
Methods: Twelve participants with PsA and a history of dactylitis
(group i), 12 participants with PsA and no history of dactylitis (group ii),
and a control group of 12 participants (group iii) were recruited. Plantar
pressure measurements were undertaken barefoot and in footwear.
Peak plantar pressure and pressure time integral were analysed at the
most common and second most common sites of dactylitis reported in
the foot; 4th and 2nd toes, and 4th and 2nd metatarsophalangeal joints
(MTP) of the left foot. Temporal and spatial parameters of gait were
collected. Patient reported impairment and footwear (FISAP), and
activity limitation and participant restriction (FISIF) were reported using
the Foot Impact Scale for Rheumatoid Arthritis (FIS-RA).
Results: PsA patients had a mean disease duration of 4.58 years in
both groups, a mean FISIF score of 7.16 in group i and 6.83 in group ii
compared with 0.41 in the control group, and a mean FISAP score of
8.75 in group i and 5.75 in group ii compared with 0.16 in the control
group; ANOVA analysis and subsequent post-hoc testing using
Games–Howell test yielded significance. In both domains of the FIS-
RA there was a significant difference between both PsA groups
compared with the control group; PsA group i P¼0.00 and PsA group
ii P¼0.00 in the FISIF domain, PsA group i P¼0.03 and PsA group ii
P¼0.05 in the FISAP domain. Mean plantar pressures measurements
barefoot and in-shoe were not significant between groups. No
significant differences were reported in spatial and temporal para-
meters of gait between groups.
Conclusion: This is the first exploratory study to investigate the
mechanical factors that may cause dactylitis in PsA. FIS-RA scores
indicate PsA patients have significant limitations compared with
controls, but a history of dactylitis does not worsen patient reported
outcomes. Although no significant differences could be reported in
plantar pressure data or gait variables, the study was underpowered. A
subsequent power calculation indicates that 60 participants per group
would be needed to power a larger study. Exploration of shear and
friction in the forefoot may provide insight for a biomechanical trigger
to dactylitis.
Disclosure statement: The authors have declared no conflicts of
interest.

178. IS PATIENT UNCERTAINTY ASSOCIATED WITH
OUTCOMES IN SYSTEMIC LUPUS ERYTHEMATOSUS?

Sophie Cleanthous1, Stefan Cano2, David Isenberg1,
David Isenberg1 and Stanton Newman3
1Centre for Rheumatology Research, University College London,

London, 2Peninsula Medical School, Plymouth University, Plymouth,
3Department of Health Services Research, City University, London, UK

Background: Patient uncertainty is an inherent aspect of living with
SLE. Recently a disease-specific patient uncertainty instrument was
developed by the authors, on the basis of qualitative interviews with
patients living with SLE and the health-care professionals who treat
them. The instrument named Patient Certainty Questionnaire and
assesses uncertainty across five scales including: symptoms and
flares, medication, trust in doctor, self-management and impact. This
study was the first to utilize this instrument in SLE and aims to explore
whether patient uncertainty contributes to important patient outcomes
like treatment adherence, health related quality of life and mood in
comparison with other variables that have been found to contribute to
such outcomes.
Methods: A cross-sectional cohort study was set up recruiting adult
patients with SLE from three hospital sites in England. Patients were
asked to complete a series of questionnaires to assess psychosocial
and behavioural outcomes and potential moderators of disease.
Outcomes included generic and disease-specific quality of life using
the SF-12v2 and LupusQoL instruments, patient adherence using the
rheumatology specific CQR instrument, and anxiety and depression
using the HADS instrument. Moderators included patient uncertainty,
self-efficacy, coping, social support and demographic details. Disease
activity was assessed using the BILAG index. Results were analysed
using single and multiple linear regression analyses.
Results: A total of 165 patients were recruited, 158 female and 7 male.
Patient age ranged from 18 to 76 years (mean¼ 45.32) and disease
duration ranged from 1 to 40 years (mean¼16.04). Disease activity as
computed by the BILAG index ranged from 0 to 18 with a mean score
of 4.25 (S.D.¼5.13). Different patient uncertainty domains were
associated with different outcomes on multivariate comparison.
Greater uncertainty related to trusting one’s doctor was associate
with lower treatment adherence, whereas greater uncertainty with
regards to self-management with higher levels of anxiety. Greater
uncertainty in relation to the impact of disease was associated with
higher levels of depression and poorer quality of life, generic and
specific with regards to physical aspects. Greater uncertainty with
regards to medication effectiveness was further associated with

