
follow-up. The model with the lowest Bayesian information criterion
was used for model selection. Trajectory group membership was then
used to compare baseline characteristics and changes in other
outcome variables during follow-up.
Results: GBTM suggested five distinct DAS28 trajectories. Groups 1 and
2 started with moderate disease activity; Group 1 showed no improve-
ment whereas Group 2 demonstrated an improving trajectory. Groups 3-5
exhibited high baseline disease activity; Group 3 followed a slowly
improving trajectory, Group 4 a rapidly improving trajectory and Group 5
no improvement. Patterns of change in DAS28 were reflected in changes
in other DAS28 variables. Baseline characteristics were generally similar;
however, the groups with the most favourable DAS28 trajectories (Groups
2 and 4) had the lowest symptom duration prior to first review (median
number of days (IQR): 184 (105-371), 150 (97-225), 174 (116-305), 123
(78-203), 205 (96-344)). Trajectory groups that demonstrated improve-
ments in DAS28 (Groups 2 and 4) demonstrated improvements in HAQ,
EQ5D index and pain VAS; consistently had the lowest rates of anxiety
and depression and the lowest rates of unemployment. Group 3 showed
a slower rate of improvement from high disease activity than Group 4,
which was reflected in lesser improvements in HAQ, EQ5D index and pain
VAS and higher rates of anxiety and depression. Trajectory groups that
demonstrated no improvement in DAS28 (groups 1 and 5) also
demonstrated minimal improvements in HAQ, EQ5D and pain VAS.
Further, Group 5, which demonstrated the worst DAS28 trajectory (high at
baseline and no improvement), had the highest rates of anxiety and
depression and lowest rates of employment.
Conclusion: Disease course in RA is heterogeneous and changes in
DAS28 are reflected by changes in measures of functional ability,
quality of life, pain and employment. Groups that followed the most
favourable trajectory presented earlier and had the lowest rates of
anxiety and depression. There appear to be complex, important
interactions between psychosocial measures and RA disease activity;
targeting disease activity alone may be insufficient to improve patient’s
functional ability and quality of life.
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Background: Rheumatoid arthritis (RA) is a progressively disabling,
chronic inflammatory condition. Despite similar therapeutic
approaches for elderly and younger RA patients being advocated,
the elderly reportedly receive less aggressive treatment compared to
younger patients. Using data from the Early RA Network (ERAN), this
study investigates potential treatment bias against the elderly.
Methods: ERAN is an inception cohort that recruited new cases of RA
from 23 centres between 2002 and 2012. Follow-ups were undertaken
at 3-6 months, 12 months and then annually, including data on
DMARD start and stop dates. ERAN records for 1131 patients with
medication data available were analysed. Age was categorised
as<65, 65-74 and �75 years. Disease profiles included the Disease
Activity Score (DAS)-28, Health Assessment Questionnaire (HAQ) and
Charlson Comorbidity Index, and seropositivity. The time to first
outpatient visit and first DMARD were analysed across the ages and
for older patients compared to the <65s. Prescription rates at 6
months, 1 year and 2 years were similarly analysed. Chi-tests, relative
risks and 95% confidence intervals (CIs) were used to confirm
statistical significance, and logistic regression analysis to confirm the
impact of these variables controlling for confounders.
Results: Compared to the <65s, those aged �75 were more likely to
present with comorbidities and worse functional limitation, but were no
more likely to have high disease activity (DAS >5.1) at first visit.
However, compared to the under 65’s, the �75s were less likely to be
seropositive (RR¼ 0.73, 95%CI 0.59-0.91, p¼ 0.004). No significant
differences between the 65-74s and <65s are observed for these
variables. The 65-74s and �75s are significantly more likely to have
their first outpatient visit within the dataset average of approximately

10 months (RR¼1.11, 95%CI 1.02-1.21, p¼ 0.02; RR¼ 1.15, 95%CI
1.02-1.28, p¼ 0.02, respectively) compared to the <65s. No significant
difference in time to first conventional synthetic DMARD are observed
between older and younger patients. However, time to first biologic
DMARD was strongly associated with age. The �75s were more likely
to be on less intensive therapies compared to the <65s (csDMARD
monotherapy or steroid alone, versus csDMARD combination therapy
or bDMARD). The difference was significant but small at 6-months
(RR¼1.09, 95% CI 1.00,1.18, p¼ 0.04) but large by 2-years
(RR¼1.46, 95%CI 1.29-1.64, p¼<0.0001). These differences per-
sisted after controlling for gender, comorbidity and HAQ.
Conclusion: Elderly patients are more likely to present with complicat-
ing factors such as comorbidities and poorer function, compared to the
<65s. Encouragingly, elderly patients were likely to experience shorter
delay between symptom onset and first rheumatology appointment and
no difference in csDMARD initiation. However, elderly patients were also
less likely to receive intensive management even after controlling for
complicating factors. This may suggest a treatment bias due to age
alone rather than potential complicating factors.
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Background: Many patients with a rheumatological condition find it
difficult to know what information to read and believe. They require
much information about the disease itself, treatments regimes and
side effects, particularly for those with a new diagnosis. Information
needs to be readily accessible in one place to re-read/re-listen as
required. Our patients said it would be helpful to have trustworthy
information, reviewed by their rheumatology team, available in one
place as this will aid self-management.
Methods: In conjunction with a range of rheumatology patients of
differing ages, the MDT, and industry partner, Health and Care Videos,
we developed a rheumatology app for all of our patients. We used a
combination of written information and short videos to provide basic
headline information on various different diseases, common treat-
ments e.g. methotrexate, easily accessible contact details and clinic
locations (including postcodes, bus links, car parking). Video content
was written by the authors and filmed by Health and Care Videos. Our
patients were involved with planning/vetting the information included,
and designing the layout as it is important the app is easily navigable
by all. We launched the app during a patient educational conference in
June 2018. We advertise it at our monthly education afternoons for
those with new inflammatory arthritis, mention it to all patients on
regular follow up and remind them about it in our clinic letters.
Results: Since launch 10 weeks ago, there have been 394 downloads
and 1,365 visits with peaks around the time of our education sessions
when we advertise the app. The time spent in the app varies from <
20 seconds (22%) to 5þ minutes (28%). Two-thirds of visits are over
2 minutes. Most of the videos in the app are about 2 minutes long.
Common hits include: videos on medications and different conditions,
contact details, clinic locations, services available and the section on
the first six months (aimed at those with a new diagnosis). We have
had a number of spontaneous contacts from patients saying how
valuable they find the information we have given them. The app allows
direct phone calls to the correct member of the MDT e.g.
rheumatology physio, rather than going through the secretaries. We
are also encouraging direct email contact via the app. These aspects
are helping us make our services more efficient.
Conclusion: To date, the app continues to be downloaded by patients
and we have received very positive feedback. The next step is to
survey the users and identify what additions they would find helpful
to manage their disease e.g. interactive PROMS. Download free
from app store (search ‘Rheumatology Connect’) or go to
www.rheumatologyconnect.info.
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