behaviour throughout the
development of immune responses in vivo. These techniques have brought new
insights into the spatial and temporal organisation of the immune system, for
example the T cell/Dendritic cell interactions in the lymph node during the decision
to induce immunological priming versus immunological tolerance. We believe that
understanding cellular interactions in the joint will similarly transform our under-
standing of the importance of time and tissue specific regulation of the immune
system in homeostasis and in diseases such as Rheumatoid Arthritis. Further-
more, using cell fate mapping, we have integrated imaging data in different cellular
locations with transcriptional analysis to reveal the underlying molecular basis of
these interactions. We propose that the key T cell/DC interactions controlling the
development of immune responses and their molecular basis are influenced by
the distinct anatomical and temporal context in which they take place, providing
targets for therapeutic intervention as well as indicating biomarkers to report
immune function.

Abstract SP0140 — Figure 1
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IMPROVING THE STUDY OF BONE DISEASES BY
CORRELATIVE ELECTRON-, ION- AND X-RAY
MICROSCOPY INCLUDING THEIR ANALYTICAL
TECHNIQUES

S.H. Christiansen, on behalf of S.H. Christiansen, L. Kling, G. Sarau, R. Keding, L.
Pillatsch, J. Michler, P. Milovanovic, B. Busse, M. Herrmann,G. Schett. Helmholtz
Zentrum Berlin fiir Materialien und Energie, 14109 Berlin, Germany

In the last decades al lot of knowledge was gathered on the structure and compo-
sition of bone. Cutting-edge correlative high-resolution microscopy and spectro-
scopy permits reaching the next level of understanding: Correlative workflows
starting from X-ray microscopy volume analysis with voxel sizes of<1 um, over
large scale scanning electron data acquisition, to dual beam microscope analysis
(focused electron- and ion beam) permit the scale bridging investigation of bone
architectures and thus merging the “big picture” and the underlying ultrastructure
with statistical significance. In combination with additional analytical add-ons,
physical properties such as optical, mechanical, compositional, structural etc.
deliver a highly detailed correlative dataset of bone.

The present paper utilises the comprehensive data acquisition to study bone deg-
radation as it occurs in diseases such as osteoporosis and inflammatory osteoar-
thritis in mouse models.
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SP0142 WHAT CAN NEW INSIGHTS IN THE PATHOGENESIS OF

PSORIATIC ARTHRITIS TELL US?
D. Veale'?. "University College Dublin; 2St. Vincent's Hospital, Dublin, Ireland

Psoriatic arthritis is a chronic immune-mediated inflammatory arthropathy, of
unknown cause that presents with low grade inflammation of the skin, joints and/or
entheses including the axial skeleton. Psoriatic arthritis is associated with increased
mortality from cardiovascular disease. Diagnosis is primarily according to clinical
phenotype due to the diverse clinical features. Increased understanding of the
pathogenesis has led to specific new therapeutic agents and treatment strategies
that prevent disease progression and improve quality of life, however 40% or more
subjects show partial response or fail to respond. Despite this several unmet needs
remain. There are no validated biomarkers for diagnosis, prediction of therapeutic
response or remission, therefore it remains difficult to accurately assess disease
activity, predict which subjects will respond to a specific therapy, and identify those
in remission. This review will address specific recent advances in translational
research that inform the pathogenesis of psoriatic arthritis.
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The Gl tract in systemic sclerosis — is there light at
both ends?

