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Background: In the UK, approximately 25% of individuals aged over
55 have chronic knee pain, often due to osteoarthritis. Knee pain
originates from the joint due to structural changes or inflammation
(peripheral mechanisms), and is often intensified by processing of
afferent signals within the central nervous system (central mechanisms). We aimed to investigate whether baseline measures associated
with central sensitization, including a simple self-report ‘central

mechanism’ trait score and Pressure Pain Detection Thresholds
(PPTs), predict future pain outcomes in individuals with knee pain.
Methods: Data from participants consenting to the Knee Pain In the
Community (KPIC) study were analysed. 1,471 participants reported
knee pain at baseline and responded to a 1-year follow-up
questionnaire. Of these, 204 participants underwent further radiographic and PPT assessments at baseline. A summary score for a
latent self-report ‘central mechanisms’ trait was derived from baseline
scores for 8 questionnaire items, representing component traits of
anxiety, depression, catastrophizing, neuropathic-like pain, fatigue,
sleep disturbance, pain distribution, or cognitive impact. Presence/
absence of pain persistence (pain present at baseline and year 1)
served as the primary pain outcome. In those reporting pain
persistence, persistent pain severity (residualized pain severity
change scores) served as the secondary pain outcome. Prediction of
pain outcomes by baseline scores for the central mechanisms trait and
PPTs used logistic and linear regression models. Receiver-operatorcharacteristic (ROC) curves and areas-under-the-curve (AUC) compared the predictive strength of the central mechanisms trait to other
predictors of pain persistence.
Results: 976 (66%) individuals reported pain persistence, of whom
118 individuals underwent further assessments at baseline. The central
mechanisms trait score was a significant predictor for pain outcomes
(pain persistence: Relative Risk, RR ¼ 1.73, n ¼ 1471, p < 0.001;
Persistent pain severity: b ¼ 0.47, n ¼ 976, p < 0.001), even after
adjustment for age, sex, BMI, radiographic OA and symptom duration
(pain persistence: RR ¼ 2.14, n ¼ 204, p ¼ 0.001; persistent pain
severity: b ¼ 0.47, n ¼ 118; p < 0.002). Lower medial joint-line PPT
was associated with persistent pain severity (b¼-0.32, n ¼ 118,
p ¼ 0.007). The central mechanisms trait score model showed good
discrimination power in distinguishing pain persistence cases from
resolved pain cases (AUC ¼ 0.70; n ¼ 1471). The discrimination power
of other predictors, including radiographic OA (AUC ¼ 0.62; n ¼ 204),
age, sex and BMI (AUC range ¼ 0.51 to 0.64; n ¼ 1471), improved
significantly (p < 0.04) when the central mechanisms trait was included
in each univariate logistic regression model (AUC range ¼ 0.69 to
0.74).
Conclusion: A simple self-report ‘central mechanisms’ trait score,
consisting of 8 self-report items, shows prognostic value in identifying
individuals more likely to report knee pain persistence at follow-up.
This might indicate a contribution of central mechanisms to poor knee
pain prognosis. Ongoing work seeks to validate a newly developed
questionnaire based on these 8 items for use in clinical practice and
epidemiological research settings.
