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Background: Work is important to individuals and society. Given
demographic changes, governments have changed policy to encou-
rage individuals to work to older ages. In the UK, the state pension age
has been increased rapidly, especially amongst women. To date
however, it is unclear whether people can continue to work into their
late 60s in all types of work, particularly if they have musculoskeletal
diagnoses with/without comorbidities. We explored the role of
primary-care recorded musculoskeletal disorders in predicting
health-related job loss over two years of follow-up in older adults.
Methods: The Health and Employment After Fifty (HEAF) study is a
cohort study of adults aged 50-64 years incepted 2013-14 from GP
practices across England. Cohort participants completed annual
questionnaires since baseline providing information about their work,
health, finances, caring responsibilities and retirement intentions.
Participants also granted written permission for us to obtain their
detailed health information from the Clinical Practice Research
Datalink. We used Cox’s proportional hazards modelling to identify
risk factors for time to first exit from a job mainly or partly for health
related reasons between baseline and 2-year follow-up. Participants
who remained in work or left work for reasons other than health were
regarded as censored in the survival analysis. Results are reported as
hazard ratios with 95% confidence intervals.
Results: In total, 4,888 people provided information at baseline and at
least one of the two follow-up questionnaires, were successfully linked
with CPRD records, and were ever in paid work for at least 20 hours/
week during the 2-year follow-up. 277 people reported health-related
job loss over the two years, 3,666 worked throughout and 945 left work
not for health reasons. Amongst men, only one primary-care MSD
diagnosis predicted health-related job loss: connective tissue disease
(HR 5.1, 95% CI 1.5-17.1). However, amongst women, diagnoses of:
widespread pain (HR 2.4, 95% CI 1.3-4.8); lower limb osteoarthritis
(HR 2.3, 95% CI 1.4-3.7); upper limb surgery ever (HR 1.8, 95% CI0.9-
3.8); and inflammatory arthritis (HR 2.1, 95% CI 1.2-3.6) were all
independent predictors of health-related job loss and robust to
adjustment for age, socio-economic status, lifestyle factors, job
satisfaction and coping with work’s physical and mental demands.
Conclusion: These findings suggest that musculoskeletal disorders
contribute importantly to the risk of falling out of work before the age of
eligibility for a state pension, particularly among female workers. To
our knowledge, these gender effects have not been previously
reported. If we are to retain older workers, it is important that we
consider adjustments in the nature and type of work to support people
with musculoskeletal disorders. This is particularly important amongst
work forces in which women predominate such as health and social
care.
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Background: It is not known whether the baseline (BL) glucocorticoid
dose at initiation of tocilizumab (TCZ) therapy in patients with giant cell
arteritis (GCA) affects rates of sustained glucocorticoid-free remission
and disease flare, so this was investigated in the GiACTA trial
(NCT01791153).
Methods: Patients received TCZ weekly or every-other-week þ 26-
week prednisone taper (TCZ-QW [n¼ 100] or TCZ-Q2W [n¼49]) or
placebo þ 26-week or 52-week prednisone taper (PBOþ26 [n¼ 50] or
PBOþ52 [n¼ 51]) for 52 weeks. Flare was defined as recurrence of
GCA signs/symptoms and/or ESR �30 mm/h attributable to GCA
requiring increased prednisone dose. Sustained remission was defined
as absence of flare, normalization of CRP (<1 mg/dL), and adherence
to the protocol-defined prednisone taper to week 52. All patients
received prednisone during screening at a dose selected by the
investigator before entry to the trial at BL. In this post hoc analysis,
sustained remission rates were assessed according to BL prednisone
dose. Time to first flare was assessed according to protocol-defined
BL prednisone dose stratification factors (>30 mg/day or� 30 mg/
day). All analyses are descriptive.
Results: Sustained remission was achieved by higher proportions of
patients in the TCZ groups than PBO groups across the range of BL
prednisone doses. Among patients with high BL prednisone doses
(>30 mg/day), TCZ-treated patients had longer time to flare than
patients in the PBO groups. Patients with low BL prednisone doses
(�30 mg/day) had separation between the TCZ groups and the
PBOþ26 group from week 12, with longer time to flare in the TCZ
and PBOþ52 groups than in the PBOþ26 group. In the PBOþ26
group, patients with low BL prednisone doses flared earlier than those
with high BL doses, but there was no apparent difference in time to
flare between high and low BL prednisone dose for the TCZ groups.
Full results will be presented.
Conclusion: Patients with GCA treated with TCZ and prednisone
tapering could achieve sustained remission across a range of BL
prednisone doses. Fewer patients in the TCZ groups than the PBO
groups had GCA flares. Time to flare was similar for patients treated
with TCZ regardless of starting prednisone dose.
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