
and theories of shared decision-making, communication and medicine
adherence, and stakeholder consultation. Participants were asked to
rate their perception of the importance of each statement on a 5-point
Likert scale and elaborate using free-text boxes. In Round 2,
participants were shown mean scores of importance from Round 1.
Statements identified as of ‘low importance’ at the end of Rounds 1
and 2 were discussed by the study team, including patient
contributors, and were removed or amended. In Round 3, participants
were asked whether the statement was ‘essential’ or ‘optional’ in a
time-limited FLS consultation. Percentage agreement with each
statement was ranked. The threshold for ‘essential’ versus ‘optional’
was determined by the study team.
Results
391 invitations to participate were sent, with 72, 49, and 52 responders
to Rounds 1, 2 and 3 respectively. Throughout Rounds 1-3 participants
considered 122 statements. By Round 3, 81 statements were deemed
essential, with an additional 14 optional statements. Essential
statements were distilled into 18 recommendations constituting the
‘model FLS consultation’. Statements related to stages of the
consultation, including: introductions; gather information; consider
therapeutic options; elicit patient perceptions; establish shared
decision-making preferences; share information about condition and
treatment; check understanding; and signpost next steps. There was
consensus that FLS clinicians should discuss the benefits and risks of
oral and intravenous bisphosphonates and denosumab. Optional
consultation content included a statement suggesting clinicians
should observe the patient to look for signs of fractures in their
spine, with free-text responses suggesting that FLS clinicians may not
‘be best qualified’ to perform physical examinations. Removed
statements included those relating to the discussion of Hormone
Replacement Therapy, Raloxifene and Teriparatide, with free-text
statements suggesting that ‘specialists’ (e.g. Rheumatologists) should
discuss these medications. Additionally, statements that described the
potential consequences of fracture (e.g. ‘the clinician should explain
that one in ten patients with a hip fracture will die within 12 months of
fracture.’) were removed. Free-text comments described these
statements as potentially ‘scary’.
Conclusion
The Delphi survey has informed iFraP intervention development by
highlighting essential and optional FLS consultation content. Findings
also provide insight into aspects of current osteoporosis clinical
guidelines deemed appropriate in nurse/allied health professional led
FLSs.
Disclosure
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P119 AVERAGE PERCENT FAT IS ASSOCIATED WITH
DECREASED BONE MINERAL DENSITY AT THE HIP BUT
INCREASE AT THE SPINE LONGITUDINALLY, WHERE
WEIGHT SHOWS A POSITIVE ASSOCIATION AT ALL
ANATOMICAL LOCATIONS

Charles Thurston1, Jemma Kerns1, Frank Dondelinger1, Alison Hale1

and Marwan Bukhari2
1Lancaster University, Medical School, Lancaster, UNITED
KINGDOM, 2Royal Lancaster Infirmary, University Hospitals of
Morecambe Bay, Lancaster, UNITED KINGDOM

Background/Aims
Body composition changes are associated with changes in bone
mineral density (BMD). Composite measures of body compartments,
such as weight and body mass index (BMI) have a positive association
with BMD. The aim was to study average percent fat from dual energy
X-ray absorptiometry (DEXA) as a potentially useful clinical
measurement.
Methods
BMD data in grams/cenitmetre2 was collected from DEXA scans after
referral from secondary care to the Royal Lancaster Infirmary from
2004-2010. BMD data related to the left and right hip (the neck, Ward’s
area, trochanter, and total hip), and the spine (L1-L4) was measured.
Data was collected longitudinally, and BMD in g/cm2 was modelled at
the regions of the hip and spine using mixed effects linear models.
Average percent fat and weight (kg) were used as explanatory

variables, whilst adjusting for age at scan, gender, and other risk
factors such as FRAX risk factors.
Results
7910 patients (88% female) were included, all with average percent fat
and weight measurements. The results of the models (Table 1) all have
a P value<0.05. Average percent fat had a significant negative
association at all regions of the left and right hip, but a significant
positive association at the spine. Weight showed a significant positive
association with BMD at the hip and spine.

P119 TABLE 1: Effect size estimates from mixed effects models of BMD at
regions of the hip, and the spine.

Anatomical

location

Effect size estimate for average

percent fat (95% confidence

intervals)

Effect size estimate for

weight (95% confidence

intervals)

Left neck -6.63x10-4 (-9.69x10-4, -3.56x10-4) 2.07x10-3 (1.91x10-3, 2.23x10-3)

Left total -1.03x10-3 (-1.32x10-3, -7.41x10-4) 3.45x10-3 (3.29x10-3, 3.61x10-3)

Left Ward’s -1.07x10-3 (-1.38x10-3, -7.65x10-4) 1.85x10-3 (1.69x10-3, 2.02x10-3)

Left trochanter -1.15x10-3 (-1.46x10-3, -8.47x10-4) 3.65x10-3 (3.48x10-3, 3.81x10-3)

Right neck -6.91x10-4 (-9.94x10-4, -3.88x10-4) 1.97x10-3 (1.81x10-3, 2.14x10-3)

Right total -1.19x10-3 (-1.48x10-3, -8.96x10-4) 3.39x10-3 (3.23x10-3, 3.55x10-3)

Right Ward’s -1.07x10-3 (-1.38x10-3, -7.65x10-4) 1.85x10-3 (1.69x10-3, 2.02x10-3)

