
made in 21/25(84%), 9/14(65%), 11/17(65%) of patients with RA, PsA
and AxSpA respectively, p¼ 0.26).
Conclusion
We have developed and implemented a system of remote clinical
management for patients with rheumatic conditions. Following remote
assessment only 284/806 (35%) required a subsequent in-person
assessment and 351/806 (44%) had stable disease. Concordance with
in-person assessment was highest for patients with RA, but not
significantly different to outcomes for PsA and AxSpA. Further work is
needed to validate this mode of assessment, including patients with
vasculitis/CTD and those declared as having ‘‘stable’’ disease.
Disclosure
A. Soni: None. J. Jackman: None. S. Manderson: None. L. Saldana
Pena: None. J. Barrett: None. R. Luqmani: None.
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Background/Aims
Biologics and methotrexate are high-cost medications delivered to
patients through a pharmacy homecare service prescribed and
dispensed at 8 weekly intervals in our Trust. It is estimated nationally,
£300 million of NHS prescribed medicines are wasted each year. The
aim of this QiP was to investigate the extent and reasons for high-cost
medication waste within the rheumatology department at BTHFT and
to develop a service to overcome these issues thereby improving
medicine optimisation and reducing waste.
Methods
Homecare data were reviewed over 12 months from Jan 2020-21
looking at high-cost medication waste within rheumatology at BTHFT.
Two hundred and sixty-seven rheumatology patients were initiated on
therapy in this period. Forty-four (16%) patients stopped therapy within
a year of initiation. Of the 44 patients, 32 patients stopped within their
first 8-week delivery resulting in £17,362 in wastage of medications.
The data were further analysed to assess reasons for treatment
cessation. Reasons included adverse effects, non-adherence due to
lack of response or patient choice, lack of information and change in
treatment plan by overseeing consultant. To overcome some of these
issues we changed initial prescribing methods and dispensed 4-weeks
supply of medication. We set up a pilot pharmacy telephone clinic
between 9th April and 18th June 2021. Patients were phoned 8-weeks
after nurse counselling when patients should have been 3-weeks into
treatment with their new biologic and provided with further information
and reassurance. Any clinical queries outside the pharmacist’s remit
were directed to the rheumatology team. If patients were continuing
medications, a further appropriate length prescription was dispensed.
Results
Over the 10-week period of the pilot study, 83 new patients started on
therapy, 46 of these were provided with reassurance/support and of
those, 9 held/stopped treatment. Through the pharmacy support line,
£2,612 of medication cost was saved as these patients had received
4-weeks of medication rather than the usual 8-weeks supply. This
translates to approximately £13,500 of medication waste can be saved
a year through reduced initial prescription of biologics together with
implementation of a pharmacy support line through the rheumatology
department alone. Another unexpected benefit of the pharmacy
support line was improved compliance and adherence to treatment
through further counselling and guidance that was delivered to

patients who may have stopped treatment without the additional
support provided by the pharmacist.
Conclusion
The introduction of a pharmacy-led telephone support service together
with a change in prescribing practice can reduce waste, save money,
and improve patient outcomes through medicine optimisation. This
service could be rolled out to other specialties using high-cost
medication with similar intended benefits. Enhancing roles of
pharmacists in this way will help meet increasing demand and improve
services for patient as recommended by the recent rheumatology
GIRFT review.
Disclosure
P. Sidhu: None. K. Nadesalingam: None. G. Quinn: None.
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Background/Aims
Nailfold capillaroscopy has a key role in the assessment of patients
with Raynaud’s phenomenon (RP) providing a window of opportunity
for the early diagnosis of systemic sclerosis (SSc). Anecdotal evidence
indicates that this opportunity is not being fully realised across UK
rheumatology centres. Reasons for apparent discrepancies in use of
capillaroscopy may relate to a lack of expertise, confidence or
equipment. Exploratory work has demonstrated the potential for an
internet-based standardised system for clinical reporting of nailfold
capillaroscopy images to mitigate current inequities in care provision.
The overall aim of this study was to understand current practices in the
diagnosis of SSc in UK rheumatology centres with specific reference
to identifying barriers to the use of nailfold capillaroscopy. A secondary
aim was to understand rheumatologists’ views on a standardised
system to facilitate the timely diagnosis of SSc.
Methods
An online survey comprising closed and free-text questions was
developed using expert (n¼ 7) opinion from clinicians, scientists and
health service researchers. The survey was piloted (n¼5) and sent to
UK-based rheumatologists using established electronic mailing lists
between 2nd October 2020 and 8th March 2021. Respondents were
asked to describe workloads and practices typically seen before the
COVID-19 pandemic. Data were analysed using descriptive statistics
and thematic analysis.
Results
Survey responses were received from 104 rheumatologists represent-
ing centres across the UK. Wide variation in terms of workloads and
practices were described (See Table 1). Only 41% (n¼43) of
respondents reported using nailfold capillaroscopy provided at their
centres. Key barriers were access to equipment and a lack of expertise
in terms of acquiring and analysing images. Respondents indicated
that a centralised internet-based system for storing images and
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sharing diagnoses would provide access to expertise and the
possibility of timely diagnoses.

