
prescribing system. If it is not recorded, then it needs to be highlighted
to the GP practice in discharge letters and clinic letters. We
hypothesise that this incomplete recording is not unique to our trust
but a wider problem which needs to be addressed urgently to avoid
preventable deaths. We propose that organisations ensure information
about medicines prescribed elsewhere is reviewed on the GP clinical
system at least annually, even if there are no changes to the
medication. We as clinicians need to put patient safety first as an
integral part of professionalism.
Disclosure
L. Rajagopala: None. A. Jain: None. S.Z. Chowdhury: None. D.A.E.
Gamage: None. Y.A.A. Ali: None. B. Griffiths: None.

P019 RHEUMATOLOGY REFERRALS TO TERTIARY CARE
HOSPITAL OVER A THREE MONTH PERIOD DURING COVID-
19 PANDEMIC: A QUALITY IMPROVEMENT PROJECT

Behram Khan1, Trixy David, Caroline Clegg and Benjamin Parker
The Kellgren Centre For Rheumatology, Manchester University NHS
Foundation Trust, Manchester, UNITED KINGDOM

Background/Aims
During the COVID-19 pandemic, waiting times for routine new referrals
to our tertiary rheumatology department was >20 weeks. Therefore, a
quality improvement project (QIP) was undertaken to understand the
nature of these referrals and develop an alternative option to
rheumatology review. Our aim was to reduce waiting times and
improve patient experience by better integrating primary, secondary
and therapy services, as well as provide additional triage options.
Methods
We conducted a retrospective analysis of all routine referrals over a 3-
month period (1st April to 30th June 2020). Urgent referrals including
GCA, CTD and EIA were excluded.
Results
A total of 92/143 (64%) patients were referred, a more significant
reduction than normal due to the pandemic. Median age [IQR] was
39.5 [28-66.25] years and most referrals (79%) were from primary care.
Table 1 represents information included in the referrals. Thirty-one
patients had previously undergone a rheumatology review, of which 11
(35%) were seen in our department. Of these, 18/31 (58%) patients
had a diagnosis of Hypermobility Spectrum Disorder (HSD) or
fibromyalgia. The commonest reason for re-referral was worsening of
existing symptoms (n¼ 11, 35%), with no suggestive of an alternative
diagnosis.

P019 TABLE 1 Information included in new routine referrals to rheumatology

Total n¼ 92

Commonest presenting complaints (n, %)
� Polyathralgia 51 (55)
� Connective tissue disease/vasculitis symptoms 13 (14)
� Myalgia 12 (13)
Number of referrals stating joint swelling 4 (4%)
Working diagnosis
� Hypermobility spectrum disorder 26 (28)
� Fibromyalgia 23 (25)
� Connective tissue disease 21 (23)
� Inflammatory arthritis 21 (23)
� Osteoarthritis 1 (1)
Laboratory tests performed (n¼ 62, %)
� Inflammatory markers checked 49 (79)
o Patients with raised inflammatory markers 19 (39)
� Antibodies (RhF, Anti-CCP, ANA/ENA) 36 (58)
o ANA/ENA in conjunction with RhF 25 (69)
o Anti-CCP in conjunction with RhF 5 (14)
Patients with polyathralgia and/or myalgia (n¼ 62, %)
� Inflammatory markers checked 28 (45)
� RhF þ/- Anti-CCP antibody 21 (33)
� ANA/ENA 12 (19)
Imaging (n¼ 13, %)
� X-ray 7 (54)
� MRI 3 (23)
� CT 3 (23)
Treatment documented (n¼ 37, %)
� Paracetamol 9 (24)
� Non-steroidal anti-inflammatory therapies 10 (27)
� Opiates 17 (46)
� Neuropathic agents 11 (30)
� Combination of opiates and neuropathic agents 5 (14)
� Immunosuppression (including steroids) 6 (7)
MDT input (n¼ 20, %)
� Physiotherapy 19 (95)
� Occupational therapy 1 (5)
� Mental health services 1 (5)

