
captured movements to estimate DAS-28. The study involved a semi-
structured 30-minutes video interview. Participants were adults with
RA living in the UK. The interviews focused on these key areas: i) an
overview of their history with the condition, ii) familiarity with DAS-28,
iii) relationship with the clinical team, iv) relationship with technology
and telemedicine, v) feedback on the RA monitoring platform.
Results
Eleven subjects participated in the study. They reported a median
disease duration of 11 years (range: 4 to 35), and all had experienced
flares, with 10/11 familiar with the DAS-28 prior to the study interview.
Since the start of the COVID-19 pandemic, most patients only had
contact with clinicians or healthcare facilities over the phone, with only
one patient having visited a hospital for a reason not directly related to
RA, and one patient having no contact at all. Overall, patients
expressed enthusiasm towards the RA monitoring platform and were
confident that they would be able to use it at home. Access over the
Internet was not perceived as a barrier, and the advantages of tracking
disease progression regularly, sharing data with the consultant and
saving time travelling to appointments far outweighed the disadvan-
tages. Participants generally reported that they would most benefit
from a blended interaction with the clinical team, combining face-to-
face appointments with use of the platform at home rather than seeing
the platform as a complete alternative to face-to-face assessment.
Conclusion
This study provides the first insight into the perception and acceptance
of the RA monitoring platform in a small sample of RA patients. Results
are positive, and support further evaluation of the platform. Evidence
to understand how technology can improve the quality of telemedicine
for people with RA is urgently needed as the pandemic continues.
Disclosure
F. Donadoni: None. L. Gionfrida: None. B. Clarke: None. J.
Galloway: None.
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Background/Aims
The role of gold changed from first line DMARD to use in cases where
other options were limited, either due to contraindication or ineligibility
for biologics. In Autumn 2019, IM gold was withdrawn by the
manufacturer due to supply issues, without consultation of the
Rheumatology community. As such, a group of patients with difficult
to manage disease have lost a key DMARD. We aimed to assess the
impact of the withdrawal of gold on the management of IA within
Northumbria Healthcare Trust.
Methods
Retrospective case note review.
Results
We identified 37 patients on gold as of Autumn 2019; 16 for
seropositive RA; 4 for PsA; 16 for seronegative RA and 1 for axial
spondyloarthritis. 28 were taking gold monotherapy, with 3 receiving
regular glucocorticoid in addition. Eight were taking gold in combina-
tion with a csDMARD and one in combination with rituximab. Data are
currently available for 30 patients regarding the circumstances of gold
initiation. Of these, all had received at least one alternative csDMARD
which was either inefficacious or intolerable. Reasons for avoiding
biologics were not documented in all cases; concerns regarding
frequent chest infections were common and documented as a clear
contraindication in 5. Follow up has been impacted by COVID-19; only
19 patients have had follow up within the last 6 months, 7 have not
been followed up since gold cessation. Fourteen (37.8%) have
commenced an alternative DMARD. Six of these have commenced a
high cost drug; rituximab (3), adalimumab (2) or tofacitinib (1). Five
have commenced hydroxychloroquine (with one subsequently switch-
ing to leflunomide),2 methotrexate and 1 minocycline. Seropositive RA
and PsA patients are more likely to have commenced an alternative
DMARD, 8/16 and 2/4 respectively; compared to 4/16 with seronega-
tive RA. Of 23 patients who have not commenced alternative
DMARDs, 17 have been reviewed following gold cessation; 3 were
felt to need additional treatment; 1 has been deferred due to COVID-19
and 2 did not meet criteria for biologic treatment when assessed in
early 2020 and subsequent follow up has been delayed. Fourteen
patients were felt not to need an additional DMARD, although 1
required an increase in methotrexate and 6 continued co-prescribed
DMARDs at the usual dose.

Conclusion
The majority of patients have not required additional treatment
although for some patients this may reflect the fact that the COVID-
19 pandemic has significantly restricted routine follow up. This unusual
case of forced DMARD cessation highlights the fact that drug free
remission is possible and the ongoing need for immunosuppression
should be reviewed. This also raised the ethical question of weather it
is right to cease the production of medication which for some patients
may be the only effective treatment option.
Disclosure
J. Stanway: None. D. Walker: None.
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PRACTICE?

Henry J. S. Vardon1 and Karen M. J. Douglas2

1Medical School, University of Birmingham, Birmingham, UNITED
KINGDOM, 2Dept of Rheumatology, Dudley Group NHS FT, Dudley,
UNITED KINGDOM

Background/Aims
Baricitinib is an oral, reversible and selective inhibitor of JAK1 and
JAK2 tyrosine kinases. It was approved for use in 2017 by NICE for the
treatment of moderate to severe rheumatoid arthritis (RA). Considering
the current risk of COVID-19, the BSR have advocated the use of
short-acting drugs such as baricitinib when escalating treatment in RA.
As real-world data is limited, we aimed to explore the efficacy of
baricitinib in clinical practice.
Methods
Observational data was collected retrospectively for patients at the
Dudley Group NHSFT with RA (ACR/EULAR criteria) who had received
at least one dose of baricitinib prior to 1st October 2019, with a follow
up period to 1st October 2020. Patients were identified from a local
biologics database. Further data was identified from patients’ medical
records including, demographics, features of RA, previous RA therapy
history and disease activity scores (DAS28) at 0, 6 and 12 months.
Data was input into an Excel spreadsheet with subsequent analysis
conducted using SPSS Version26.
Results
We identified 26 RA patients (77% female) treated with baricitinib;
mean age 61.6 (SD 14.6) years and median disease duration of 12.1
(IQR 5.8-18.4) years. Rheumatoid factor and anti-CCP antibody were
positive in 73% and 65% respectively. 35% (n¼9) of patients were
biologically naı̈ve, in whom baricitinib was chosen due to needle-
phobia (n¼7), or where anti-TNF drugs were considered inappropriate
(bronchiectasis, ANA positivity). Mean DAS28 (SD) scores at baseline,
6 and 12 months were 5.9(0.8), 2.8(0.9) and 2.7(1.3) respectively, with
significant reduction from baseline to both 6 and 12 months
(P<0.001). A drop of� 1.2 in DAS28 was recorded in 94% of patients
with complete data at 6 months (n¼18, 4 missing, 4 discontinued). At
6 and 12 months, 85% and 81% of patients remained on Baricitinib. In
total five patients discontinued Baricitinib due to side effects or
tolerability issues. Reasons for discontinuation did not include
thromboembolic events, zoster or serious infections. When comparing
naı̈ve and non-naı̈ve groups, there was no significant difference in age,
sex or disease duration. The number of previous biologics used by
patients were 1(n¼ 6), 2(n¼3), �3(n¼8). Biologically naive compared
to non-naı̈ve patients had a higher DAS28 at baseline, (Mean [SD])
(6.2[0.9] versus 5.7[0.8] NS) but lower at 6 months (2.1[1.6] versus
3.1[1.1] P¼0.023) and greater DAS improvement at 6months (-4.4[1.2]
versus -2.5[0.9] P< 0.002).
Conclusion
We observed that up to 94% of patients responded to baricitinib with a
mean DAS improvement at 6 months of -3.1, biologic naı̈ve patients
doing best. Drug survival at 12 months was 81%. These trends are
comparable to findings in clinical trials. However, due to our small
sample size, the findings are vulnerable to type 1 and 2 errors and
should be interpreted with caution.
Disclosure
H.J.S. Vardon: None. K.M.J. Douglas: None.
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