SP0143 ARMFUL HIDDEN TELANGIECTASIA

C. Frantz. Rheumatology A, Cochin Hospital, Paris Descartes University, Paris,
France

Patients with systemic sclerosis (SSc) develop a broad spectrum of vascular man-
ifestations including the almost universal Raynaud’s phenomenon, commonly dig-
ital ulceration and more rarely critical digital ischaemia. In parallel, within this very
heterogeneous disease, some patients will develop vascular related organ dam-
ages leading to heart or kidney failure. In addition, SSc patients commonly exhibit
telangiectasia that are visible macular, dilated superficial blood vessels. They can
develop near the surface of the skin or the mucous membranes. Cutaneous telan-
giectasia are now included in the classification criteria and may be a marker of
more aggressive vascular phenotype. Furthermore, telangiectasia can occur in
the gut and promote the development of more structured damages like vascular
ectasias and sometimes the very specific gastric antral vascular ectasia. All these
vascular lesions induce severe and recurrent chronic iron-deficiency anaemia that
can require specific local treatments to stop the bleeding. They also occur in sub-
sets of SSc patients at risk of other SSc complications that will be highlighted in
the clinical cases to be presented.
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SP0144 THE IMPORTANCE OF MAINTAINING CONTROL

K.E.N. Clark. University College London, London, UK

The clinical impact of lower gastrointestinal tract involvement in systemic sclerosis
will be illustrated by case presentations. This will describe problems including
pseudo-obstruction, severe malnutrition, and electrolyte imbalance and anorectal
disease. The interplay with comorbidities such as cardiac scleroderma will also be
described. Potential therapeutic strategies for these different complications will be
introduced through these cases.

Disclosure of Interest: None declared

DOI: 10.1136/annrheumdis-2018-eular.7672

SP0145 LIGHT AT THE LOWER GASTROINTESTINAL TRACT IN
SYSTEMIC SCLEROSIS

C.P. Denton. Centre for Rheumatology, Royal Free Hospital and UCL Medical
School, London, UK

Gastrointestinal tract manifestations of systemic sclerosis are common and repre-
sent a high burden of the disease. Whilst some aspects can be treated the lower
bowel involvement is especially challenging. The midgut is affected with dysmotil-
ity and functional impairment including the consequences of impaired absorption
and exocrine pancreatic insufficiency. Midgut hypomotility can lead to stagnation
of bowel contents and small intestinal bacterial overgrowth that contributes to
bloating, diarrhoea and malnutrition. Colonic involvement contributes to chronic
constipation and anorectal disease is a major non-lethal burden leading to inconti-
nence. This has enormous impact on quality of life. The end result is a constella-
tion of symptoms and clinical problems that require integrated management to
ensure appropriate investigation and treatment. Strategies that can be helpful
include broad spectrum antibiotics to address small intestinal bacterial overgrowth
and prokinetics to address issues of pseudo-obstruction. The latter is best man-
aged conservatively. Occasionally patients develop nutritional failure that requires
parental nutrition. This can be successfully delivered as part of a home care pro-
gramme and is generally parenteral supplementation, for example with overnight
feeds, rather than total parenteral nutrition. Constipation and diarrhoea require
opposite strategies for treatment and often a high degree of patient self-manage-
ment. Recent trials of techniques to improve anorectal incontinence have been
promising for strategies such as posterior tibial nerve stimulations and this may
represent useful option in some cases.
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RA: is it all in your head?

SP0146 THE LINK BETWEEN INFLAMMATION AND

DEPRESSION

N. Harrison. Neuroscience, Brighton and Sussex Medical School, Brighton, UK

Inflammation is increasingly implicated in the etiology of depression. Patients with
idiopathic depression have been shown to express increased circulating pro-
inflammatory cytokines and 30% of patients receiving chronic Interferon-alpha for
the treatment of Hepatitis-C develop major depression. Recently, anti-inflamma-
tory agents, including ‘biologics’ developed for rheumatoid arthritis, have shown
potential efficacy for the treatment of idiopathic depression. However, the utility of
these medications is highly variable emphasising the importance of identifying
biomarkers that may predict treatment response. Interestingly, neuroimaging
studies have recently demonstrated that increases in inflammation can rapidly
alter brain function and microstructural integrity. Further, these acute changes in
brain structure/function can additionally predict the later development of depres-
sive response during sustained inflammatory challenge. For example, in patients
with Hepatitis-C given Interferon-alpha over a prolonged period, acute changes in
ventral striatal microstructure (observed within 4 hours of the first injection of Inter-
feron) predict the magnitude of fatigue/motivational impairment experienced
4 weeks later while acute changes in amygdala processing of emotionally
valenced stimuli predicts the magnitude of depressive symptoms. Conversely,
inhibitors of Tumour Necrosis Factor (TNF) reduce amygdala reactivity to emo-
tional stimuli, which correlate with improvement in mood. Together, these studies
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highlight the importance of inflammatory processes in depression and support on-
going trials of anti-inflammatory agents in this common and functionally impairing
disorder.
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Gut bacteria: the boss of the immune system__

