
independently. For some stiffness was a significant symptom in early
disease (stiffness was absolutely integral to the definition of the
disease at that time). Part of my behaviour and environment:
Movement was a key influence, and related to immobility (you are
stiff after being laid in bed) and over-activity (if I have had like a busy
day, and I haven’t been able to rest then I might find that it is creeping
back in the evening). Patients also highlighted medications, weather
and diet. Located within my body: Stiffness was a bodily experience
that affected the joints (there is actual joint stiffness). Location varied
and was reported by some as more widespread during the morning or
during a flare (it affects more joints than it does when I’m not so bad).
Having consequences: Patients defined stiffness by impact on a range
of domains including physical function (I could not get my fingers to
pick up this blooming stupid screw), quality of life and wellbeing.
Needing to be managed: Patients managed stiffness using movement,
heat and cold, medications, gadgets, and behavioural strategies.
Variable: Stiffness varied within and between patients and was
compounded by the fluctuating nature of RA e.g. stiffness during a
flare was an exaggeration of itself. Additionally, there was temporal
variability (on a good day it is really just morning and evening).
Conclusion: Patients’ experiences of stiffness were varied, complex
and not fully captured by severity and duration. Future research
directions include using these findings to develop a more patient
oriented measure of stiffness which might evaluate different dimen-
sions of the symptom.
Disclosure statement: The authors have declared no conflicts of
interest.

O28. POPULATION SURVEY OF PREVALENCE, IMPACT AND
CARE OF FOOT SYMPTOMS IN PEOPLE WITH RHEUMATOID
ARTHRITIS

Oonagh Wilson1, Sarah Hewlett1, Jon Pollock1, James Woodburn2,
Enid Quest3, Caroline Swales3 and John Kirwan3

1Faculty of Health and Applied Sciences, University of the West of
England, Bristol, 2School of Health and Life Sciences, Glasgow
Caledonian University, Glasgow, 3Academic Rheumatology Unit,
University of Bristol, Bristol, UK

Background: Foot symptoms in RA derive from a combination of
inflammation, altered foot mechanics, deformity and secondary skin
lesions. Guidelines recommend regular review of patients’ feet, the
extent to which the general population of RA patients report foot
symptoms and access foot care has not been established.
Methods: All RA patients under hospital care in a defined geographical
area (Bristol Community Health) were identified from relevant depart-
mental records. A random sample was sent a postal survey (reminder
after 3 weeks) about presence of symptoms, disability (HAQ) and
patient characteristics (age, disease duration, arthritis medication and
co-morbidities). Measures of impact [Foot Impact Scale (FIS)] with
additional questions (numerical rating scales) related to importance,
severity, coping and ability to work derived from a previous study. For
each patient an Indices of Multiple Deprivation (IMD) score (a measure
of socio-economic status) was derived from postcodes.
Results: Of 739 patients sent the survey, 413 (56%) replied.
Responders and non-responders were similar for age (63.5 vs 61.5
years), gender (74.1%F vs 75.2%F) and socio-economic status (IMD
highest deprivation quintiles 13.3% vs 15.9%). Responders’ median
(inter-quartile range) disease duration was 10 (5–20) years and HAQ
score 1.5 (0.75–2.0). Most responders (394, 95.4 %) were taking
arthritis medication and 273 (66.1%) reported additional medical
conditions (including 28 (6.8%) with diabetes). Almost all (377)
reported current foot symptoms (91.3%) or previous foot symptoms
(6.3%), 10 (2.4%) reported never having foot symptoms. Current
symptoms included: articular features 73.8%; extra articular features
42.6%; cutaneous lesions 65.4%; structural deformity 57.6%; infection
7.5%. Median (IQR) FIS impairment footwear score 10/21 (6–14);
and FIS activities participation score 16/30 (7–23). Median (IQR):
importance was 6 (3–8); severity 6 (3–8); and coping 5 (3–7). Overall,
37.8% reported that foot symptoms affected their ability to work. Of
respondents, 69.5% had accessed foot care. This was similar for men

and women (62.3%M vs 72.0%F) (chi test P¼0.80, NS), as were the
proportions who accessed podiatry (42.1%M vs 52.0%F), orthotics
(39.3%M vs49.2%F) and orthopaedics (15.0%M vs 24.8%F). There
was no difference in foot care access in relation to socio-economic
status.
Conclusion: Unlike previous studies this was representative of all
hospital patients with RA and almost all reported foot symptoms.
Although FIS scores were slightly lower than in previous studies based
on patients recruited at hospital or foot care clinic appointments,
nevertheless substantial impact was reported including affecting ability
to work. In spite of this, 30% of patients had never accessed foot care.
Further research is required to compare self-report of foot symptoms
with clinical observations and explore the reasons why patients do and
do not access foot care.
Disclosure statement: The authors have declared no conflicts of
interest.