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Background: Osteoarthritis is the common joint condition in later life.
We hypothesised it may be associated with poor muscle mass and
function of the lower limbs, which can lead to an increased falls risk.
Jumping mechanography is a novel technique which has been
validated for lower limb muscle assessment. We investigated the
relationship between lower limb osteoarthritis and jumping mechanography outcomes in the Hertfordshire Cohort Study, comprised of UK
community dwelling older adults, where osteoarthritis was common.
Methods: We recruited 249 older adults (144 males and 105 females).
Osteoarthritis was assessed clinically by qualified healthcare professional according to ACR criteria and radiographically via X-ray. Twofooted jumping tests were performed using a Leonardo
Mechanography Ground Reaction Force Platform (Leonardo software
version 4.2; Novotec Medical GmbH) to assess maximum muscle
force and power. Linear regression was used to assess the relationship between osteoarthritis and jumping outcomes in models
unadjusted and adjusted for age, weight, social class, smoker
status, alcohol consumption, physical activity, dietary calcium intake
(in all participants), pain (when examining associations with radiographic osteoarthritis) and years since menopause and hormone
replacement therapy use (in females).
Results: The mean age of participants was 75.2 years (SD 2.6). Males
were significantly heavier and taller than females (p < 0.001), though
there was no significant difference in BMI (p ¼ 0.8). Males consumed
more dietary calcium and alcohol (p < 0.001) and were more likely to
have ever smoked (p ¼ 0.01). There were no significant sex differences
in the prevalence of clinical or radiographic osteoarthritis at the knee
(males - 11 (8%) clinical, 60 (43%) radiographic; females - 12 (11%)
clinical, 49 (51%) radiographic) or hip (males - 2 (1%) clinical, 67 (48%)
radiographic; females - 5 (5%) clinical, 37 (40%) radiographic)
(p > 0.1). In terms of jumping mechanography, males had a significantly higher maximum total power during lift off (mean 2.10 kW vs
1.38 kW, p < 0.001) and maximum total force during lift off 1.72 kN vs
1.33 kN, p < 0.001) than females. We found significant associations
between maximum total power and clinical knee osteoarthritis in men
(-1.05 (-1.61, -0.49), p < 0.001) and clinical hip osteoarthritis in females
(-1.96 (-3.35, -0.57), p < 0.01) and radiographic knee osteoarthritis in
females (-0.67 (-1.14, -0.19), p < 0.01). No significant associations
were observed for maximum total force and osteoarthritis at the hip
and knee.
Conclusion: We observed significant negative associations between
maximum total power and osteoarthritis in both sexes. The limitation of
power by pain is one potential explanation for our findings. However,
the fact that in females, radiographic disease was significantly
associated with reduced power suggests a possible non-pain
aetiology. The clear sexual dimorphism is interesting and requires
further investigation. Our findings provide an insight into the complex
relationship between leg muscle power and osteoarthritis in older
adults.
Disclosures: N.R. Fuggle: None. C. Shere: None. M. Edwards:
None. C. Parsons: None. K. Jameson: None. K. Ward: None. C.
Cooper: None. E. Dennison: None.

