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P017 OUT OF OUTLIER STATUS: LOCAL OBSERVATIONS
FROM THE NATIONAL EARLY INFLAMMATORY ARTHRITIS
AUDIT
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Irene Lewis, Ayesha Madan, Chandini Rao and Sarah Fish
Rheumatology Department, Lancashire and South Cumbria NHS
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Background/Aims
The National Early Inflammatory Arthritis Audit (NEIAA) provides a
powerful lever for driving up quality. Rheumatology services bench-
mark care against NICE quality standards (QS) 33. Notifications are
sent out quarterly to Trusts at risk of being an outlier and outliers are
identified in the annual report. After being named as an outlier, this
project describes our journey to improve compliance against QS2
(patients are seen in a rheumatology clinic within 3 weeks of referral
and QS3 (patients with rheumatoid arthritis (RA) are started on
DMARDs within 6 weeks of referral).
Methods
Data submitted to the NEIAA online tool during year one were
downloaded for analysis. Results were presented to the Rheumatology
Multi-Disciplinary Team, the patient pathway was mapped, driver
diagrams were developed by the team and areas for improvement
identified and changes implemented. Data from year two were
downloaded for comparison.
Results
In total 530 patients were recruited to the audit: 262 in year 1 and 268 in
year 2. 77 (29%) in year 1 and 73 (27%) in year 2 had confirmed RA and
were included in this analysis. All patients had a baseline form
completed, and 61 (86%) and 56 (77%) had a 3-month follow-up form
completed for year 1 and 2, respectively. The demographics were very
similar for years 1 and 2. In year 1, 10% of all patients were seen within 3
weeks of being referred and 7% in the RA cohort started DMARD
therapy within 6 weeks of referral. This compared to 54% and 56%,
respectively, in year 2. Changes implemented relating to QS2 included
referral guidelines for primary care, prompts when requesting rheuma-
toid factor and CCP antibodies and changes to the wording of antibody
reports, increased triage capacity, simplifying the booking process and
increased new appointment capacity (additional consultant, upskilling
extended scope practitioner). QS3 changes implemented included
increasing drug education and monitoring clinic capacity and improved
sign-posting to National Rheumatoid Arthritis Society. Initial combination
therapy was more prevalent in sero-positive patients and those with a
high DAS28 during both years. In year 1, disease activity at baseline vs. 3
months was: remission/low disease activity in 8% vs. 54%, moderate in
45% vs. 39% and high in 47% vs. 7%. In year 2, rates at baseline vs. 3
months were: remission/low disease activity 12% vs. 69%, moderate in
60% vs. 25% and high in 28% vs. 6%.
Conclusion
Significant changes have been made which have resulted in an
improvement in performance against QS2 and 3. Disease activity at
baseline was lower, potentially as a result of seeing patients sooner and
this has resulted in better outcomes for patients at 3 months. Ongoing
data collection will allow the team to determine outcomes at 12 months.
Disclosure
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P018 MULTI-DISCIPLINARY TEAM MANAGEMENT OF
HAEMOPHAGOCYTIC LYMPHOHISTIOCYTOSIS: IMPROVING
PATIENT OUTCOMES IN A CENTRAL LONDON TEACHING
HOSPITAL

Dalia R. Ludwig1, Jessica Manson1, Alexis Jones1,
Strachan Mackenzie2 and Naina Mccann3

1Rheumatology, University College London Hospital, London, UNITED
KINGDOM, 2Haematology, UCL Great Ormond Street Institute of
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University College London Hospital, London, UNITED KINGDOM

Background/Aims
Haemophagocytic lymphohistiocytosis (HLH) is a syndrome charac-
terised by the presence of severe uncontrolled systemic inflammation

due the overproduction of inflammatory cytokines and macrophage
activation. The majority of adult patients have secondary HLH,
triggered by either infection, haematological malignancy or rheumatic
disease. Early recognition and initiation of definitive treatment is of vital
importance as HLH leads to multi-organ failure and death if left
untreated, with mortality of up to 80% in some cohorts.
Methods
Under-recognition of the disease and vast differences in the manage-
ment of patients with HLH between specialities have been common
problems. To address this, a Rheumatology-led HLH multi-disciplinary
team (MDT) meeting was established at University College London
Hospital (UCLH) in 2018. The MDT includes physicians from
Rheumatology, Infectious Disease, Haematology, Intensive Care,
Nephrology and Neurology and feeds into the national HLH group
HASC - HLH Across Specialty Collaboration. The MDT is now held
bimonthly, discussing between 2 and 4 cases each meeting. The MDT
functions as a decision-making tool, while providing consensus on
patient management, including collaboration on how to access urgent
HLH-directed treatments such as Anakinra for secondary care centres
without access. It also serves as a unique learning opportunity for
trainees from different disciplines.
Results
Since the introduction of the MDT the number of patients diagnosed
with HLH at ULCH has increased from an average of 6 per year in
2014-2016 to 12 per year in 2018-2020. In the last two years we have
seen improved survival from years 2017/18 to 2019/20 (Table 1);
survival was approximately 30% in 2017 and 75% in 2019.