O29. THE EFFECTIVENESS AND EFFICACY OF SPLINTS FOR
THUMB BASE OSTEOARTHRITIS: A PILOT RANDOMIZED
CONTROLLED TRIAL

Jo Adams1, Sofia Barbosa Bouças2, Kelly Hislop1, Krysia Dziedzic3,
Nigel Arden4, Carol Graham5, Helen McKenna6, Victoria Jansen7,
Becky Shaylor8, Christina Macleod9, Kirsty Bancroft10 and
Sarah Bradley10

1Faculty of Health Sciences, University of Southampton,
Southampton, 2Faculty of Health and Life Sciences, Oxford Brooks
University, Southampton, 3Primary Care Sciences, University of
Keele, Keele, 4NDORMS, University of Oxford, Oxford,
5Occupational Therapy Dept, Staffordshire and Stoke on Trent
Partnership NHS Trust, Keele, 6Pulvertaft Hand Unit, Royal Derby
Hospital, Derby, 7Pulvertaft Hand Unit Kings Treatment Centre, Royal
Derby Hospital, Derby, 8Occupational Therapy Dept, North
Hampshire Hospital, Basingstoke, 9Occupational Therapy Dept,
Royal Hampshire County Hospital, Winchester, 10Occupational
Therapy Dept, Poole General Hospital, Poole, UK

Background: Self-management strategies have been reported to be
effective for people with thumb base OA in spite of claims that thumb
splinting can restore function there is limited evidence to support the
effectiveness of these splints. Hand splints are currently recom-
mended for hand OA by NICE and EULAR.
Methods: A three-arm randomized controlled pilot trial was conducted
across five UK NHS outpatient therapy departments. Patients with
symptoms of thumb base OA and with an AUSCAN score for thumb
base pain>5 and of hand function> 9 were recruited and randomized
to receive optimal NHS Occupational therapy care, optimal NHS
Occupational therapy care plus a biomechanically active splint or
optimal NHS Occupational therapy care plus a biomechanically
inactive (placebo) splint. Patients were assessed at baseline and at 4
weeks. The primary outcome was the AUSCAN Osteoarthritis Hand
Index (Pain). Secondary outcomes included: AUSCAN (Function and
Stiffness), Michigan Hand Outcomes Questionnaire, Global Rating of
Change Scale. Mixed between-within subjects ANOVAs were con-
ducted to compare the impact of the three interventions.
Results: Eighteen participants (27 OA thumbs) were recruited. Eleven
females (78%) and 3 males (22%) completed the study with a mean
age of 61.24 (S.D.¼ 9.40); 13 (92.86%) were right-hand dominant.
Seven patients were treated for bilateral thumb base OA, 4 patients
were treated for right thumb base OA and 3 for left thumb base OA.
Statistically significant differences were reported between the 3
intervention groups over 4 weeks for AUSCAN Pain [F (2,18)¼5.892,
P¼0.011], AUSCAN Stiffness [F (2,18)¼ 22.629, P<0.001], MHQ ADL
Both Hands [F (2,18)¼ 15.352, P<0.001], MHQ Aesthetics Right
Hand [F (2,18)¼4.545, P¼ 0.025], MHQ Aesthetics Left Hand [F
(2,18)¼6.018, P¼ 0.010], and Global Rating of Change Scale [F
(2,20)¼3.640, P¼ 0.047]. Table 1 shows the mean scores for the
intervention groups.
Conclusion: Over a 4-week period patients who received thumb base
splints recorded significantly less improvement in pain scores, hand
disability and global change than patients who received optimal NHS

O29 TABLE 1. Mean scores for groups

AUSCAN
(Pain) 0–20

AUSCAN
(Stiffness) 0–4

MHQ
ADL (0–100)a

MHQ Aesthetics
Right Hand (0–100)a

MHQ Aesthetics
Left Hand (0–100)a

Global Rating of
Change (–7 to þ7)a

Optimal NHS care baseline 9.22 (3.42) 0.89 (0.93) 64.29 (26.85) 77.08 (14.99)* 81.25 (11.27)*
Optimal NHS care follow-up 10.11 (1.17)* 0.89 (0.93)* 73.81 (20.83)* 54.17 (24.21)* 66.67 (20.49) 1.00 (4.56)*
Optimal NHS care plus splint baseline 10.67 (2.08) 1.33 (1.16) 35.71 (7.14) 79.17 (3.61) 52.08 (3.61)*
Optimal NHS care plus splint follow up 14.33 (3.06)* 2.67 (0.58)* 21.43 (3.57)* 75.00 (25.00) 54.17 (19.09) –4.33 (1.53)*
Optimal NHS care plus placebo splint baseline 11.00 (4.27) 1.67 (0.87) 58.33 (20.75) 61.81 (15.45) 47.92 (20.73)*
Optimal NHS care plus placebo splint follow up 8.00 (1.87)* 1.44 (0.53)* 79.76 (18.30)* 65.28 (15.97) 65.97 (21.68) –2.44 (2.35)

aHigher score indicates better outcome; *P<0.05. Values are mean (S.D.).
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OT care or optimal NHS OT care plus placebo splints. This study
demonstrated that placebo splints were credible and that further work
needs to be conducted on the effectiveness and efficacy of splinting
for thumb base OA.
Disclosure statement: J.A. has received research support from
Arthritis Research UK. All other authors have declared no conflicts of
interest.