aspects of disease specific quality of life. Contradictory findings
were reported with regards to the symptoms and flares scale that only
showed limited association with aspects of disease specific quality of
life and this was not in the expected direction.
Conclusion: Patient uncertainty is evidently associated with important
behavioural and psychosocial outcomes in SLE. Results demonstrate
the multi-dimensional nature of patient uncertainty as the five domains
displayed differential associations with outcomes and further chal-
lenge whether uncertainty has a consistently negative impact on
outcomes. These results indicate the potential use and role of
uncertainty in future research and patient management.
Disclosure statement: The authors have declared no conflicts of
interest.

179. FOOT ORTHOSES IN THE TREATMENT OF
SYMPTOMATIC MIDFOOT OSTEOARTHRITIS USING
CLINICAL AND BIOMECHANICAL OUTCOMES: A FEASIBILITY
STUDY
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Andrew Grainger4, Sarah Brown2, Richard Wilkins1, Philip Helliwell1,
Edward Roddy5, Anne-Maree Keenan3 and Anthony C. Redmond1,3

1Leeds Institute of Rheumatic and Musculoskeletal Medicine,
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4Department of Musculoskeletal Radiology, Leeds Teaching
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Sciences, Keele University, Keele, UK

Background: OA in the joints of the midfoot has been previously
under-recognized. Recent research suggests that painful midfoot OA
is present in 16% of people over the age of 50. Painful midfoot OA is
often treated with foot orthoses (FO) to reduce pain and function, yet
there is little evidence to support this. The aim of this study was
undertake a feasibility study to explore both the effect and the
mechanism of action of FO in the treatment of painful midfoot OA.
Methods: Thirty-seven participants with painful midfoot radiographic
OA were recruited from podiatry departments to participate in the
feasibility study. Participants were randomized to receive one of two
treatment approaches FO (n¼19) or a cushioning insole (CI) (n¼18)
and followed-up for 3 months. Patient reported outcomes taken at
baseline, 6 and 12 weeks included: Global Impression of Change scale
(GICS), average foot pain for the last 24 h (11-point numerical rating
scale) and foot function (Manchester foot pain and disability index).
Biomechanical assessments, including in-shoe foot kinematics and
plantar pressures, were measured at baseline and 12 weeks.
Results: Thirty-three participants completed the study. Participants in
the FO group reported decreased foot pain (median –3 points), as did
those in the CI group (median –2 points). An improvement in foot
function was shown in both the FO (median –3 points) and the CI
groups (median –2 points). The reduction in foot pain and improvement
in foot function, shown in both groups, was also reflected in the GICS.
Patients reported improvements (GICS) more frequently in the FO
group at 6 weeks (90%) and at 12 weeks (83%), than the CI group at 6
weeks (39%) and 12 weeks (46%). The results of the pressure analysis
suggest that maximum midfoot force was increased in the FO group
(11% of body weight), more than in the CI group (4% of body weight).
Rearfoot eversion reduced by a mean of –0.78 (CI –1.58 to 0.18) in the
FO group, compared with the CI group in which there was a small
increase in mean rearfoot eversion of þ0.38 (CI –1.08 to þ0.78).
Conclusion: These preliminary results suggest that recruiting for a
randomized orthotic clinical trial in midfoot OA is achievable. In this
study both FO and CI provided clinical benefit, which was greater in
the FO group. Biomechanical analysis suggests there may be a
different mechanism of action between the two devices investigated in
this study of participants with midfoot OA. This was supported by the
alteration of midfoot force, and to a lesser extent, foot motion in the FO
group, compared with the CI group. A plan for a fully powered
randomized controlled trial is now in place to explore treatment
efficacy.
Disclosure statement: The authors have declared no conflicts of
interest.

