
one fifth of the patients/carers knew the exact regime for COVID vac-
cine recommended in this group of young people.
Just under 60% of the patients took the vaccine, with the rest choosing
not to have it due to a mixture of lack of information and personal
choice.
The action plan was drawn up to:
1. enquire about and document vaccination status, and provide advice
and information during every clinical contact;
2. include COVID vaccine in education sessions by nursing team;
3. include the information as default in all clinic letters;
4. reaudit in six months.
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Introduction/Background: We identified that the system for prescrib-
ing biologic and DMARD therapies in paediatric rheumatology at Royal
Manchester Children’s Hospital (RMCH) was slow, often causing repe-
tition of work and delays in timely access to repeat and new prescrip-
tions. We created a multidisciplinary team (MDT) virtual clinic involving
specialist nurse, pharmacist and consultant to allow for an efficient and
safe “one-stop shop” process to review all repeat and new prescrip-
tions. The aim of the VBC was to improve efficiency and communica-
tion around prescribing, reduce time to commence new therapies, and
ensure more robust oversight of therapeutic drug monitoring and
patient safety.
Description/Method: Approximately 400 patients currently receive
prescriptions via homecare systems for subcutaneous biologics and
disease modifying antirheumatic drugs (DMARDS) under the care of
the RMCH paediatric rheumatology service. These patients require
close monitoring and timely repeat prescribing to ensure safe
management.
Historically, a prescription request list was sent from pharmacy home-
care team to rheumatology specialist nurses, who would review patient
records, print prescriptions, and organise a weekly meeting with the
responsible consultant to review and sign the prescription.
Prescriptions hand delivered to the pharmacy homecare office would
await pharmacist verification and submission to the homecare pro-
vider. Any pharmacist queries emailed to the nursing team required
review, and queries would need to be dealt with by nursing or medical
staff, introducing multiple opportunities for delay into the prescribing
process. This multi-step process created numerous hours of adminis-
trative burden due to silo-working and poor communication.
Rheumatology nursing, pharmacy and medical personnel worked
together to secure funding approval for a new virtual biologics clinic
(VBC), where repeat and new prescriptions would be reviewed weekly
by these core team members. For each patient, the diagnosis, indica-
tion for therapy, relevant blood results, clinical parameters (e.g. age,
weight) and other pertinent factors are reviewed. If screening identifies
no barriers to supply, the prescription is signed by the consultant,
checked and countersigned by the pharmacist, who submits com-
pleted prescriptions to the pharmacy homecare team the same day.
BlueTeq forms are completed by the pharmacist or consultant during
the VBC, reducing funding risk and ensuring national commissioning
framework requirements are followed.
Where issues are identified e.g. inadequate screening prior to starting
biologics or abnormal blood results, management plans can be formu-
lated and actioned in a timely manner.
A clinic letter is generated for each patient discussed, informing the
patient, GP and consultant of the outcome of the meeting and actions.
Discussion/Results: The first VBC took place in February 2020 and
remains a weekly occurrence. The clinic takes approximately one hour
to complete with around two hours of preparation time (checking rele-
vant results and generating prescriptions). An average of 15 – 30
patients are discussed each week. To our knowledge we are the only
UK paediatric rheumatology centre to run a VBC in this manner.
Initial staff perception has been that therapeutic optimisation has been
achieved in an efficient, timely manner. Consideration of updated
weight and age at each review has allowed doses to be increased and
identified opportunities for patients to switch to more suitable or better

tolerated devices (e.g. moving from etanercept vials to pre-filled
syringes or pre-filled pens).
MDT working, sharing of skills and knowledge, has also made it easier
to update prescribing guidelines and standardise practice.
Prescription generation prior to the VBC has allowed a move from a
reactive to proactive approach. Forecasting of when new prescriptions
are due ensures that prescriptions are signed (and any issues dealt
with) before request from the homecare provider, reducing the risk of
patients running out of medicines and unintended breaks to treatment.
Improved communication within the MDT prevents duplication of work,
enabling time savings to carry out other duties.
The clinic letter generated ensures that families know their child’s pre-
scription has been issued, along with communication around changes
to therapy, which has reduced telephone calls to the department.
The VBC rollout coincided with the RMCH biosimilar switch of adalimu-
mab. Expedition of transition to a biosimilar improved Trust cost savings.
The VBC facilitated the introduction of use of subcutaneous tocilizumab,
reducing need for day-case attendance and reducing use of intravenous
tocilizumab which was in demand as a COVID-19 rescue medicine.
Key learning points/Conclusion: The VBC has improved efficiency of
prescribing, facilitated robust monitoring of patients and has stream-
lined the process of prescribing, freeing up time for staff to complete
other duties.
An additional, unanticipated benefit has been the recognition of safe-
guarding concerns. Through reviewing each patient’s record before
issuing prescriptions, we have identified patients who have been lost to
follow-up (a particular concern since the COVID-19 pandemic) or
repeated non-attendance at appointments. Early recognition has
allowed rapid escalation and resolution of issues.
Completing BlueTeq requests during the VBC has reduced delays in
initiation of therapies and minimised NHS England funding challenges.
Consultants have an improved understanding around commissioning
criteria and alternative funding options, should NHS funding not be
available for certain indications and patient cohorts.
We continue to evaluate the VBC. We plan to audit the service, collect-
ing data on time from decision to commence a treatment to starting the
new medication, as this is an area we feel has significantly improved
with the introduction of the VBC. It is essential to gain feedback from
patients and families on their experience of commencing treatments,
ease of obtaining repeat prescriptions from homecare and communi-
cation of therapy changes.
All three members of the MDT are vital for the efficient running of the
VBC and all contribute different expertise. At present the same consul-
tant attends each VBC, future developments may be to rotate this
among all the consultants in our team. We could invite trainees to
attend, as the clinic provides significant learning opportunities includ-
ing reviewing indications for immunosuppressant therapy, safe pre-
scribing and interpretation of blood results.
As the Trust moves to an electronic prescribing system in autumn
2022, it is hoped that the prescribing system will become even more
streamlined, allowing for electronic signatures and consolidating sys-
tems to ensure data is easily accessible.