P018 TABLE 1: Outcomes of patients diagnosed with HLH (using ICD codes D761
and D762) at University College London Hospital since 2005.

YEAR ALIVE DECEASED

2005 1 1
2006 0 1
2010 2 1
2011 1 1
2012 2 0
2013 3 4
2014 4 2
2015 2 5
2016 4 1
2017 3 7
2018 3 9
2019 9 3
2020 9 5

Conclusion
We believe that the HLH MDT has directly contributed to these
improvements by encouraging earlier recognition and subspeciality
collaboration. We encourage other sites to adopt a multi-disciplinary
approach to managing patients with HLH to promote awareness of the
condition and improve patient outcomes.
Disclosure
D.R. Ludwig: None. J. Manson: None. A. Jones: None. S.
Mackenzie: None. N. Mccann: None.

P019 AUDIT OF PROSTANOID USE IN SEVERE RAYNAUD’S
AND ADHERENCE TO TREATMENT OF DIGITAL ULCERS IN
PATIENTS WITH SSC NHSE PATHWAY: COMMISSIONING
POLICY COST ANALYSIS AND ALTERNATIVE THERAPEUTIC
PATHWAY PROPOSED

Adam Young, Bridget Griffiths and Josephine Vila
Freeman Hospital, Rheumatology, Newcastle upon Tyne, UNITED
KINGDOM

Background/Aims
Severe Raynaud’s phenomenon (RP) can lead to digital ulcers (DU),
ischaemia, infection and gangrene. In 2015, NHS England pub-
lished a commissioning policy enabling the use of bosentan for
digital ulceration in SSc in patients refractory to intravenous 6-8
weekly prostanoid in combination with sildenafil following standard
therapy (including calcium channel blockers (CCB), ACE inhibitors,
losartan and fluoxetine). Bosentan is licensed to prevent new
DUs in SSc. Specialist MDT ratification and Blueteq registration is
required. RCTs showed bosentan reduced the formation of new
DU by 30-50% in at risk individuals. It is a well-tolerated drug. It is
now off-patent so its cost has reduced from £22,000 to £650 per
year.
Aim
To audit current departmental practice in patients receiving prostanoid
(epoprostenol) for severe RP from any cause and check adherence to
the patient pathway for treatment escalation prior to prostanoid
therapy. To determine approximate costs of alternative therapeutic
approaches.
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Methods
We retrospectively audited patients attending our day unit for
epoprostenol infusions over a 12-month period between 2018 and
2019. Using our centre’s admissions database and electronic patient
records, we identified which oral medications patients were currently
co-prescribed or had previously trialled. Using pharmacy data and
tariff costings, we calculated the cost of epoprostenol infusions and
oral medications with blood monitoring.
Results
Between 2018 and 2019, 73 patients attended for epoprostenol
infusions: 31 SSc, 25 RP, 17 other diagnoses (mixed/undifferentiated
CTD, SLE, vasculitis). The mean number of epoprostenol infusions per
patient per year was 5.92 days (range 1-25). The percentage of
patients who had first been trialled on the following medications
include: CCB 77.4%, ACEi/ARB 41.1%, fluoxetine 9.59%, sildenafil
87.1% and tadalafil 25.8%. In the SSc group 22.6% had also trialled
bosentan. Only 2 SSc patients (6.45%) had trialled all of the drugs on
the pathway prior to prostanoid reflecting the relative lack of efficacy of
some first line therapies. The departmental tariff per prostanoid
infusion is £450, resulting in an estimated average annual cost of
£2700 per patient. The annual cost of supplying bosentan 125mg twice
daily plus blood monitoring for the first year is approximately £1350.
Conclusion
Epoprostenol is used in our unit for patients with severe RP from a
range of conditions. Sildenafil and CCB have been trialled in the
majority of our patients prior to escalation. Only a minority of patients
have received bosentan according to current guidelines and licensing.
Given the reduction in cost, combined with the importance of avoiding
hospital admissions with COVID-19, we would suggest that bosentan
could be used earlier in the treatment pathway for a broader range of
indications. NHSE is revising the SSc commissioning policy.
Disclosure
A. Young: None. B. Griffiths: None. J. Vila: None.

P020 A NEW COMPLEX MUSCULOSKELETAL CLINIC
COMBINING RHEUMATOLOGY AND SPORT AND EXERCISE
MEDICINE SERVICES

Joshua A. Navarajasegaran1, Jill Betts1, James Baldock1,
Anushka Soni2 and Ralph Smith1

1Department of Sport and Exercise Medicine, Oxford University
Hospitals NHS Foundation Trust, Oxford, UNITED KINGDOM,
2Department of Rheumatology, Oxford University Hospitals NHS
Foundation Trust, Oxford, UNITED KINGDOM