SP0147 HOW THE GUT MICROBIOTA AND ITS METABOLITES
IMPACT ON BONE HOMEOSTASIS

M.M. Zaiss. Department of Internal Medicine 3 — Rheumatology and Immunology,
Friedrich-Alexander-University Erlangen-Nirnberg (FAU), Erlangen, Germany

Microbial metabolites are known to modulate immune responses of the host. The
main metabolites derived from microbial fermentation of dietary fibres in the intes-
tine, short-chain fatty acids (SCFA), affect local and systemic immune functions.
Here we show that SCFA are regulators of osteoclast metabolism and bone mass
in vivo. Treatment of mice with SCFA as well as feeding with a high-fibre diet sig-
nificantly increases bone mass and prevents postmenopausal and inflammation-
induced bone loss. The protective effects of SCFA on bone mass are associated
with inhibition of osteoclast differentiation and bone resorption in vitro and in vivo,
while bone formation is not affected. Mechanistically, propionate (C3) and buty-
rate (C4) induce metabolic reprogramming of osteoclasts resulting in enhanced
glycolysis at the expense of oxidative phosphorylation, thereby downregulating
essential osteoclast genes such as TRAF6 and NFATc1. In summary, these data
identify SCFA as potent regulators of osteoclast metabolism and bone
homeostasis.
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Multi-disciplinary management of complex
persistent pain

SP0148 PAIN: THE ROLE OF PSYCHOLOGY

L. Knudsen. Spinal Cord Injury Centre of Western Denmark, Viborg, Denmark

Pain is a multidimensional experience, and chronic ongoing pain may have wide-
ranging social and psychological implications. A biopsychosocial model of under-
standing is generally considered to be the best pain model, and it is well-estab-
lished that interdisciplinary pain management is the most effective treatment
approach. Psychological management plays an important role in such treatment.
This lecture will cover the link between psychological factors and pain as well as
psychological pain management.
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SP0149 THE PATIENT'S PERSPECTIVE OF LIVING WITH

COMPLEX REGIONAL PAIN SYNDROME

R. Connett. Select, Royal Devon and Exeter Hospital, Exeter, Devon, UK, Exeter ,
UK

There is wide acknowledgement in medical literature that CRPS is a very painful
condition that can be severely debilitating and adversely affect quality of life. In an
attempt to assist the many highly caring, gifted and dedicated clinicians who want
to understand what this actually means from the perspective of those who live with
the condition relentlessly day by day, | shall attempt to bring such a statement to
life. | shall speak mainly from my own journey of learning to live with CRPS since
2001, but shall also draw on the experiences fellow sufferers have shared with
me, and humbly contribute some key messages for the clinicians who come into
contact with patients pre or post diagnosis.
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SP0150 FUNCTIONAL REHABILITATION FOR THE RELIEF OF
COMPLEX PERSISTENT PAIN

C. Mccabe. Royal National Hospital for Rheumatic Diseases, Royal United
Hopsitals Nhs Foundation Trust, Bath, UK

Persistent pain, by definition, is a long-term condition that cannot be resolved by
available medical or other treatments. Historically, the focus for pain and rehabili-
tation specialities has been on management, to improve quality of life and function
in the presence of pain. However, most patients seek pain relief.