180. MUSCULOSKELETAL PAIN, SLEEP QUALITY AND
RESTRICTED SOCIAL ACTIVITY

Shula Baker1, John McBeth1 and Ross Wilkie1
1Research Institute for Primary Care & Health Sciences, Keele

University, Staffordshire, UK

Background: Musculoskeletal pain is the most common symptom of
rheumatological disorders and often co-occurs with poor sleep quality.
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Pain and sleep problems increase the risk of restricted social activity
(RSA), a measure of disability associated with increased morbidity (e.g.
cardiovascular disease) and mortality. The aim of this study was to
examine the relative contribution of pain, poor quality sleep, and
concurrent pain and poor quality sleep to the risk of future RSA.
Methods: A population-based prospective cohort study of adults
aged �18 years (n¼1181) who completed baseline and 12 month
follow-up questionnaires. The questionnaires assessed age and sex;
pain (blank body manikin); sleep quality (Jenkins Sleep Scale
measuring delayed sleep onset, difficulty maintaining sleep, early
wakening and non-restorative sleep); RSA (Has your health limited
your social activities? with participants reporting limited social
activities All/Most/A good bit/Some of the time classified as having
RSA); anxiety and depression (Hospital Anxiety and Depression Scale);
and physical disability. Logistic regression examined the associations
between baseline pain, sleep problems and RSA at 12 months,
adjusting cumulatively for age and gender, anxiety, depression and
physical disability, and baseline RSA. Finally, interaction terms (pain x
individual sleep item) were included. Results are presented as odds
ratio (OR) with 95% CI.
Results: Mean age was 49.6 (S.D. �15.2) years. 55.7% were female. At
baseline, 880 (74.5%) reported pain, 122 (10.3%) delayed sleep onset,
298 (25.2%) difficulty maintaining sleep, 188 (15.9%) early wakening,
and 215 (18.2%) reported non-restorative sleep. At follow-up 200
(16.9%) reported RSA. Baseline pain [OR¼ 2.3 (95% CI 1.5, 3.5)],
delayed sleep onset [6.1 (4.1, 9.3)], difficulty maintaining sleep [3.2
(2.3, 4.4)], early wakening [4.1 (2.9, 5.9)] and non-restorative sleep [4.1
(2.9, 5.9)] were associated with RSA at 12 months. After adjustment for
anxiety, depression, physical disability, and baseline RSA, there was
no association between baseline pain, difficulty maintaining sleep,
early wakening or non-restorative sleep and RSA at follow-up. Delayed
sleep onset remained significantly associated with an almost nine fold
increased odds of RSA at follow-up [8.6 (2.6, 28.3)]. The interaction
between pain and delayed sleep onset was less than multiplicative [0.2
(0.7, 0.9)]. Depression, physical disability and baseline RSA were
independent predictors of RSA at follow-up.
Conclusion: Having concurrent pain and delayed sleep onset was not
associated with a greater risk of RSA than pain or sleep problems
alone. In patients with pain interventions that improve sleep onset,
mood and physical ability have the potential to reduce RSA and
prevent subsequent morbidity.
Disclosure statement: The authors have declared no conflicts of
interest.
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181. DEVELOPING STANDARDIZED TREATMENT FOR
ADULTS WITH MYOSITIS AND DIFFERENT PHENOTYPES

