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most frequent in patients treated with LEF mono or with LEF+MTX. The presence
of erosions or seropositivity were not associated with any of the outcomes
(table).
Conclusions: The highest impact on achieving LDA was found in disease activity
at baseline and response to treatment within 3–6 month. The relevance of
erosions and/or seropositivity regarding the prediction of a poorer outcome is
disputable.
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Background: A EULAR task force has proposed that in addition to the 2010
ACR/EULAR rheumatoid arthritis (RA) classification criteria (2010 RA criteria),
patients can still be classified as having RA with less than 6 criteria points on the
presence of ≥3 joints with typical erosions on conventional radiographs of hands
and feet (erosion criterion) (1).
Objectives: To determine how the EULAR definition of erosive disease contributes
to the number of patients classified as RA according to the 2010 RA criteria in an
early arthritis cohort.
Methods: Patients with arthritis of ≤16 weeks duration and a clinical diagnosis
of RA or undifferentiated arthritis (UA) with available hand and feet radiographs
were included from the Norwegian Very Early Arthritis Clinic (NOR-VEAC) study.
Erosive disease was defined according to the EULAR definition accompanying the
2010 RA criteria, i.e. ≥3 erosive joints (1). We calculated the additional number
of patients being classified as RA based on the erosion criteria at baseline and
during follow-up. Other cut-offs and the distribution of erosive joints was also
examined.
Results: The current study included 289 patients (mean (SD) age 48 (14.7)
years, 54.3% females, median (25, 75 perc) duration of joint swelling 46 (19.5,
79.0) days). At baseline, 120 patients (41.5%) fulfilled the 2010 RA criteria. Of the
remaining 169 not fulfilling the 2010 RA criteria, 55 patients had ≥1 erosive joint
(40 with hand erosions, 28 with feet erosions and 13 with hand and feet erosions)
and 15 (5.2%) patients fulfilled the erosion criterion (Figure 1). The distribution of
erosive joints in the 169 patients not fulfilling the 2010 RA criteria at baseline is
shown in the table.

Erosive joints at baseline

PIP MCP Wrist CMC + os trapezium MTP IP1 feet

≥1 erosive joint (n=55) 23 17 12 8 22 12
≥2 erosive joints (n=27) 11 13 10 8 12 8
≥3 erosive joints (n=15) 6 8 9 6 8 7

118 patients had radiographic follow-up at 2 years, of whom only 1 additional
patient solely fulfilled the erosion criterion during follow-up (7 additional patients
fulfilled both the 2010 criteria and the erosion criterion). Among patients with no
erosions at baseline (N=74), 13 (17.6%) developed erosions during follow-up (PIP
joints n=3, MCP n=4, wrist n=3, CMC joint n=1, MTP joints n=9 and IP1 joint in
the foot n=3).
Conclusions: Among this cohort of patients with very early arthritis, 5.2% were
classified as RA at baseline based solely on the erosion criterion. Of the 118
patients with 2-year follow-up data, only 1 additional patient was classified based
on the erosion criterion alone during follow-up, thus, follow-up radiographs in
patients with early UA do not seem to provide additional information in classifying
patients with RA.
References:
[1] van der Heijde D, van der Helm-van Mil AH, Aletaha D, Bingham CO,

Burmester GR, Dougados M, et al. EULAR definition of erosive disease in
light of the 2010 ACR/EULAR rheumatoid arthritis classification criteria. Ann
Rheum Dis2013 Apr;72(4):479–81.

Disclosure of Interest: G. Brinkmann: None declared, E. Norli: None declared,
P. Bøyesen: None declared, D. van der Heijde: None declared, L. Grøvle:
None declared, A. Haugen: None declared, H. Nygaard: None declared, O.
Bjørneboe: None declared, C. Thunem: None declared, T. Kvien Consultant for:
Has received fees for speaking and/ or consulting from AbbVie, Biogen, BMS,
Boehringer Ingelheim, Celltrion, Eli Lilly, Epirus, Janssen, Merck-Serono, MSD,

Figure 1

Mundipharma, Novartis, Oktal, Orion Pharma, Hospira/Pfizer, Roche, Sandoz and
UCB, M. Mjaavatten: None declared, E. Lie: None declared
DOI: 10.1136/annrheumdis-2017-eular.1484

SAT0676 (SERONEGATIVE) MALES SHOW BETTER EULAR
TREATMENT RESPONSE THAN FEMALES IN NEWLY
DIAGNOSED RHEUMATOID ARTHRITIS (RA)

M. Yates 1, J. Galloway 1, A. Rivett 2, S. Norton 1, J.M. Ledingham 3,
E.M. Dennison 4, A.J. Macgregor 5, K. Bechman 1, A. Rutherford 1, N. Snowden 6.
1Academic Rheumatology, King’s College London; 2The British Society for
Rheumatology, London; 3Rheumatology Dept, Portsmouth Hospitals NHS Trust,
Portsmouth; 4MRC, Southampton University, Southampton; 5Rheumatology
Dept, Norfolk and Norwich University Hospital, Norwich; 6Rheumatology Dept,
Pennine MSK Partnership, Oldham, United Kingdom