Research by the Bath Pain group, and other published literature indicates that
people make hypotheses about bodily feelings based on prior performance and
the current environment. This is an active process. Pain related adaptations to the
sensory and motor systems ensure we act to minimise potential threats. These
adaptations impact on bodily feelings and modify autonomic and limbic systems.
The degree of adaptation can be minor and brief, or significant and persistent.
Where adaptive mechanisms continue to engage beyond what is deemed as use-
ful, this can be considered hyper-adaptive.

I will present clinical evidence of pain related hyper-adaptations that people with
persistent pain describe in clinic. For example, perceived changes in the painful
limb, ownership, temperature, and size, as well as feelings of peculiarity, discom-
fort, pain, and altered movement trajectory when motor output does not match
expected sensory feedback. People with Rheumatoid Arthritis, Fibromyalgia,
Complex Regional Pain Syndrome, or after limb fracture all describe altered body
perceptions. Individuals may, for example, perceive a painful hand (and an object
held within it), as excessively heavy and enlarged (when in reality it is not), report
clumsiness, and difficulty moving the hand due to a perceived inability to ‘engage’
with it. We have described visual neglect and emotional changes about the painful
limb, and consequent impacts on motor and autonomic function.

The sensory system encodes the characteristics and location of stimuli and deter-
mines if these are harmful or innocuous. This process is impaired in a painful body
part. The ability to determine the texture or temperature of materials applied to the
painful skin is commonly lost; or non-painful stimuli, such as light touch, are per-
ceived as painful (allodynia).

This session will describe work that has focused on aiming to increase our under-
standing of the pain-related adaptations in sensorimotor processing and associ-
ated behaviours, in order to design interventions that help to redefine this hyper-
adaptive response, essentially broadening sensorimotor function, and relieving
persistent pain.
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SATURDAY, 16 JUNE 2018
Osteoarthritis: a vascular disease

SP0151 DOES IMAGING SUPPORT THE VASCULAR NATURE OF

OSTEOARTHRITIS?

P.G. Conaghan. Leeds Institute of Rheumatic and Musculoskeletal Medicine,
University of Leeds, Leeds, UK

There are a number of ways in which vascular disease may contribute to either
the initiation or structural progression of osteoarthritis (OA). We should keep in
mind that atherosclerotic vascular disease, like OA, occurs with increasing fre-
quency as people age and consequently understanding their inter-relationship
and any potential causal relationship is dificult. Of interest is the suggested epide-
miological links between cardiovascular mortality and OA, though again this is dif-
ficult to discern the casual part of the relationship. Links between vascular
disease and osteoarthritis may of course be mediated through a common disease
association, obesity. One hypothesis is that osteoarthritis is a differentiation disor-
der involving altered lipid metabolism.

It should also be remembered that articular cartilage is avascular, and it receives
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demonstrated that venous outflow obstruction results in decreased perfusion and
that venus staus is associated with trabecular remodelling, in animal OA models.
Another potential role for vascular perturbation is in the synovitis commonly seen
in OA. Given the frequency of synovitis in (especially knee) OA, it is possible that
a patchy distribution of reduced blood flow (local ischaemia) happens in areas of
greater inflammation. Greater levels of synovial inflammation have been associ-
ated with OA progression.

Another hypothesis is that atheromatous disease might directly effect OA pathol-
ogy progression. Computered tomography (CT) has been used in the spine to
demonstrate an association between arterial calcification and the degree of disc
degeneration, and there has also been shown to be a relationship between disc
degeneration and adjacent bony end plate damage. These spinal changes are
similar to OA joint pathologies. Another study demonstrated an association
between hand osteoarthritis imaging findings and aortic calcification.

REFERENCES:

[1] Aaron RK, Racine J, Dyke J. Contribution of circulatroy disturbances in
subchondral bone to the pathophysiology of osteoarthritis. Curr Rheumatol
Rep 2017;19:49.