Sarah L. Tansley1, Charlotte Sharp2, Neil McHugh1,
Lisa Christopher-Stine3 and Hector Chinoy4
1Department of Rheumatology, RNHRD, Bath, 2Department of
Rheumatology, University Hospitals of South Manchester NHS

Foundation Trust, Manchester, UK, 3Myositis Center, Johns Hopkins

University, Baltimore, MD, 4Centre for Musculoskeletal Research,

The University of Manchester, Manchester, UK

Background: The evidence base for treatment of idiopathic inflam-
matory myopathies (IIM) is extremely limited and the development of
treatment guidelines is further hampered by significant heterogeneity
between IIM subtypes. As part of the Standardized Treatment for
Adults with Myositis and different Phenotypes (STAMP) project we
aimed to establish current prescribing practices used to treat adults
with IIM.

Methods: A survey based on 8 clinical scenarios designed to reflect
different IIM subtypes was distributed electronically to experts and
non-experts involved in the treatment of IIM via special interest
groups, the BSR newsletter and BSR regional leads. Participants were
asked to select first-line treatment preferences in each situation
(defined as one of their top three choices). Scenario 6 was later
excluded due to the wide range of responses, which we felt suggested
a lack of clarity of the case vignette.
Results: Responses were received from 52 UK based clinicians: 19
who considered themselves an expert in IIM and saw on average 33
patients per year and 33 who did not consider themselves an expert
and saw on average 9 patients per year. Complete responses were
received from 15 experts and 14 non-experts. While overall there was
general agreement on first-line DMARD treatment preferences within
and between expert and non-expert groups, agreement was typically
greater between experts with 75–100% selecting the most popular
first-line treatment in each scenario, see Table 1. In all scenarios
experts selected a more limited range of first-line DMARD treatments
than non-experts (mean average 6.3 vs 10). In terms of steroids,
experts were more likely than non-experts to choose i.v. steroids in
necrotizing myositis associated with anti-SRP antibodies (P¼0.01) but
less likely when associated with statin-use (P¼0.04).
Conclusion: Similar treatment approaches were used by all UK
clinicians in most situations assessed. Experts appear to have a more
uniform approach with a greater proportion selecting the most popular
DMARD as a first-line treatment and as a group selecting fewer first-
line preferred drugs. This represents a reassuring first step in the drive
to develop consensus guidelines for treatment of IIM.
Disclosure statement: The authors have declared no conflicts of
interest.

182. PROGRESS REPORT ON THE DEVELOPMENT OF NEW
CLASSIFICATION CRITERIA FOR ADULT AND JUVENILE
IDIOPATHIC INFLAMMATORY MYOPATHIES

Clarissa A. Pilkington1, Anna Tjärnlund2, Matteo Bottai3,
Lisa G. Rider4, Victoria P. Werth5, Marianne De Visser6,
Lars Alfredsson3, Anthony A. Amato7, Richard J. Barohn8,
Matthew H. Liang9, Jasvinder A. Singh10, Frederick W. Miller11 and
Ingrid E. Lundberg12
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Neurology, Academic Medical Centre, Amsterdam, Netherlands,
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10Department of Medicine, University of Alabama and VA Medical

Center, Birmingham, AL, 11Environmental Autoimmunity Group,

National Institutes of Health, Bethesda, MD, 12Department of

Rheumatology, Karolinska Institute, Stockholm, Sweden

Background: Inadequate classification criteria for IIM are a funda-
mental limitation in clinical studies. An international, multidisciplinary
collaboration, the International Myositis Classification Criteria Project
(IMCCP), supported by ACR and EULAR, was established to address
this problem. Variables were identified for the criteria, and these
variables were collected in a retrospective case control study between
2008 and 2011. The variables were analysed and three different types
of classification criteria were explored. External validation was
subsequently carried out.
Methods: Identification and definition of potential criterion: Candidate
variables to be included in classification criteria were assembled from
published criteria and inclusion criteria in controlled trials of myositis
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