INVITED SPEAKERS ABSTRACTS

INVITED SPEAKERS ABSTRACTS

Wednesday 1 May 2019

iii107

(musculoskeletal theme) of £23.6m total award to Nottingham., ERAN
Database support, Arthritis Research Campaign Centre Initiative grant
Centre of Excellence in Mechanisms of Pain in Arthritis. Other; Trustee
of the Early Rheumatoid Arthritis Network, UK Registered Charity.

were key factors. Differences by sex and occupation indicate that
strategies must address a wide range of reasons to maintain work
participation for older workers with osteoarthritis.
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Background: Osteoarthritis begins to emerge as a major cause of
functional limitation, work disability and retirement from age 50 years
onwards. With policies encouraging extensions to working life, older
workers with osteoarthritis will be expected to delay retirement and
continue working. Identifying approaches to sustain employment for
those with osteoarthritis is a priority. The aims of this study were to
identify (i) reasons for retirement and factors that could have prevented
retirement that were more common in those with osteoarthritis than
those without and (ii) within those with osteoarthritis which factors
differed by sex or occupational status.
Methods: Analysis of 2,389 retired adults who completed a postal
questionnaire; mean age 71 years; 56% female. Osteoarthritis was
defined by primary care consultation for osteoarthritis and the report of
moderate/extreme pain interference in the questionnaire. The questionnaire collected information on sixteen reasons for retirement and
eight factors that could have enabled responders to continue working.
Differences between those with/without osteoarthritis, and within
those with osteoarthritis by sex and occupational status (manual/
non-manual) were examined using percentage difference with 95%
confidence interval.
Results: 778 (32.6%) participants had osteoarthritis. Those with
osteoarthritis were more likely to indicate that joint pain (24% cf 5%;
% difference 19.0%; 95%CI 15.9%, 22.3%)) and comorbidity (23% cf
9%; 14% (10.8%, 17.3%)) as reasons for retirement and that less
physical demands (30% cf 18%; 11.9% (8.2%, 15.7%) would have
enabled them to stay in work, than those that did not have
osteoarthritis. Workplace and job related factors (e.g. job stress,
workplace adaptation, support from colleagues) were not commonly
reported (>10%) as reasons for retiring in those with or without
osteoarthritis. In those with osteoarthritis, men were significantly more
likely to have retired due to comorbidity (28% cf 19%; 8.3% (2.3%,
14.4%)) and for financial incentives (24.3% cf 7.1%; 8.3%
(2.3%,14.4%)). Women were more likely to have retired to spend
more time with family (12.3% cf 4.0; 8.3% (4.5%, 12.0%)) and because
they had reached retirement age (33.2% cf 23.1%; 10.1% (3.7%,
16.3%)). Those who had worked in manual occupations were more
likely to have retired due to joint pain (26.9% cf 20.0%; 6.9%
(0.8%,12.7%)). Those who had worked in non-manual occupations
were more likely to have retired because they could afford to (10.8% cf
5.1%; 5.7% (1.9%, 9.9%).
Conclusion: Whilst the need for more positive workplaces to facilitate
work participation is important, in this study, they were not readily
reported as reasons for retirement. Those who had retired and had
osteoarthritis were more likely to state that comorbidity and joint pain
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Background: This TRIUMPH study post-hoc analysis evaluated the
efficacy and safety of CNTX-4975 in subjects with unilateral knee pain
with/without radiographic evidence of OA in the opposite knee.
Methods: Subjects aged 45-80 years with chronic knee OA and stable
moderate to severe knee OA pain in one knee (index knee; non-index
knee, no to mild pain) who failed oral/intra-articular therapies were
randomized 2:1:2 to a single intra-articular injection of placebo, CNTX4975 0.5 mg, or CNTX-4975 1.0 mg. Randomization was stratified by
Kellgren-Lawrence (K-L) grade (2-3 vs 4) and body mass index (<30
vs 5 30 kg/m2). Unilateral OA was defined as K-L grade 0, 1, or
missing in the non-index (untreated) knee; bilateral OA, grades 2-4 in
both knees. Area under the curve was assessed for change from
baseline in WOMAC QA1, pain with walking on a flat surface, daily
through week 12 and weekly through week 24. Weekly WOMAC B and
C scores were also analysed. Statistical tests were 2-sided (alpha,
0.10). Safety assessments included treatment-emergent adverse
events (TEAEs).
Results: Safety analysis comprised 175 subjects; unilateral knee OA,
n ¼ 52 (placebo, n ¼ 17; CNTX-4975: 0.5 mg, n ¼ 18; 1.0 mg, n ¼ 17)
and bilateral knee OA, n ¼ 123 (placebo, n ¼ 53; 0.5 mg, n ¼ 16; 1.0 mg,
n ¼ 54). Efficacy analysis included 172 subjects (3 in bilateral group
excluded before unblinding). Mean baseline WOMAC QA1 pain score
(index knee) was 7.3 (numeric rating scale, 0-10) in the unilateral and
bilateral groups. WOMAC QA1 scores improved with CNTX-4975
1.0 mg vs placebo in the unilateral (week 12, P¼0.0004; week 24,
P¼0.0017) and bilateral groups (week 12, P¼0.0053; week 24,
P¼0.0170); other results shown in the Table. Incidence of TEAEs
was similar between unilateral and bilateral groups through week 24
(35% vs 33%). TEAEs were mild to moderate; most were determined
unrelated to study treatment.
Conclusion: CNTX-4975 1.0 mg significantly improved pain with
walking and subject-reported knee stiffness and physical function vs
placebo in the index knee and was well tolerated. Greater absolute
improvements were seen in subjects with unilateral vs bilateral knee
OA, although the non-index knee had no to mild pain at baseline.
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