[2] Conaghan PG, Vanharanta H, Dieppe PA. Is progressive osteoarthritis an
atheromatous vascular disesase? Ann Rheum Dis 2005;64:1539—41.
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SP0152 HYPERTENSION, BONE MARROW LESIONS AND
OSTEOARTHRITIS (OA)

2D, Felson. "Clinical Epidemiology Unit, Boston University School of Medicine,
Boston, USA; “Arthritis Reseach UK Centre for Epidemiology, University of
Manchester, Manchester, UK

Elements of the metabolic syndrome except for hypertension such as dyslipide-
mia and central adiposity are not consistently associated with knee osteoarthritis
once obesity is adjusted for. However, after adjustment for obesity, hypertension
is modestly associated with an increased risk of knee and even, in some studies,
hand OA. A recent meta-analysis reported consistency across large cohort and
case control studies; those with hypertension had a 1.49 fold increased odds of
OA (p<0.001).

There a several possible explanations for this association especially if hyperten-
sion compromises the supply of nutrients to the joint. First, as OA develops, sub-
chondral bone remodelling is accompanied by angiogenesis which could be
inhibited by vascular insufficiency. In findings that are probably related, bone mar-
row lesions seen on MRI in OA represent lesions of bone trauma and, in these
lesions, the number of vessels increases and the vessels have especially thick
walls for their size. Bone marrow lesions have been linked to intraosseous hyper-
tension that is probably not a consequence of arterial but rather of venous hyper-
tension within bone. Further, NSAID use in persons with OA could raise blood
pressure and create a spurious association of OA with hypertension. Given this
range of potential explanations and the potential for identification of causal factors
that may offer clues to OA treatment, further exploration of the biology of this rela-
tionship is needed.
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SATURDAY, 16 JUNE 2018
Workshop: Is there a diet for people with RMDs?__

SP0153 WHAT EVIDENCE IS THERE THAT DIETS HELP PEOPLE

much of its nutrition from the subchondral bone or synovial fluid. Vascular di
in the subchondral bone may accelerate structual progression through alterations
in cartilage nutrition or through direct ischaemic effects on bone. Imaging plays a
key role in hypotheses about vascular involvement in OA, since it is commonly
used for diagnosis and assessing progression. It has been suggested that the
MRI subchondral bone changes typical of OA (termed bone marrow lesions) are
similar to those seen in avascular necrosis, especially in the hip.

How might vascular changes effect OA? Certainly OA structural changes have
been proposed because of secondary vascular changes in the high-pressure sub-
chondral bone environment. These have been described in terms such as ‘venous
outflow obstruction’ and also ‘localised hypercoagulabilities’, and have been
described in animal and human studies. Venous outlet syndrome in the subchon-
dral region can result in ischaemia of bone and the adjacent cartilage. Dynamic
contrast enhanced (DCE-)MRI and positron emission tomography (PET) have

WITH RMDS?

27, Linauskas. ' Department of Rheumatology, Aarhus University Hospital,
Aarhus; 2Department of Rheumatology, North Denmark Regional Hospital,
Hjoerring, Denmark

Throughout history patients with Rheumatic diseases (RMD) have used different
diets trying to improve the symptoms and dietary manipulation is still widely used
today. There are several potential mechanisms by which diet may be related to
pathways involved in inflammation, such as decreasing the inflammatory process,
increasing antioxidant levels, changing the lipid profile, influencing composition of
the intestinal bacterial flora.

The common dietary programs used by people with RMD include vegetarian or
vegan, Mediterranean, elimination diets or fasting periods. Moreover, many
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dietary supplements are available both as combination formulas and as single-
ingredient supplements.

The most studies, investigating diet influence on RMD symptoms in human, were
conducted among Rheumatoid Arthritis (RA) patients as an adjunctive therapy.
Further, there is a wide variation in evidence robustness probably due to the com-
plexity of studying the relationship between diet and disease activity.

Diets: Several controlled studies among RA patients have been performed.
Mediterranean diet intervention studies have shown tendency to pain reduction
and improvement of physical function after 3—6 months.

An intervention study, comparing 7—10 days fasting followed by 13 months vege-
tarian diet and the ordinary diet, showed significant pain reduction in the interven-
tion group. Though, there was no significant difference in physical function or
morning stiffness compared to RA patients adhered to an ordinary diet.