Background/Aims
Sport and Exercise Medicine (SEM) can play a key role to help manage
the increasing demands on NHS Rheumatology and Musculoskeletal
services. The ‘Complex MSK clinic’ has been developed as a
combined consultant-led service staffed by Rheumatologists and
Sport and Exercise Medicine (SEM) physicians at the Oxford University
Hospitals. Patients referred from primary care to the rheumatology
services were allocated to this clinic via an internal triage process. The
aim of this project was to identify the spectrum of diagnoses and the
epidemiological characteristics of patients seen in the clinic to help
develop patient pathways, optimise patient care, and to showcase this
collaborative approach
Methods
A retrospective analysis of the electronic patient record (EPR) of 194
consecutive patients attending the Complex MSK Clinic between 1
October and 30 November 2019 was performed. Patient age, reason
for referral, length of time to appointment, prior investigations and
treatment were all recorded, as were the primary/secondary diagnoses
made, investigations requested, treatment provided and follow up
arrangements. 16 patients had missing data or did not attend their
appointment, leaving 178 patients that were included in the analysis.
Results
Mean age at appointment was 49 (range 17-90). 86.5% of all referrals
were made by Oxfordshire GPs , with the main reason for referral being
diagnostic uncertainty (78%). Almost 1 in 4 patients were given a
primary diagnosis of osteoarthritis (23.6%), of which 64.3% involved
the hands. Other prominent diagnoses included chronic pain syn-
drome/fibromyalgia (20.2%), mechanical pain (15.7%), and inflamma-
tory arthritis or spondyloarthritis (14.0%). The most common further
management was referral to physiotherapy services (46.1%), with
23.6% of patients offered additional medication and 11.2% a
therapeutic injection. 104 (58%) patients were discharged after their

first appointment, with 52 (29%) followed up in the complex MSK
service and only 22 (12%) referred to another specialist clinic.
Conclusion
This report illustrates the spectrum of diagnoses seen within this
unique service, highlighting a role for both Rheumatology and SEM
within the same clinic. The low onward referral rate demonstrates
appropriate triage and an efficient approach that is appropriate for this
cohort of patients. It could reduce overall costs and patient journeys.
Further work is required to streamline patient pathways, evaluate
patient satisfaction and to determine whether the clinic is cost-
effective and improves patient pathways.
Disclosure
J.A. Navarajasegaran: None. J. Betts: None. J. Baldock: None. A.
Soni: None. R. Smith: None.

P021 RHEUMATOLOGY SHIELDED PATIENTS,
HOSPITALISED COVID-19 AND OUTCOMES IN ESSEX: AN
AUDIT ACROSS MID AND SOUTH ESSEX AND BARKING,
HAVERING AND REDBRIDGE HOSPITALS NHS TRUSTS
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Background/Aims
Shielding measures were implemented within the United Kingdom in
an attempt to slow the rate of COVID-19 infections, with shielding
letters being sent to extremely vulnerable patients. This included
rheumatology patients on immunosuppressive therapies sufficient to
increase their risk of infection.

P021 TABLE 1: COVID-19 Rheumatology admissions in MSE and BHR Trusts

Basi-
ldon

South-
end

Mid-
Essex

BHR Total

Number of Rheumatology
shielding letters sent

1000 2740 1174 962 5876

Total number of COVID-19
admissions

769 501 737 1688 3695

Shielded Rheumatology patients
admitted with COVID-19

9 9 5 5 28

Deaths 3 3 1 3 10
Mean age 67.3 75.6 73.4 69.0 71.3
Gender Male 3 5 2 1 11

Female 6 4 3 4 17
Rheumatological

diagnosis
Rheumatoid arthritis 3 5 4 2 14

Sjogren’s 1 0 0 0 1
Vasculitis 1 3 0 0 4
PMR 0 1 0 1 2
Reactive arthritis 0 0 0 1 1
Psoriatic arthritis 2 0 1 0 3
SLE 0 0 0 1 1
Systemic sclerosis 1 0 0 0 1
Dermatomyositis 1 0 0 0 1

Co-morbidities Hypertension 0 1 0 1 2
Atrial fibrillation 0 1 0 1 2
Stroke/TIA 0 1 0 0 1
Ischaemic heart disease 2 1 0 0 3
Interstitial lung disease 4 0 0 0 4
Diabetes 0 2 1 0 3
Dementia 0 1 0 0 1
CKD 2 1 1 1 5
COPD 2 2 0 0 4
Cancer 1 2 0 0 3
Osteoarthritis 2 0 0 1 3
Ulcerative colitis 0 1 0 0 1
HIV 0 0 0 1 1

Treatment Prednisolone 3 3 0 3 9
Methotrexate 5 3 5 2 15
Hydroxychloroquine 3 0 0 2 5
Adalimumab 1 0 1 0 2
Rituximab 0 0 1 2 3
Sulfasalazine 3 0 1 1 5
Leflunomide 1 0 0 1 2
Azathioprine 0 1 0 0 1
Baricitinib 0 0 1 0 1

Table shows number of shielding letters and total COVID-19 admissions within the
2 Trusts, as well as the demographics, rheumatological diagnoses, co-morbidities
and treatment of the shielded Rheumatology patients who were admitted with
COVID-19.
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