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Background: Four Janus Kinase inhibitors (JAKi) are licensed in the UK for 
treating rheumatoid arthritis (Upadacitinib, Tofacitinib, Filgotinib and Baricitinib). 
Several analyses have examined the survival in these groups of drugs and found 
them more likely to be tolerated more or equivalently than other modes of action. 
Recent data suggested an age influence on survival on these drugs.
Objectives: To study the overall survival rates of JAKi compared to the other 
biologic treatments in a single centre cohort.
Methods: We analysed patients commencing advanced treatments (anti-Tu-
mour necrosis factor, Interleukin 6 blocker, Rituximab and Abatacept) between 
February 2011 and October 2021. Variables examined included gender and age. 
The time on drug was compared between JAKi and other treatments using stu-
dent’s T test. Chi squared test was used to compare categorical variables. A Cox 
regression model was fitted to compare length of stay on each agent JAKi length 
of stay was compared to length of stay on other agents combined.
Results: 592 patients were included in the analysis. 168 (28%) were started on 
JAKi. 435 (73.48%) were females. Mean age at drug start was 60.6 years (SD 
13.5). The numbers on drug were Filgotinib n=10, Tofacitinib n=35, Upadacitinib 
n=37, Baricitinib n=86, Adalimumab n=211, Abatacept n=36, Certolizumab n=18, 
Etanercept n=112, Golimumab n=21 and Tocilizumab n=26. 93 (15.7%) discon-
tinued their drug, mostly due to lack of efficacy. Mean number of days on any 
biologic treatment was 918.9 (SD 711.5). Patients on JAKi had a significantly 
shorter survival on drug 652.7 days vs 1024.4 days (P<0.001).
There were no significant differences in age and gender between the groups. 
Univariate regression showed a hazard ratio of 1.19 (95%CI 0.75,1.98). This 
remained non-significant after adjusting for age and gender (1.18 95%CI 
0.71,1.95). The only predictor of stoppage was age (HR 1.03 95%CI 1.01,1.04).
Conclusion: In this relatively large observational study, there was no difference 
in predictors of stoppage between JAKi and other advanced therapies. Increas-
ing age was found to be a predictor for stoppage. This is in line with other reports 
in the literature. Further work looking at the impact of serology and disease activ-
ity will be performed.
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Background: The preferential Janus kinase-1 inhibitor FIL is approved for treat-
ment of moderate to severe active RA in Europe and Japan.
Objectives: Efficacy and safety of FIL were assessed in patients (pts) with 
IR to bDMARDs in a LTE trial (NCT03025308) enrolled from a Phase 3 PS 
(NCT02873936).1

Methods: bDMARD-IR pts received FIL 200 mg (FIL200), FIL 100 mg (FIL100), 
or placebo (PBO), all with stable conventional synthetic (cs)DMARDs up to 24 
weeks (W). At W14 of the PS, pts with IR to FIL or PBO (<20% improvement in 
swollen [66] and tender [68] joint counts) switched to standard of care (SOC; 
investigator’s choice of treatment). Pts completing the PS on FIL, PBO, or SOC 
could enter the LTE. PS FIL pts were maintained, blinded, on their FIL dose; 
PS PBO and PS SOC pts were rerandomized, blinded, to FIL200 or FIL100. 
Efficacy data to LTE W48 and safety data to data cutoff (June 1, 2020) are 
reported.
Results: The PS included 147, 153, and 148 pts on FIL200, FIL100, and 
PBO. Pts continuing on LTE FIL200 and FIL100 at data cutoff: 80/121 (66%) 
and 76/110 (69%) from PS FIL200 and FIL100; 35/47 (75%) and 32/46 (70%) 
from PS PBO, and 13/23 (57%) and 13/22 (59%) from PS SOC. LTE baseline 
(BL) characteristics were similar in FIL200 and FIL100 pts. During LTE, PS FIL 
ACR20/50/70 response rates decreased modestly by W48 (Figure 1). Among 
PS PBO pts, response rates were lower at LTE BL, reaching similar levels to 
PS FIL pts by W48; rates increased to W48 in PS SOC pts on either FIL dose 
but not to levels of other groups. Percentages of pts attaining DAS28(CRP) 
≤3.2, DAS28(CRP) <2.6, CDAI ≤10, and CDAI ≤2.8 were maintained up to 
W48 for FIL/FIL pts. PBO/FIL and SOC/FIL pts showed similar patterns to ACR 
responses (Figure 1). Exposure-adjusted incidence rates (EAIRs)/100 pt-years 
of exposure for treatment-emergent adverse events (TEAE), serious AEs, and 
serious infection were higher in SOC/FIL pts vs FIL/FIL or PBO/FIL pts, but 
samples were small and confidence intervals overlapped. There were 5 deaths 
(Table 1).
Conclusion: Efficacy was mostly maintained in PS FIL pts up to W48. Response 
among PS PBO and SOC pts increased from BL to W48, but response in PS 
SOC pts continued to be lower than in other groups; these pts may represent 
a refractory population. FIL safety was largely consistent between PS and LTE.
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Table 1. EAIRs of TEAEs in LTE, as of June 1, 2020