Vegan diet intervention studies did not report statistical significant difference in
pain, physical activity or morning stiffness compared to an ordinary diet.

One study compared 6 weeks of elimination diet to an ordinary diet. Due to inad-
equate data reporting, no between-group analyses were possible, the authors of
the study concluded: “When the dietary and placebo groups were compared the
dietary group did better for all 13 variables for which differences between them
were significant”.

Cholesterol lowering diet study among 17 Systemic Lupus Erythematosus (SLE)
patients showed increased quality of life (measured by questionnaire) after 12
weeks study period compared to the control group.

Ramadan fasting study among 40 SLE patients did not reveal any influence of
fasting on disease activity or patients’ quality of life during the fasting period or 3
months after fasting compared to non-fasting SLE patients.

Non-randomised controlled low-salt, uncooked vegan diet study among 53 fibro-
myalgia patients revealed improvements in pain, joint stiffness, quality of sleep,
quality of life and general health after 3 months of study period.

Dietary supplements: Several studies of fish oil supplementation have been
performed among RA patients and have generally shown positive results on pain
reduction, morning stiffness, and improvement in physical activity and decreased
use of pain relief medications. The potential benefit of eating whole foods with
high omega-3 content has not been evaluated.

Studies, investigating Vitamin D supplementation in RA patients did not find any
disease modifying effect.

Interventional studies of antioxidant supplementation in patients with RMD have
been inconclusive.

Current data regarding potential therapeutic effects of probiotics suggest plausible
benefits, though evidence grade is still low.

There is some evidence that herbal therapy containing Gama Linolenic Acid oils
(evening primrose, borage, or blackcurrant seed oil) reduce some RA symptoms.
Alcohol: Studying effects of alcohol on RMD activity is complicated not least in
relation to the treatment. Two observational studies among RA patients, showed
tendency towards an inverse association between alcohol use and disease
severity.

Conclusion: The effects of dietary manipulation in RMD patients are still uncer-
tain due to small study samples and potential risk of bias. Higher drop-out rates
and weight loss in the groups with manipulated diets indicate that potential
adverse events should not be ignored.

However, there is some evidence that fasting followed by a vegetarian diet and
Mediterranean diet improve pain, but not stiffness and physical function among
RA patients, when compared to an ordinary diet.

Several controlled studies showed that dietary supplements of moderate-to-high
doses of omega-3 fatty acids have a beneficial effect on several parameters of RA
activity.

Evidence regarding diet influence on RMD’s other than RA is very weak.
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SP0154 HOW TO OFFER SEMINARS ON NUTRITION

C. Elling-Audersch. Deutsche Rheuma-Liga (German Rheumatism League),
Berlin, Germany

Deutsche Rheuma-Liga (German Rheumatism League)

Deutsche Rheuma-Liga (DRL) is a patient organisation that offers support to peo-
ple with all rheumatic and musculoskeletal diseases (RMDs). We offer to our
members information, various seminars, exercise classes and advice services.
The main goal is to improve a patient’s self-management.

Most patients have questions concerning medication, but would like to know as
well what other measures can be taken to improve their health. Nutrition and the
question of a rheumatism diet is one of the great patients” demands.

Speakers Abstracts

Based on a survey of our organisation (DRL) patients” information priorities are
obvious and have led to offerings for patients.

Our seminars for patients about nutrition are based on our nutrition booklet, on evi-
dence-based information and on avoiding an esoteric content.

All seminars deal with three key elements of self-management: nutrition, exercise
and ergonomic kitchen aids.

Based on the key messages of nutrition, the important aspects are not only to edu-
cate, but also to exercise, to communicate, to exchange experiences, to cook, to
taste, to smell and to enjoy. We show ergonomic kitchen aids and explain their
daily usefulness.

My talk will consider organisational aspects as well, if an organisation wants to
offer such seminars.