Background: Gender has been reported to play a role in attainment of RA
remission (1), but the data are inconsistent. The impact of gender in early RA
therefore warrants further investigation.
Objectives: To assess the impact of gender on early RA outcomes.
Methods: An audit, designed as a national prospective longitudinal observational
study, was conducted to assess early RA care. All NHS providers in England
and Wales were required to participate. Follow up data were captured over 3
months for subjects with a diagnosis of RA. Logistic regression was used to
estimate associations between gender and DAS-28 response. Smoking status,
baseline disease activity, age, antibody status, symptom duration, referral times,
and treatment were considered in multivariate models.
Results: 136 of 146 eligible trusts submitted data. 11,752 subjects consented,
5,622 were diagnosed with RA. DAS-28 response was available for 2234/5622
(39.7%). Male patients had a similar 3 month improvement in their DAS-28 to
females, despite having a lower mean baseline score. Male gender associated
with a higher rate of good EULAR response (DAS improvement >1.2, follow up
DAS <3.3), with an adjusted odds ratio of 1.42 (CI 1.17–1.72). There were no
differences between the genders in their treatment use or in other aspects of care
including speed of referral (Table 1).

Table 1

Male Female P value
N=786 N=1432

Age mean (SD) 61.6 (13.2) 58.1 (15.1) 0*
Smoker % 28 21 0**
Social deprivation decile mean (SD) 5.4 (2.9) 5.5 (2.9) 0.6**
Seropositive % 66 70 0.05**
symptom duration days 230 226 0.8*
Baseline DAS-28 mean (SD) 5.1 (1.4) 5.3 (1.3) 0.03*
FU DAS-28 mean (SD) 3.3 (1.5) 3.6 (1.5) 0.0001*
Change in DAS-28 mean (SD) 1.8 (1.7) 1.7 (1.6) 0.08*
EULAR good response % 43.4 36.7 0.002**
Timely referral % 16 15 0.3**
Timely rheumatology assessment % 39 39 0.7**
Steroids commenced at baseline % 87 86 0.7**
Early DMARD treatment % 28 27 0.9**
Any DMARD prescribed within 6 weeks % 70 70 0.9**
DMARD choice; Methotrexate monotherapy % 69 68 0.6**
DMARD choice; combination therapy % 44 44 0.8**

*t-test **chi-squared. Social deprivation decile from deprivation rank calculated via super output
area.
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The male excess in good EULAR response was more pronounced in seronegative
compared with seropositive RA (1.98 (CI 1.4–2.8) compared to 1.21 (0.96–1.53)).
Conclusions: The association of male gender with improved outcomes in early
RA has not been shown before in a national cohort of this scope. Previous
work suggests seronegative individuals achieve greater clinical response (2),
here we present this effect amplified in men. To the authors’ knowledge this
is a new finding. This is likely multifactorial, with biological effect of gender,
greater diagnostic uncertainty and higher reporting of global scores in women all
potentially playing a role.
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Background: Pregnancy in women with systemic lupus erythematosus (SLE) is
associated with an increased risk of complications such as preeclampsia and
premature birth. Active disease is considered one of the risk factors.
Objectives: The aim of this study was to explore the impact of disease activity in
pregnant women with SLE on preeclampsia and premature birth, and compare
the occurrence with pregnancies from the general obstetric population.
Methods: We linked data from RevNatus with data from the Medical Birth
Registry of Norway (MBRN). RevNatus is a Norwegian nationwide prospective
observational register including women with an inflammatory rheumatic disease
when planning pregnancy or after conception. The register was established
in 2006 and is administered by the National advisory unit on pregnancy and
rheumatic diseases. Women 18 years or older are recruited and followed-up in
each trimester of pregnancy and at 6 weeks, 6 months and 12 months after
birth. MBRN is a national birth registry. The population constituted all singleton
live births recorded in MBRN in the period 2006 – 2014. The births in women
diagnosed with SLE in MBRN and included in RevNatus formed the patient group
(n=180). The references were all other births (n=498849). We performed logistic
regression, and calculated OR for preeclampsia and premature birth in the patient
population compared to the references from the general obstetric population.
The target population was then split in two groups according to disease activity
assessed in the 2nd trimester, and compared to references.
Results: Women with SLE had a significantly higher risk of preeclampsia and
premature birth than references after adjustment for maternal age, parity and
smoking (Table 1).
Concerning preeclampsia, there was no significant difference in women with no
disease activity compared to references, whereas active disease resulted in a
significantly higher odds. We observed a two-fold and eight-fold increase in risk
of premature birth in women with quiescent and active disease, respectively
(Table 2).