EAIR (95% CI) FIL200+csD → FIL200+csD
n=121PYE 228.4

PBO+csD → FIL200+csD
n=47PYE 98.1

SOC+csD → FIL200+csD
n=23PYE 42.1

FIL100+csD → FIL100+csD
n=110PYE 223.3

PBO+csD → FIL100+csD
n=46PYE 91.1

SOC+csD → FIL100+csD
n=22PYE 38.2

TEAE 46.9 (38.8, 56.6) 38.7 (28.2, 53.2) 52.2 (34.4, 79.3) 40.3 (32.8, 49.5) 40.6 (29.4, 56.1) 49.8 (31.8, 78.0)
TEAE Grade ≥3 10.5 (7.0, 15.7) 10.2 (5.5, 18.9) 19.0 (9.5, 38.0) 10.3 (6.8, 15.5) 13.2 (7.5, 23.2) 18.3 (8.7, 38.5)
TE serious AE 12.3 (8.5, 17.8) 12.2 (6.9, 21.5) 21.4 (11.1, 41.1) 8.1 (5.1, 12.8) 13.2 (7.5, 23.2) 21.0 (10.5, 41.9)
Death 1.3 (0.4, 4.1) 1.0 (0, 5.7) 0 (0, 8.8) 0.4 (0.1, 3.2) 0 (0, 4.0) 0 (0, 9.7)
TE infections 34.2 (27.4, 42.6) 22.4 (14.8, 34.1) 35.6 (21.5, 59.1) 22.4 (17.0, 29.5) 26.3 (17.7, 39.3) 39.3 (23.7, 65.2)
TE serious infections 3.5 (1.8, 7.0) 2.0 (0.5, 8.2) 7.1 (2.3, 22.1) 0.9 (0.2, 3.6) 2.2 (0.5, 8.8) 7.9 (2.5, 24.4)
Opportunistic infections 0 (0, 1.6) 0 (0, 3.8) 0 (0, 8.8) 0 (0, 1.7) 0 (0, 4.0) 0 (0, 9.7)
TE herpes zoster 2.2 (0.7, 5.1) 1.0 (0.1, 7.2) 0 (0, 8.8) 0 (0, 1.7) 2.2 (0.5, 8.8) 2.6 (0.1, 14.6)
TE MACE (adjudicated) 1.3 (0.4, 4.1) 1.0 (0.1, 7.2) 0 (0, 8.8) 0.9 (0.2, 3.6) 1.1 (0.2, 7.8) 0 (0, 9.7)
TE DVT/PE (adjudicated) 0.9 (0.2, 3.5) 0 (0, 3.8) 2.4 (0.1, 13.2) 0.4 (0.1, 3.2) 0 (0, 4.0) 0 (0, 9.7)
Malignancies
(excluding NMSC)

1.3 (0.4, 4.1) 3.1 (1.0, 9.5) 4.7 (0.6, 17.2) 1.8 (0.7, 4.8) 3.3 (1.1, 10.2) 0 (0, 9.7)

NMSC 0 (0, 1.6) 0 (0, 3.8) 4.7 (0.6, 17.2) 0 (0, 1.7) 0 (0, 4.0) 0 (0, 9.7)