In our experience combining nutrition, exercise and ergonomic aids are essential
aspects of a healthy life and contribute to a person’s rheumatic and/or musculos-
keletal treatment successfully.
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SP0155 NUTRITION — HOW TO TALK ABOUT IT

V. Krafft. Rheumaliga Schweiz, Zurich, Switzerland

When it comes to the subject of nutrition and rheumatism, particularly in relation to
inflammatory rheumatism, opinions are sharply divided. Holistically oriented
physicians and therapists believe that a change in diet can replace medication in
the treatment of chronic inflammation and they thus pursue the goal of reducing
the need for medication through an anti-inflammatory diet. Rheumatologists by
contrast staunchly defend drug therapy and still approach the subject of nutrition
with great reserve, disinterest, or even reject its effects out of hand. Some warn
that patients who stray from a balanced diet with a mix of foods may risk nutritional
deficiencies.

These opposing views leave many of those affected by rheumatism unsure of
how to approach nutrition. Can a change in diet really help alleviate the symptoms
of inflammatory rheumatism? Which diet rules can | trust? And what's more: How
do I speak about it with my rheumatologist? Will he advocate a change in diet and
view it as part of my arthritis therapy — or see it merely as a supporting measure,
quite a nice idea but without any therapeutic value?

Anyone wanting to provide rheumatism patients with some guidance in this regard
must ward against possible bias. The Swiss League against Rheumatism makes
sure its communications on this controversial issue take into account the whole
spectrum of existing medical pluralism. On the question of nutritional benefits, it
thus provides information from the point of view of conventional medicine as well
as that of complementary medicine and all the shades in between.

Objectives of the Swiss League against Rheumatism

The Swiss League against Rheumatism endeavours on the one hand to ensure
that its communication about nutrition is not one-sided but rather presents the dif-
ferent viewpoints. On the other hand, those affected should be given access to
knowledge that can help them to form their own opinion.

To achieve these goals, the Swiss League against Rheumatism continually
invests human and financial resources into research on this topic, interviews and
exchanges with experts, as well as ongoing updates of their contributions.
Communication channels: The Swiss League against Rheumatism informs
people about the topic of nutrition through the following communication channels:

*  Website
¢ Facebook
e Brochures
e Lectures

The main focus is on articles on the website.

Standpoint of the Swiss League against Rheumatism

The Swiss League against Rheumatism includes the subject of nutrition in its
communications because there is a great need for information among those
affected.

The Swiss League against Rheumatism itself takes no position for or against a
described measure but rather only makes recommendations based on scientific
criteria. On the basis of these scientific criteria, it can be assumed that nutrition, in
particular a Mediterranean diet, can have a “positive influence” on various rheu-
matic diseases.
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Challenging projects in education and training

SP0156 THEORY OF POSTER DESIGN AND PRESENTATION

M. Boers. Epidemiology and Biostatistics; Amsterdam Rheumatology and
immunology Center, VU University Medical Center, Amsterdam, Netherlands

This lecture introduces basic elements of poster design, and is followed after the
session by a special poster tour devoted to design. It strongly links to the concepts
discussed in my workshop on data visualisation.

To design an effective poster, its message and the intended audience must be
clear. Effective posters stand out because they convey their main message
almost instantly, and then seduce participants to stay longer and learn more.
Much more than oral presentations, posters are about selling your work in compe-
tition with all those other people presenting in your session.

In a good poster, all elements work together like a symphony orchestra:

Title, headings, text, tables, graphs, format, colours, layout, handouts, gimmicks,
and ... you!

For the design process, you need a good plan (including timelines!), good tools
(templates, software!) and a ruthless editor. Editing is about throwing out more
and more stuff, until finally you reach the point where throwing out more destroys
understanding. So the ‘orchestra’ has single instrumentation, and is wonderfully
transparent.

Posters are not ‘comprehensive’! All the details you love can go into a specially
designed handout (NOT an exact replica of your poster).