Abstract citation ID: rkac067.071
P71 WHAT ARE PARENTS’ AND PATIENTS’ PERCEPTIONS OF
PAEDIATRIC RHEUMATOLOGY SHARED-CARE IN A LONDON
DISTRICT GENERAL HOSPITAL? AN EVALUATION TO DRIVE
SERVICE IMPROVEMENT

Lauren Huckerby1, Shaniah Hussain1, Nikita Thanki2, Ashraf Gabr1,
John Ho1

1Department of Paediatrics, Whipps Cross University Hospital, Barts
Health NHS Trust, London, United Kingdom, and 2Department of
Pharmacy, Whipps Cross University Hospital, Barts Health NHS
Trust, London, United Kingdom

Introduction/Background: Whipps Cross University Hospital is a
District General Hospital (DGH) in London. Children with musculoskele-
tal and rheumatic conditions are looked after by a paediatric multidisci-
plinary team (MDT). In approximately one third of cases (around 50
patients), care is shared with tertiary teams.
It is widely cited in literature that patients with specialist conditions
benefit from receiving specialist care. However, there are many posi-
tives of shared-care where patients also receive treatment in the local
hospital. The provision of immunosuppressive treatment, regular blood
monitoring, and appointments with MDT professionals (e.g. doctors/
physiotherapists/ophthalmologists/community nurses) can add further
complexities to shared-care.
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Description/Method: Our objective was to identify the strengths and
weaknesses of the current Paediatric Rheumatology shared-care serv-
ice at our DGH and to provide an action plan for improving the service.
Children and young people looked after by our DGH for a rheumatologi-
cal condition, on immunosuppressants, whose care was shared with
the tertiary centre were selected. Data collection was done via one-to-
one telephone interviews with families based on a semi-structured
questionnaire including the following four themes:
1. Views of shared care rheumatology.
2. Blood tests and the blood monitoring experience.
3. Medication related issues: obtaining, collecting and giving medication.
4. Views on transition to adult care.
The questionnaire was produced jointly by a paediatric doctor, the lead
paediatric pharmacist and the lead nurse for the paediatric day unit,
who is involved in blood tests, blood monitoring and delivering immu-
nosuppressant medication. The questionnaire was piloted and modi-
fied. Interviews were conducted by a doctor not involved in the routine
shared-care service to encourage honest answers, and to reduce
observer and investigator bias. After data collection, quantitative and
qualitative analysis (thematic analysis) were performed. Strengths and
weaknesses of the service were identified.
Discussion/Results: 20 patients met our selection criteria and all 20
responded. Questionnaires were completed between April and July
2020.
On average, in the last year, patients visited their local DGH 2.5 times
and their tertiary centre 2.9 times. 75% of these visits were outpatient
appointments.
Shared Care

The following issues were identified by families through thematic
analysis:
1. Proximity to home for appointments was important. The local team is
responsive to their care.
2. Many appointments over both centres and missing school for
appointments was a concern.
3. Local and tertiary centres don’t always share information.
4. Most families were happy to visit both hospitals.
Blood Tests

Blood testing was split between the GP, the local DGH, the tertiary hos-
pital and community nurses. Blood tests were usually performed every
2-3 months. Families spoke positively about the blood testing experi-
ence. The suggested improvements were:
1. Proximity to home for blood tests to avoid missing school.
2. Better communication of results between hospitals.
3. A record of blood test results to keep at home.
Medication-Related Issues