O30. A NURSE LED CLINIC FOR ANKYLOSING
SPONDYLITIS IMPROVES DETECTION OF PATIENTS
ELIGIBLE FOR ANTI-TNF TREATMENT

Alison Booth1, Chris M. Deighton1 and Sally Hinchcliffe2

1Department of Rheumatology, Royal Derby Hospital, Derby,
2Department of Research and Innovation, Royal Derby Hospital,
Derby, UK

Background: In 2007 TA 143 was published which permitted restricted
use of anti-TNF treatment in AS. Eligibility was based upon a BASDAI
score and spinal VAS above 4 on two separate occasions at least 3
months apart. Access to these drug treatments was limited due to the
lack of evidence on the natural history of AS and the impact of not
intervening with biologic therapy. Patients who are eligible for anti-TNF
may be missed in busy clinics or general practice where there may be
limited opportunity to assess disease activity adequately. A dedicated
service, however, may have a greater chance of identifying them
Methods: This study is an evaluation of a nurse led AS Clinic which
started in 2009.This was established for research purposes to
determine the impact of symptomatic disease on functional ability,
disease activity, quality of life and eligibility for anti-TNF therapy.
Patients were seen in addition to routine rheumatology clinic visits.
Demographic and disease history details were collected at baseline
and changes in disease were prospectively assessed annually over 3
time points (2 years) with validated assessment tools BATH indices:
BASMI, BASDAI, BASFI, BAS-G and ASQol. Patients assessed as
eligible for anti-TNF treatment were referred back to their treating
Consultant for further discussion and assessment
Results: 35 patients recruited: 23 male, 12 females. Age range 33–75
years. Mean disease duration was 12 years, range 9–64. 18 patients
had a BASMI at baseline>4. Multilevel model analysis showed no
significant change in the mean values over 3 time points: BASMI: 3.61,
3.93, 3.93 P¼ 0.095, BASDAI: 4.63, 3.42, 4.16 P¼0.155, VAS: 5.53,
3.87, 4.70 P¼0.87. 21 patients had a BASDAI and BVAS> 4 at
baseline and were potentially eligible for anti -TNF treatment. 8
patients eventually went onto anti-TNF therapy following further
assessment. Another 5 patients were eligible but unable to receive
anti -TNF due to contraindications such as repeated infections, risk of
TB, recent cancer.
Conclusion: Over the short term AS measurements appeared stable,
however the patients in this clinic had a mean disease duration of 27
years which may have affected this observation. 22% or patients in the
study subsequently went onto anti-TNF treatment having not been
identified as eligible in routine clinics. This clinic highlights the
importance of regular detailed AS assessment in order to offer more
effective treatments to eligible patients. Decommissioning of follow up
appointments in secondary care has led to a number of AS sufferers
being discharged back to primary care where expert assessment and
escalation of treatment is unlikely to take place. This represents a
worrying development in the care of people with AS.
Disclosure statement: C.M.D. received an educational grant from
Wyeth in 2007 for this project. All other authors have declared no
conflicts of interest.
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O31. AN OPEN LABEL, PILOT, MULTI-CENTRE, STEP-
DOWN, RANDOMIZED CONTROLLED TRIAL TO EXAMINE
WHETHER ETANERCEPT 25 MG ONCE WEEKLY IS EFFECTIVE
IN MAINTAINING A CLINICAL RESPONSE IN PATIENTS WITH
ANKYLOSING SPONDYLITIS WHO HAVE RESPONDED TO
50 mg ONCE WEEKLY

Karl Gaffney1, Frances Elender1, Louise Hamilton1, Max Yates1,
Loretta Dean1 and Helen Doll2
1Department of Rheumatology, Norfolk & Norwich University Hospital
NHS Foundation Trust, Norwich, 2Oxford Outcomes, ICON
Commercialisation and Outcomes, Oxford, UK