Table 1. Preeclampsia and premature birth in references and in women with SLE

Adverse event, n (%) References SLE Adj OR* (95% CI) p
n=498,849 n=180

Preeclampsia 15132 (3.0) 14 (7.8) 2.64 (1.53, 4.58) 0.001
Premature birth 27063 (5.5) 34 (18.9) 4.25 (2.92, 6.19) <0.001

*Adjusted for maternal age, parity and smoking in pregnancy.

Table 2. Preeclampsia and premature birth in references and in women with SLE according to
disease activity status

Adverse event, n (%) References No disease activity† Adj OR* (95% CI) p
n=498,849 n=85

Preeclampsia 15132 (3.0) 4 (4.7) 1.60 (0.58, 4.38) 0.36
Premature birth 27063 (5.4) 11 (12.9) 2.78 (1.47, 5.24) 0.002

Adverse event, n (%) References Disease activity‡ Adj OR* (95% CI) p
n=498,849 n=63

Preeclampsia 15132 (3.0) 9 (14.3) 5.05 (2.48, 10.30) <0.001
Premature birth 27063 (5.4) 21 (33.3) 8.63 (5.10, 14.60) <0.001
†LAI-P=0. ‡LAI-P>0. *Adjusted for maternal age, parity and smoking in pregnancy.

Conclusions: Women with SLE have a higher risk of preeclampsia and premature

birth than references from the general obstetric population. Women with active
disease in pregnancy are most prone to these complications.
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Background: Kaolin has been mined in Cornwall, UK for over 250 years, with
half of the world’s production originating from the area at the turn of the 20th
century. Mineral kaolinite does not react as free silica, and is used in heavy metal
contamination containment due to its adsorption capabilities.1

Objectives: To investigate the prevalence of occupational kaolin dust exposure
in male rheumatoid arthritis (RA) patients in Cornwall, UK.
Methods: All males diagnosed with RA under follow up at the Royal Cornwall
Hospital, UK, during the study period April 2015-January 2017, were invited
to complete an occupational questionnaire, detailing current occupation, last
occupation (if retired) and other occupations for >1 year.
Results: 39/720 (5%) cases were excluded on non-return of initial questionnaires.
41/720 (6%) cases died during the study period (22 months). 54/640 (8%)
remaining cases had occupational kaolin exposure, approximately 12 times
higher than expected based on current census employment rates. 30/54 had
long term kaolin dust exposure, living in the post code region PL22-PL26 (total
male population 33693). These were matched for age ±2 years, sex and index of
multiple deprivation (IMD) ±1 decile, to RA patients with no occupational dust or
fume exposure. 40/110 potential controls were successfully matched.
Significantly more RA kaolin workers were seropositive for RF and ACPA than
non-dust exposed RA controls (Table 1). Of RF seropositive patients, median RF
titres were significantly higher in kaolin workers than unexposed controls (p<0.01).
No significant differences were seen in ACPA titre. Smoking prevalence rates
were not significantly different between kaolin workers and controls. Amongst
ever smokers, median pack years smoked showed no difference between cases
and controls.

Kaolin workers (n=30) Control (n=40) Significance

RF+ 28/30 (93%) 30/40 (75%) p<0.05
ACPA+ 27/30 (90%) 24/40 (60%) p<0.01
Median seropositive RF titre (IQR) 142 (68–124) 61 (25–162) p<0.01
Median seropositive ACPA titre (IQR) 375 (169–500) 283 (199–500) Not sig.
Ever smokers (%) 23/30 (77%) 26/40 (65%) Not sig.
Median pack years ever smokers (IQR) 18 (15.5–32) 17 (10.75–32.25) Not sig.

Kaolin exposed never smokers demonstrated significantly higher RF titres than
unexposed never smokers (kaolin median RF 109 (IQR 32–193.5), control median
RF 24 (IQR 7–61), p<0.04), as did kaolin exposed smokers (kaolin median RF
146.7 (IQR 56–231.5), control median RF 61 (IQR 18.5–170), p<0.03, figure 1).
Interestingly, 7/30 (23%) kaolin workers demonstrated nodular disease, compared
to 3/40 (7.5%) matched controls, p=0.06, significantly higher than the background
nodular rate 79/720 (11%) of male RA patients throughout Cornwall, p<0.04.

Conclusions: Kaolin dust exposure in RA confers higher RF and ACPA
seropositivity rates and higher RF titres. Smoking and kaolin dust exposure have
an additive effect on RF titres. Higher rates of nodular disease are seen in RA
patients exposed to kaolin dust, independent of smoking. We hypothesise that
this interaction is due to adsorption of heavy metals from tobacco smoke or other
environmental sources by kaolin particles, stimulating autoantibody production.
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