Conclusion
Our QIP identified a variation in the quality of referrals and that a high
proportion of referrals concerned HSD and fibromyalgia, with many re-
referred due to exacerbation of their existing disease. Based on this,
we conducted a regional GP trainee educational session and
highlighted: i) key features in investigation and management of
common rheumatological conditions ii) vital information to include in
referrals based on presenting complaint(s) and working diagnosis. We
developed a pathway for patients previously diagnosed with fibro-
myalgia or HSD in our department and re-referred with worsening
symptoms, to be triaged into a newly set up weekly specialist MSK
physiotherapy-led clinic with rheumatology supervision. Future work
will involve re-assessing routine new-referral waiting times and
evaluating pre- and post-physiotherapy intervention MSK and quality
of life scores, with the aim of formulating a business case to conduct
this clinic on a permanent basis. We hope incorporating this pathway
will lead to improved patient outcomes and ease some departmental
management decisions.
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P020 THE IMPACT OF COVID-19: LOCAL OBSERVATIONS
FROM THE NATIONAL EARLY INFLAMMATORY ARTHRITIS
AUDIT

Elizabeth MacPhie, Lesley Ashcroft, Nicola Foreman, Sharon GIlbert,
Sarah Horton, Ayesha Madan, Kirsty Moon, Chandini Rao and
Sarah Fish
Rheumatology Department, Lancashire & South Cumbria NHS
Foundation Trust, Preston, UNITED KINGDOM

Background/Aims
The National Early Inflammatory Arthritis Audit (NEIAA) has provided the
opportunity for rheumatology services to benchmark the care they
provide against NICE quality standards (QS)33. It has proven to be a
powerful lever for improving quality and our department is testimony to
this. Recruitment to all national audits was paused for several months due
to the COVID-19 pandemic. Once pressures had eased we recognised
that NEIAA would help to understand the impact of the pandemic on the
diagnosis and initial management of patients with rheumatoid arthritis.
Our department continued to see all new urgent referrals face-to-face and
were fortunate that the team were not redeployed.
Methods
Data submitted to the NEIAA online tool during year 3 (September
2020-March 2021) were downloaded for analysis. Data from year 2
were downloaded for comparison.
Results
In year 3, 154 patients were recruited to the audit compared to 268 in
year 2. 36 (23%) had rheumatoid arthritis and were included in the
follow-up cohort compared to 73 (27%) in year 2. All patients had a
baseline and a 3-month follow up form completed, however 17
patients in year 3 had a telephone appointment at 3 months and there
was no available DAS28. Patient demographics were similar. The case
mix of patients recruited was also; in year 3, 41% were diagnosed with
autoimmune inflammatory arthritis compared to 47% in year 2 and
42% with a non-inflammatory condition compared to 39% in year 2. In
year 3, 41% of all patients were seen within 3 weeks of being referred
and 58% of patients with RA started DMARD therapy within 6 weeks of
referral. This compared to 54% and 56%, respectively, in year 2. In
year 3, symptom duration prior to referral appeared longer: 31% had
symptoms for less than 3 months, 31% for 3-6 months, 22% for 6-12
months and 16% for more than 12 months compared to 67%, 18%,
12% and 3%, respectively, in year 2. DAS28 at baseline was higher in
year 3 with 47% high, 47% moderate and 6% low disease activity or in
remission compared to 27%, 61% and 12%, respectively, in year 2.
DAS28 at 3-months was also higher in year 3 with 16% high, 37%
moderate and 27% low disease activity or remission compared to 6%,
25% and 69% respectively in year 2.
Conclusion
Despite the impact of the pandemic we have maintained our
performance against QS2 and 3. However, patients seemed to have
longer duration of symptoms prior to referral, higher disease activity at
baseline and at 3 months. We await the 12-month data to determine 1-
year outcomes, including escalation to high cost drug therapies.
Disclosure
E. MacPhie: Other; EM is the secretary of the North West
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Abbvie and Lilly. L. Ashcroft: None. N. Foreman: None. S. GIlbert:
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