P117 TABLE 1: Use of nailfold capillaroscopy (NFC) across UK centres

Number
(n¼ 104)

%

Do you use nailfold capillaroscopy at your site?
No 61 59
Yes 43 41
Total 104 100
In what context are nailfold capillaroscopy images taken?
At the general clinic appointment 22 51
At a separate hospital appointment 16 37
Other 1 2
Either general clinic or separate hospital appointment 2 5
Missing/unclear 2 5
Is there a dedicated room where imaging is done?
No 23 54
Yes 18 42
Unclear/missing 2 5
What type of equipment do you use for NFC?
Video microscope 9 21
Stereomicroscope 1 2
USB microscope 12 28
Dermatoscope 13 30
Ophthalmoscope 1 2
Stereomicroscope & dermatoscope 1 2
Don’t know 6 14
Who usually does NFC imaging in your centre?
I do it myself 20 47
Another consultant or SpR 9 21
Nurse/AHP 3 7
Technician/medical physics 6 14
Medical photography 4 9
Clinical scientist 1 2
Who usually interprets the NFC imaging in your centre?
I do it myself 25 58
Another consultant or SpR 8 19
Nurse/AHP 2 5
Technician/medical physics 5 12
other 1 2
Clinical scientist 1 2
Technician & consultant/SpR 1 2
From how many RP patients do you obtain NFC images?
0 3 8
1 to 5 3 8
6 to 10 9 23
11 to 20 6 15
21 to 30 4 10
more than 30 9 23
Not sure 5 13
How many of those patients imaged were diagnosed with SSc?
0 4 10
1 to 5 16 41
6 to 10 8 21
11 to 20 3 8
21 to 30 2 5
more than 30 2 5
Not sure 4 10
How are results of NFC reported to the patients?
Face-to-face at imaging session 11 26
Face-to-face at clinic appointment 14 33
Letter / as part of treatment plan 13 30
No specific nailfold capillaroscopy reporting 2 5
Other 2 5
Letter / face-to-face 1 2
Do you (also) refer patients to other centres for NFC?
No 62 60
Yes 42 40
How many patients per year do you refer to other centres?
1 to 5 26 63
6 to 10 11 27
11 to 20 1 2
21 to 30 2 5
more than 30 1 2

�participants asked to base answers on the situation in 2019 before the COVID-19
pandemic

Conclusion
Substantial variation in approaches to the diagnosis of SSc across the
UK was identified. Potential benefits of a standardised system were
described by respondents including the improved diagnosis and
management of SSc, realising potential patient benefits and reducing
current health inequalities. Survey findings provide evidence to help
develop future studies to develop and evaluate the proposed new
system.
Disclosure
M. Eden: None. S. Wilkinson: None. A. Murray: None. P. Gurunath
Bharathi: None. C. Taylor: None. K. Payne: None. A.L. Herrick:
None.
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Background/Aims
Centralised phlebotomy services have been an integral part of
providing blood monitoring facility for people with chronic diseases
prescribed vital therapies. However, the patient experience is not
always optimal due to the issues of congestion, parking, long waiting
times; this has been accentuated during COVID-19 pandemic with the
need for minimising physical contact. In response to the growing
pressure on phlebotomy service at our institution enhanced by the
COVID-19 pandemic, our rheumatology service implemented a drive-
through phlebotomy clinic to provide the option for patients and
families to stay in their vehicles whilst having venepuncture.
Methods
At our large university teaching hospital, we set up a drive-through
phlebotomy service provided by a senior HCA supervised by the lead
nurse. Patients were identified from the departmental database and
were offered the facility via telephone. Eligibility was assessed using a
standardised proforma focusing on logistics such as ability to drive
and access to a mobile phone. Appointments were scheduled in
advance with patients choosing this care option. All the data was
prospectively collated with patients’ consent and anonymised for
analysis. In addition to demographics, diagnosis and drug record,
duration of visit and patient feedback was collected.
Results
112 patients were offered the service during a 12-week pilot. Mean
age of the participants was 49.5 yrs (19-91) with 73 (65%) women. 74
(65%) were of Caucasian and 28 (25%) of Asian origin. 94 (84%) had
inflammatory arthritides and all were prescribed DMARDs and/or bone
active agents. 69 (61%) had blood samples taken using this service.
Most common reason to decline was an already arranged appointment
with standard phlebotomy (n¼ 14, 12.5%). Six (5%) could not be bled
due to difficult venepuncture. Mean duration of appointment was 12.5
mins (5-60). 68 (60%) provided feedback with 61 (90%) rating 5/5 and
60 (89%) rating it better than standard phlebotomy. All would like to
have the option for future and 67 (98%) were highly likely or likely to
recommend the service to family and relatives.
Conclusion
To our knowledge, this is the first study to demonstrate the utility of
drive-through phlebotomy for people with rheumatic diseases pre-
scribed DMARDs. Excellent feedback of the participants confirms the
need and desire for such innovation in health care. In post COVID-19
services reconfiguration, the availability of drive-through appointments
and the close physical proximity to the clinic made it an appealing
option for a vulnerable group of patients evidenced by their out-
standing experience and feedback. Overall, an HCA-delivered, nurse-
supervised drive-through pathway is highly effective, safe and
provides an innovative solution to strained phlebotomy services.
Disclosure
J. Begum: None. M.K. Nisar: None.
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Background/Aims
Over the last two decades, patient and public involvement (PPI) have
improved the relevance, appropriateness, quality, and acceptability of
rheumatic and musculoskeletal (MSK) research. This has in turn been
successfully curated into widely endorsed evidence-based recom-
mendations and guidelines. However, uptake and applicability of
guideline recommendations is less than optimal, significant variation
exist in care, and health and socio-economic burdens attributed to
MSK continues to rise, suggesting an implementation challenge. We

i78 POSTERS