Background: TNF-a blocking drugs are effective therapies for AS and
firmly established in clinical practice. The ANSWERS trial (Ankylosing
Spondylitis With Etanercept Regimens) addresses the lack of robust
evidence regarding optimum treatment regimens. It uses a rando-
mized controlled trial design to investigate whether treatment
response is maintained in AS patients when the standard dose of
etanercept is reduced by 50%. If efficacy can be maintained, this
would have considerable implications for healthcare budgets.
Methods: Adults with active AS not responding to conventional
therapies were enrolled at two UK hospitals between November 2010
and September 2012. Eligible patients fulfilled modified New York
Criteria for the diagnosis of AS, had sustained, active spinal disease
(BASDAI score �4) and had not received biologic therapy. All
participants were placed on 50 mg etanercept once weekly for six
months. Those with sufficient clinical response (50% reduction in
BASDAI, or fall �2 units plus axial pain reduction �2 cm) were
randomly assigned (1:1) to step-down to 25 mg or continue on 50 mg.
Both groups were followed for 6 months post-randomization. The
primary efficacy outcome measure was maintenance of clinical
response. Non-inferiority was defined as 50% preservation of the
effect achieved in the 50 mg arm. Secondary outcomes included
Assessment in AS response criteria (ASAS 20, 40, 5 of 6 and partial
remission), BASMI, BASFI, Ankylosing Spondylitis Quality of Life
Questionnaire (ASQoL), Ankylosing Spondylitis Disease Activity Score
(AS-DAS), CRP, Evaluating Ankylosing Spondylitis Quality of Life
(EASi-QoL) and a standard measure of health outcome (EQ-5D).
Results: Of 59 enrolled patients; 47 (80%) were eligible for
randomization, with 24 assigned to continue on 50 mg etanercept
and 23 to step-down to 25 mg. After 6 months, 22 (92%) of the 50 mg
arm maintained clinical response compared with 12 (52%) of the 25 mg
arm (a difference of �39%, P¼ 0.003, 95% CI �64%, �15%). Non-
inferiority was not demonstrated in the step-down arm (lower 95%
CI¼70% of the observed effect). Adjusted BASMI (P< 0.001), ASDAS
(P¼0.019), ASAS pain (P¼ 0.003) and global assessment scores
(P¼0.002) were also significantly higher in the 25 mg arm after step-
down, with individuals less likely to reach ASAS 40 [adjusted odds ratio
(OR) 0.21, P¼0.049] or achieve partial remission (adjusted OR 0.08,
P¼0.061).
Conclusion: This pilot study demonstrates that etanercept 25 mg
once weekly is less effective than 50 mg at maintaining clinical
response, however larger studies are needed to determine which
patients may be suitable for step-down.
Disclosure statement: K.G. has received consultancy fees from
Pfizer, MSD, Abbvie and UCB; honoraria from Pfizer and MSD; and
funding for research from Pfizer, MSD, Abbvie and UCB. L.H. has
received speaker’s fees from MSD; and funding for research from
Pfizer. All other authors have declared no conflicts of interest.

O32. ANTI-TNF THERAPY LEADS TO AN INCREASE IN
CIRCULATING TH17 CELLS IN PATIENTS WITH DIFFERENT
TYPES OF INFLAMMATORY ARTHRITIS AND IS ASSOCIATED
WITH ULTRASONOGRAPHIC IMPROVEMENT OF SYNOVITIS

Dobrina N. Hull1, Sonya Abraham2, Ejaz Pathan1, Richard
O. Williams1 and Peter C. Taylor1

1Kennedy Institute of Rheumatology, Oxford University, Oxford,
2Faculty of Medicine, Imperial College London, London, UK

Background: Anti-TNF agents have revolutionized treatment of RA,
AS and PsA. Th17 cells are a highly pro-inflammatory T helper cell
subset implicated in pathogenesis of RA, AS and PsA. Studies in
murine and human arthritis have paradoxically suggested that anti-
TNF treatment can increase circulating Th17 cells but whether this
phenomenon occurs in patients with different types of inflammatory
arthritis and if there are relationships with treatment response remains
unclear. We investigated longitudinally the dynamics of circulating
Th17 cells in patients with inflammatory arthritis during anti-TNF
therapy and used clinical and ultrasound measures of treatment
response.
Methods: 25 RA patients, 15 AS patients and 8 PsA patients naı̈ve to
biologics were followed up at 4 protocol visits during the first 12 weeks
of anti-TNF treatment. Improvement in validated disease activity
scores (DAS28 score for RA patients, Bath indices for AS patients and
PsARC score for PsA patients) defined treatment responders and non-
responders. We used 2D greyscale and power Doppler ultrasound
(PDUS) to assess quantitatively changes in synovial thickening and
vascularity of 10MCP joints in RA patients. PBMCs from each time
point were analysed for production of IL17 using IL17 ELISpot and
intracellular cytokine staining by flow cytometry (FACS).
Results: ELISpot analysis demonstrated a significant increase in
circulating IL17-producing cells 12 weeks after anti-TNFa initiation in
RA and AS patients (RA patients baseline mean (S.D.) 466 (277) vs 12
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