70% of our cohort were taking methotrexate, and 20% were taking bio-
logic medications. Prescriptions were provided by the GP, the local
DGH and the tertiary centre.
Issues identified by families were:
1. Barriers to collecting medications (e.g. unhappy to leave the house
due to COVID-19; unsure where to collect medication from; problems
with obtaining prescriptions from the GP).
2. Better communication needed between hospitals about when new
medication will start.
3. Patients would like to reduce the pain of the injection.
4. Methotrexate has too many side effects.
Transitioning to Adult Care

Most young people (60%) preferred to stay local to home and move to
adult services at their local DGH, if there were to be an adolescent serv-
ice with overlap between paediatric and adult services.
Key learning points/Conclusion: The strengths and weaknesses of
shared-care rheumatology were identified by families at our DGH.
Strengths were that families felt both the local and tertiary centres
played a necessary role in care. Weaknesses were that families had
many appointments over both centres and missing school was prob-
lematic. Some families reported communication between hospitals
could be improved.
The paediatric MDT proposed a list of quality improvement
interventions:
1. Set up a one-stop Paediatric Rheumatology Super MDT clinic, to see
the physiotherapist, ophthalmologist, paediatrician and pharmacist, if
required, all in one morning. 2 one-stop clinics ran in March and May
2022. It is estimated that this super MDT clinic will save 3 to 4 DGH vis-
its per year.
2. Obtain remote access to the tertiary hospital computer system for
the local Paediatric Rheumatology team. This will improve communica-
tion between hospitals.
3. Encourage patients to view letters and results from the tertiary centre
through the tertiary hospital patient app MyGOSH. This will improve
timely information sharing.

4. Set up an MDT meeting with the day unit nurse and pharmacist every
2 months to discuss each patient requiring hospital prescribed
medication.
5. The clinician to liaise with families around improving injection techni-
que, and to discuss measures to mitigate side effects of medications.
6. Establish a system for posting medication to parents by pharmacy.
This is in place as of August 2020 with an aim of reducing barriers to
collecting medications.
7. Explore transitioning to alternative adolescent care closer to home.
Our next steps will involve re-assessing if the interventions above have
helped improve communication with the tertiary hospital, whether they
have reduced the number of appointments, and whether medication
concerns were resolved. We believe that this innovative project has
improved patient access to appointments, as well as their experience
of the shared-care service.
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Introduction/Background: Embedding research into clinical practice
has many benefits, with research-active healthcare settings reporting
better clinical outcomes and improved staff recruitment and retention.
This is recognised by the NHS who aim to ‘build the capacity and capa-
bility of our current and future workforce to embrace and actively
engage with research’. In spite of this, clinical academic capacity
across the NHS remains challenging; the number of consultants work-
ing in clinical academia has declined in recent years and there is con-
cern about lack of academic progression for non-medical professions.
Reported barriers include clinical pressures and lack of dedicated time,
individual skill and confidence.
Description/Method: Our aim was to gather information about
research exposure across the Paediatric Rheumatology multidiscipli-
nary team (MDT), including paediatric trainees (rheumatology grid,
rheumatology spin and level 2 trainees), clinical nurse specialists
(CNS), advanced nurse practitioners (ANPs) and Allied Health
Professionals (AHPs).
We initially sought to identify if trainees were receiving adequate research
opportunities during their training. A pilot questionnaire was distributed,
and results collated and presented at the Spring Clinical Studies Group
(CSG) annual meeting. Feedback was received from both questionnaire
respondents and the CSG. Following this, we modified and broadened
the scope of the questionnaire to include the Paediatric Rheumatology
MDT, with the aim of comparing experiences across the MDT. This was
developed using an online survey platform with the link distributed via
email and messaging groups for trainees, AHPs and CNSs.
The aims of the modified questionnaire were to;
1. Understand the current research experience across the paediatric
rheumatology MDT and identify barriers and ways to support participa-
tion in research.
2. Identify if individuals wanted more exposure to research and what
specific research skills they would like to develop.
Discussion/Results: There were 34 respondents: 14 (41%) paediatric
trainees (7 grid, 2 spin, 2 post-CCT fellows, 3 level-2 trainees), 14 (41%)
CNS, 4 (12%) AHPs and 2(6%) ANPs.
Across the MDT, 19 respondents (56%) agreed they had adequate
opportunity to be involved in research, of which 7 (21%) strongly
agreed. In terms of research exposure, 22 (65%) have undertaken post-
graduate degrees, 5 (15%) PhD, 9 (26%) MSc, 5 (15%) diploma and 6
(18%) postgraduate certificate. Eight-respondents (24%) had taken
time out to develop research skills.
Research experience:

18 respondents (53%) have been on the delegation-log for clinical
trials. 20 (59%) have contributed to data collection for National
Registries. 23 (68%) have given a poster/oral presentation at national/
international conferences and 15 (44%) have published in peer-
reviewed journals - the majority trainees (n¼ 11,73%).
Research training:

51% report adequate training in critical appraisal, 48% in literature
review and 40% in consent; fewer reported adequate training in
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