
(10/79) describing a classic triphasic colour change. Examination
findings were documented for 55.7% (44/79) of patients and 27.9%
(22/79) received an autoantibody screen. 26.6% (21/79) of patients
were referred to secondary care, with 42.9% (9/21) of these referrals
specifying an intention to rule out Secondary RP. Documentation
available regarding patient management indicated that conservative
advice was provided to 62.5% (40/64) of patients, the most common
being a patient information sheet (26/64). Medical management was
offered to 39.1% (25/64) of patients but was declined by 24.0% (6/25)
of those to whom it was offered, with most (16/19) patients who were
commenced on medical therapy discontinuing by the time of audit. In
secondary care, 81.0% (17/21) of referred patients had further
investigations, 57.1% (12/21) received reassurance before or after
the investigations and conservative advice was the most common
management.
Conclusion
This study suggests that GPs play a major role in the assessment and
management of patients with RP; 73.4% (58/79) of patients were not
referred to secondary care. Of those that were referred, the majority
were due to worsening or severe symptoms, or suspected secondary
RP, in line with the CKS guidance. Most patients present with 2 or
more of the symptoms described in the NICE CKS guidance and the
use of examination and screening blood tests in primary care appears
to be the mainstay of assessment. In accordance with the CKS
guidance, most patients are provided with information and lifestyle
advice. High rates of medical therapy discontinuation suggest that
assessment of severity of symptoms and improved patient education
of medication side effects may play a role in determining the most
appropriate candidates for medical therapy.
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P013 DRIVING IMPROVEMENT THROUGH AUDIT: IMPACT
OF 2017 REGIONAL AUDIT AND SURVEY UPON GIANT CELL
ARTERITIS SERVICES IN 2020
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Background/Aims
In 2017 an audit and survey of giant-cell arteritis (GCA) services were
conducted across northwest England (reported previously). This re-
survey in 2020, following publication of revised BSR guidance, sought
to identify what changes were made in the intervening period, and
provided the opportunity to assess the impact of COVID-19.
Methods
Rheumatologists from 16 hospitals in northwest England were invited
to complete a survey in July 2020. Questions focused on service
provision for GCA, including pathways, diagnostics and steroid
prescription.
Results
Responses were received from 14/16 sites in 2017, and 15/16 in 2020.
9/15 (60%) sites reported that the 2017 audit and survey prompted

changes to GCA services, with two (13%) stating that it clarified the
need for implementation of existing plans. Two sites had a GCA
pathway in 2017. Four of the seven sites who committed to introducing
one have now done so, bringing the total in 2020 to six. Eight of the
nine remaining sites plan to implement one, six with a specific date
within six months. Six (40%) have completed additional local audit/QI
since 2017. Temporal artery (TA) ultrasound (US) is now available in an
additional four sites, bringing the total to 6/15 (40%) in 2020. Two sites
reported improvement in both time between first rheumatology
consultation and TA biopsy, and time to receive results (now <7
days for each task in 6/15 (40%)). Six additional sites reported
providing leaflets on steroids routinely, bringing the total in 2020 to 12/
15 (80%), versus 6/14 (43%) previously. Four sites (27%) now have a
database of GCA patients (one in 2017). There was no major change in
sites having a standard protocol for steroid taper (n¼8 2017; n¼7
2020, 89% and 100% of whom respectively use BSR guidance), nor in
the number of patients routinely provided steroid cards (six in 2017;
five in 2020). The three sites who do not report giving leaflets on
steroids routinely, all had a pathway. 8/15 (53%) reported COVID-19
having an adverse effect upon services, including: reduced access to
diagnostics (n¼7: TA US, biopsy, and PET-CT); delayed appointments
(n¼ 4); delayed referrals (n¼3). The tertiary referral centre reported an
improvement because access to tocilizumab was facilitated by a
relaxation of rules by NHS England.
Conclusion
The original audit and survey of current GCA practice in 2017
highlighted areas for improvement for each site, and regionally. Sites
contributing to this re-survey report that the exercise stimulated them
to improve their current care. The 2017 exercise showed a strong
correlation between reported practice (survey) and actual practice
(audit), leading us to have confidence that responses provided a true
picture of care. This work demonstrates the power of audit to drive
improvement, at a regional level.
Disclosure
C.A. Sharp: None. J. Little: None. A. Shahbaz: None. E.F. Wood:
None. S. Wig: None. P. Watson: None. S. Varughese: None. L. Teh:
None. P. Shah: None. C. Saleh: None. L. Ottewell: None. L. Newton:
None. S.R. Moore: None. E. McCarthy: Consultancies; E.M. has
received consultancy fees from Chugai. E. MacPhie: None. K.
Lazarewicz: None. J. Brockbank: None. J. Bluett: None. L.
Mercer: None.

P014 AN AUDIT OF BONE HEALTH ASSESSMENT IN
PATIENTS ADMITTED TO HOSPITAL WITH A FRACTURE
FOLLOWING A FALL
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Background/Aims
Over three million people in the UK have osteoporosis; and are at a
substantially increased risk of fragility fractures. There are approxi-
mately 536,000 new fragility fractures each year in the UK, with
substantial associated morbidity and health service burden.
Preventing fragility fractures is thus clinically and economically
important and will result in substantial savings for health and social
care. The aim of this audit was to assess and improve falls and bone
health assessments in a high-risk patient group at a central London
hospital.
Methods
Data was collected over a 2-month period (02/05/2019-28/06/2019) of
consecutive patients over the age of 50 admitted to hospital following
a fall and fracture. We used the 2017 National Osteoporosis Guidelines
Group, NICE clinical guideline on falls in older people (CG161) and the
local hospital osteoporosis screening policy as the audit standards.
Patient notes were reviewed to assess for evidence of bone health
assessment and key falls assessment domains having taken place.
Results
43 patients were included; 8 of which had a neck of femur fracture
(NOF). Table 1 demonstrates the different components that we
included in the falls assessment. Only 5 (12%) of all of the patients
had a full falls assessment recorded. In all domains, patients with a
NOF were more likely to have a more complete falls assessment than
patients with other fractures, especially fundamental components
such as osteoporosis risk assessment.
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