Right trochanter -1.19x10-3 (-1.52x10-3, -8.72x10-4) 3.65x10-3 (3.39x10-3, 3.73x10-3)

Spine (averaged

L1-L4)

1.76x10-3 (1.46x10-3, 2.05x10-3) 1.42x10-3 (1.16x10-3, 1.68x10-3)

Conclusion
The negative association seen with average percent fat at the hip
could reflect the potential negative endocrine effects of fat, and the
effect of localized inflammation at the hip. Increased adiposity is also
linked to sarcopenia, and further body compositional changes.
However, the potential negative effects of increased adiposity at the
abdomen and spine are potentially overridden by the increased
biomechanical loading generated by the increased adiposity, high-
lighted by weight’s positive association with BMD at the spine. The
average percent fat results are not mirrored with weight at the hip. This
highlights that composite measures are not specific enough to
measure changes in body composition compartments, and their
resulting change in risk related to BMD.
Disclosure
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P120 SELF-REPORTED DISEASE ACTIVITY WAS THE MAIN
DETERMINANT OF THE PERCEIVED IMPACT OF COVID-19
PANDEMIC ON ADOLESCENT AND YOUNG PATIENTS WITH
JUVENILE DERMATOMYOSITIS (JDM) AND JUVENILE ONSET
SYSTEMIC LUPUS ERYTHEMATOSUS (JSLE)

Ayesha Khatun1, Wing Han Wu1, Junjie Peng1, Laura Hennelly1,
Melanie Sloan2, Michael Bosley2, Paul Howard3, Liz Jury4 and
Coziana Ciurtin1

1Centre for Adolescent Rheumatology versus arthritis, University
College London, London, UNITED KINGDOM, 2Department of Public
Health and Primary Care, University of Cambridge, Cambridge,
UNITED KINGDOM, 3Lupus UK Charity, Lupus UK Charity, Romford,
UNITED KINGDOM, 4Centre for Rheumatology, University College
London, London, UNITED KINGDOM

Background/Aims
The impact of the COVID-19 pandemic on adolescent and young
patients with chronic diseases is likely to be multi-factorial, and
influenced by various aspects, such as age, sex, education, ethnicity,
as well as disease control or personal coping strategies. Adolescents
and young adults are at a time in their live when disruption in their
education and social life, as well as uncertainty related to professional
prospects and long-term disease outcomes are all associated with
significant personal concerns. The aim of this survey was to assess the
main determinants of COVID-19 associated concern in adolescent and
young adults with JSLE and JDM as well as their well-being and
resilience.
Methods
Questionnaires comprising of questions related to patient and disease
characteristics, wellbeing, resilience and concern about the COVID-19
pandemic were disseminated through hospital contacts and patient

i66 EPOSTERS



charities social media platforms. Participation was voluntary and
implied consent. The preliminary results of this ongoing survey have
been analysed using descriptive statistics and linear regression (R).
Results
The main patient and disease characteristics, self-reported well-being,
resilience and perceived concern about the COVID-19 pandemic are
presented in comparison in male vs. female patients. Linear regression
showed that the strongest determinant of COVID-19 concern was self-
reported disease activity (p< 0.0003). The self-reported disease
activity was associated with the COVID-19 concern level in both
female (P¼0.003) and male patients (p¼ 0.004) and also with disease
duration in males (P¼0.018). The COVID concern was not affected by
any other factors such as, employment, education, well-being or
resilience.
Conclusion
The preliminary analysis of our survey showed that patient-reported
COVID-19 concern during the pandemic was strongly determined by
the self-reported disease activity irrespective of patients’ sex, despite
significantly increased concern in the female compared to male
patients, and association with disease duration in male patients only.
We propose that further strategies for better patient support during the
pandemic should focus on their optimal disease control as well as take
into consideration the sex-biased patient concerns.

P120 TABLE 1:

Female Male p-value

Number 38 9

Current age mean (IQR) 22.21 (18.25- 25.75) 18.89 (14.00-26.00)

Age at diagnosis years mean

(IQR)

13.01 (9.00-15.00) 9.333 (7.00-11.00)

Disease duration
Mean (IQR)

9.197 (4.000-13.000) 9.556 (2.000-13.000) 0.4841

Ethnicity;
White
Non-white

25 (65.8%)
13 (34.2%)

7 (77.8%)
2 (22.2%)

0.4841

Location;
England (%)
Other (%)

35 (92.1%)
3 (7.9%)

9 (100%)
0 (0%)

0.2578091

Well-being
(VAS -2 toþ 2)
mean (IQR)

-0.6765 (-2.0000

– 0.0000)

-0.4286 (-1.0000

– 0.0000)

0.5667

Resilience (VAS 1-7)
mean (IQR)

4.906 (4.000

- 6.000)

5.0 (4.5 - 5.5) 0.8718

Self-reported disease
activity (VAS 1-100)

mean (IQR)

35.32 (15.00-

53.00)

18.67 (3.00-25.00) 0.06429

Self-reported COVID
concern (VAS 1-100)

mean (IQR)

62.92 (50.00-80.00) 32.33 (15.00-

40.00)

0.01052

Still in education
No
Yes
Not recorded

16 (42.1%)
18 (47.4%)
4 (10.5%)

3 (33.3%)
4 (44.4%)
2 (22.2%)

Currently working
No
Yes
Not recorded

24 (63.2%)
10 (26.3%)
4 (10.5%)

5 (55.6%)
2 (22.2%)
2 (22.2%)
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