Your role as presenter is special: you must be visible but unobtrusive, and flexible
to accommodate different viewer styles, and have different modes of presentation
(eg. walkthrough, answer questions, respond to critique). Also make sure your
contact details are visible and correct (if no handout, be sure to have business
cards). If you are playful you can use gimmicks to increase your visibility: match
your clothes to your colour scheme, make something in real 3D on your poster,
use sound, etc. But don’t overdo it: this is just the icing on the cake: this is a sci-
ence, not a commercial exhibit.

When we go to assess posters in the upcoming poster tour, we will be looking for
the following elements:

Overall message clear?

Text quality: brevity, clarity

Table quality: clear vision, clear understanding
Graph quality: clear vision, clear understanding
Design elements: layout, choice of font, color
Handout: not a replica, elements 1-5 repeated
7. Presenter: style, contact details

RS o A
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SP0157 THE EULAR SCHOOL OF RHEUMATOLOGY. A
CHALLENGING EDUCATIONAL EULAR
PROJECT. WHERE ARE WE NOW?

A. lagnocco. Scienze Cliniche e Biologiche, Universita degli Studi di Torino, Turin,
Italy

EULAR has traditionally been a strong advocate of training and education in rheu-
matology, which has made EULAR the pre-eminent provider and facilitator of
high-quality educational offerings for physicians, health professionals in rheuma-
tology, and people with rheumatic and musculoskeletal diseases. Indeed, the
international rheumatology community is set to benefit from high levels of educa-
tion in rheumatology, with the aim of delivering significant relief to the lives of peo-
ple with musculoskeletal and rheumatic diseases worldwide.

In June 2017, the EULAR School of Rheumatology was launched at the Annual
EULAR Congress. This is as a fully integrated operational entity contained within
EULAR which combines all educational offers, whether they are live courses,
online courses, books, webinars or any other material, under one roof. This new
system has the aim of greatly facilitating access to all products, giving personal-
ised overviews and allowing, for those who sign up for a membership, to use the
various incentives and special offers. The School will also provide the members a
secure means of storing their gained certifications and other personal information.
In addition, members of the EULAR School of Rheumatology will be able to benefit
from a new accumulative credit point system, which adds points according to edu-
cational hours spent in EULAR courses, either live or on-line. Members will also
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be regularly informed regarding the developments of the School and new educa-
tional and training materials.

With the purpose of optimising and improving the already very solid educational
offerings of EULAR, during the last two years, seven groups of eminent experts in
education actively worked to develop new products to be added to the existing
educational material of EULAR. Many different projects are currently being devel-
oped by these “classrooms” and are addressed to the whole rheumatology com-
munity (i.e. rheumatologists, undergraduates, trainees, teachers, researchers,
health professionals, and people with rheumatic and musculoskeletal diseases).
Indeed, in today’s digital era, education and training possibilities are undergoing
constant changes with new approaches, products and technologies coming up.
Thus, the EULAR School of Rheumatology represents a model of future learning,
reflecting the changing needs of the rheumatology community through offering
new educational materials across this medical discipline and the greatest levels of
access to the highest quality of education in the field.

With the modern developments of the rheumatology discipline, EULAR School of
Rheumatology is today taking its educational offerings, services and products to a
global audience worldwide.

For information about ongoing and new initiatives of the EULAR School of Rheu-
matology, please go to www.eular.org/school_of_rheumatology.cfm.
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Recommendation session ESSCA

SP0158 UPDATE OF EULAR RECOMMENDATIONS FOR
VACCINATION OF PATIENTS WITH AUTOIMMUNE
INFLAMMATORY RHEUMATIC DISEASES

O. Elkayam, on behalf of Eular task force. Rheumatology, Tel Aviv Medical Center,
Tel Aviv, Israel

Objectives: A European League Against Rheumatism (EULAR) Task Force was
established to update the recommendations for vaccination of patients with auto-
immune inflammatory rheumatic diseases (AlIRD) published in 2011.

Methods: Following the latest version of the EULAR Standardi