DVT, deep vein thrombosis; MACE, major adverse cardiovascular event; NMSC, nonmelanoma skin cancer; PE, pulmonary embolism; TE, treatment-emergent
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Background: Rheumatoid Arthritis is the most common form of inflammatory 
arthritis in older adults, with the mainstay of treatment being the conventional 
DMARDs (Tutuncu & Kavanaugh, 2007). These drugs are not without side 
effects, and as elderly people have higher rates of adverse drug reactions and 
less long-term benefits, the risk/benefit ratio is different compared to other age 
groups. This research sought to evaluate if the rheumatology department at Sou-
thend hospital was sufficiently acknowledging the changing circumstances of 
their elderly patients and de-escalating conventional DMARDs accordingly. As 
the average age of rheumatology patients is only likely to increase in the future, 
contextualising a patients treatment plan for their rheumatological disorder with 
their overall health status will become an increasingly important skill for clinicians 
and the observations from this study will be applicable to all who treat elderly 
patients with inflammatory disorders.
Objectives: 1. Evaluate if major new diagnoses were acknowledged in the rheu-
matology clinic and if conventional DMARD treatment was reduced in response. 
2. Record and compare the outcomes of when conventional DMARD was 
stopped abruptly vs when it was tapered down slowly.
Methods: Evaluated 10 year’s worth of clinic letters from rheumatology and other 
specialities in 50 patients with a diagnosis of RA over the age of 89. Noted new 
diagnoses of dementia, cancer and frailty (multiple falls, care home admission 
or becoming newly house bound) as well as acute hospital admissions and 
declining renal function and evaluated if this was acknowledged in clinic letters 
and whether treatment was changed in response. Recorded all instances where 
conventional DMARDs were stopped or had a dose reduction and evaluated 
if these dose drops were successful (patient stayed at reduced dose with no 
flares in disease activity), semi-successful (patient had mild RA flare treated with 
short course corticosteroids, or stayed at reduced dose for at least a year before 
returning to original dose) or unsuccessful (patient suffered flare and went back 
to original dose within 1 year.)
Results: Of the 50 patients, 31 received methotrexate monotherapy, 12 metho-
trexate and other conventional DMARDs, and 5 DMARDs other than methotrex-
ate. 36 out of 45 patients receiving methotrexate had some decrease in dose by 
the end of the 10 year period, with the median decrease being 5mg. Patients on 
multiple DMARDs saw a greater average decrease in methotrexate compared 
to those on monotherapy. 15 abrupt cessations in methotrexate were recorded, 
with acute hospital admission being the most common trigger. Of these 3 were 
successful, 5 were semi-successful and 7 were unsuccessful. 55 planned meth-
otrexate dose reductions in the rheumatology clinic were recorded, with 38 being 
successful, 9 being semi-successful and 8 being unsuccessful (Figure 1.). Clinic 
letters did generally acknowledge both new physical diagnoses and changes in 
social circumstances, but some diagnoses were more likely to trigger a change in 
treatment, for example in 8 new cancer diagnoses, there were 5 changes to treat-
ment, whereas in 12 dementia diagnoses there were 3 changes to treatment. 6 
patients received more methotrexate than guidelines suggest for their level of 
CKD, with 3 of these having it acknowledged in clinic letters.
Conclusion: Most patients had a reduction in dose of methotrexate over a 10 
year period. Planned de-escalations were mostly successful, whereas abrupt 
stops to treatment were generally less successful. Rheumatologists are good at 
acknowledging changes to health status but were more likely to change DMARD 
therapy in response to a cancer diagnosis than a dementia diagnosis or frailty. 
There is still some work to be done in acknowledging declining renal function and 

changing methotrexate in response. Overall, these results suggest de-escalation 
is mostly successful and clinicians can be confident in further expanding this into 
their day to day practice.
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Background: Lifestyle factors have been associated with the development and 
progression of rheumatoid arthritis (RA). Interventions involving whole food 
plant-based diets (WFPDs), physical activity or stress management have shown 
promising results for people with RA but were not yet evaluated in an integrated 
program.
Objectives: To determine the effect of a 16-week multidisciplinary lifestyle pro-
gram on disease activity in patients with RA.
Methods: In the “Plants for Joints” (PFJ) parallel-arm, assessor-blind randomized 
clinical trial, patients with RA and a 28-joint Disease Activity Score [DAS28] score 
≥ 2.6 and ≤ 5.1, were assigned to the PFJ group or the control group. The PFJ 
group followed a lifestyle program based on a WFPD, physical activity, and stress 
management in addition to usual care. The control group received usual care. 
Medication was kept stable three months before and during the trial. Secondary 
outcomes included anthropometric, and metabolic markers. An intention-to-treat 
analysis with a linear mixed model, adjusted for baseline values was used to 
analyze between-group differences of continuous outcomes.
Results: Of 115 people screened, 85 were randomized and 79 completed the 
study. Participants were 91% female with a mean (SD) age of 55 (12) and body 
mass index of 26 (4) kg/m2. After 16 weeks the PFJ group had a mean 0.85-point 
greater improvement of the DAS28 versus the control group (95% CI 0.40 to 
1.30; p < 0.001) (Figure 1). Subgroup analyses showed significant improvements 
in the seropositive as well as the seronegative subgroup, although the effect 
was more profound in the seronegative group. Weight, fat mass, HbA1c, LDL 
and triglycerides also showed significant improvements in the PFJ versus control 
group, while blood glucose and HDL remained unchanged (Table 1). No serious 
adverse events occurred.

Conclusion: The 16-week PFJ lifestyle program substantially decreased disease 
activity in people with RA with low-moderate disease activity.
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