
had BASMI measurements recorded within one year. (84% within two
years). Accounting for two patients not attending appointments, the
adjusted results for the dedicated clinic would be 78.3% within one
year and 87.5% within two years. 31 patients in the general clinic were
taking biologics and seven of these were seen by physiotherapy within
one year. 19 patients in the dedicated clinic were on biologics and 11
of these were reviewed by physiotherapy within one year.
Conclusion: The rate of physiotherapy referral and frequency of
BASMI measurements was far lower in the general rheumatology clinic
compared to the dedicated AS clinic. Despite this difference, there
remains room for improvement in the dedicated clinic as well.
Biologics did not appear to be a confounding factor as a high
proportion of patients in the dedicated clinic were currently using
biologics and still required active physiotherapy input. Considerations
are being made to expand the MDT model in the general clinic and
address the shortcomings in the dedicated clinic.
Disclosures: The authors have declared no conflicts of interest.

E31 A NOVEL PATHWAY FOR THE MANAGEMENT OF
PATIENTS REFERRED WITH SUSPECTED GIANT CELL
ARTERITIS

Rudrik N. U. Thakkar1, Tazeen Ahmed2 and Arani Nitkunan3

1Medical Student, St George’s University of London, London,
UNITED KINGDOM, 2Rheumatology, Croydon University Hospital,
London, UNITED KINGDOM, and 3Neurology, Croydon University
Hospital, London, UNITED KINGDOM

Background: Giant cell arteritis (GCA) is a systemic vasculitis which
can cause blindness if not diagnosed and treated urgently. Current
diagnostic pathways focus on rheumatology to assess these patients.
Here we show the impact of a collaborative pathway between
neurology, acute medicine, vascular surgery and rheumatology to
assess and treat patients suspected of having GCA. The management
and the service was benchmarked against the British Society of
Rheumatology guidelines. Aim of this audit is to assess the impact of a
new GCA pathway at Croydon University Hospital on the diagnosis
and management of patients referred for suspected GCA.
Methods: A retrospective review of electronic patient records was
carried out for patients who presented to the hospital with clinically
suspected GCA in a three month period (1/11/15-31/1/16) before
implementation of the new pathway (cycle 1) and in a three month
period (1/1/17-31/3/2017) after pathway implementation (cycle 2).
Data was collected on admission and discharge dates, demographics,
inflammatory markers, symptoms and the final diagnosis. In addition,
data was collected on neurology and ophthalmology involvement,
medications including steroid dose, availability and quality of the
biopsy and histopathology report. Patients who were previously
diagnosed with GCA were excluded from this study.
Results: There were 12 patients in cycle 1 and six in cycle 2. For cycle
1 and 2, the results respectively were: mean age 61 and 67; a female
predominance of 83.3% and 66.7%; final diagnosis of GCA in 16.7%
and 50%; average time taken for biopsy since initiation of steroids
decreased from 6.4 to 4.5 days; percentage of biopsies carried out
within a week of initiation of steroids improved from 66.6% to 100%;
time taken for biopsy from referral to surgeon improved from 6.4 to 3
days; average length of the biopsy improved from 9 mm to 14 mm;
percentage of biopsies greater than 10 mm in length improved from
11.1% to 100% of biopsies. No patients were discussed with
neurology in cycle 1 versus 50% in cycle 2.
Conclusion: As a rare disease, this audit has a small sample size. Yet
we feel that this novel collaborative pathway has demonstrated a
positive impact on the service provided to patients who present with
suspected GCA. This new pathway has reduced the number of patients
being put on high dose steroids unnecessarily for presumed GCA,
increased the yield of true GCA from those referred and increased the
local awareness of this rare but significant disease. The pathway has
also highlighted how multi-disciplinary involvement (including neurology)
is key in ensuring that the GCA mimics (half of the patients who had a
biopsy) are adequately diagnosed and managed.
Disclosures: The authors have declared no conflicts of interest.

E32 DRUG SAFETY KNOWLEDGE OF PATIENTS RECEIVING
CYCLOPHOSPHAMIDE TREATMENT ON THE
RHEUMATOLOGY DAY CARE UNIT: AN AUDIT

Grant S. Nolan1 and Josephine Villa1

1Department of Rheumatology, Newcastle upon Tyne NHS
Foundation Trust, Newcastle upon Tyne, UNITED KINGDOM

Background: Cyclophosphamide is a chemotherapy agent which has
immunosuppressant properties and is used to treat a number of auto

inflammatory diseases including interstitial lung disease, vasculitis and
systemic lupus erythematosus (SLE). Pulsed intravenous cyclopho-
sphamide infusions are generally delivered in a day case setting. There
are a number of common mild, and less frequent severe, side effects
which patients should be made aware of prior to treatment to allow
appropriate counselling and avoid unnecessary risks. In our specialist
unit, patients receive counselling by a consultant and are given a
patient information leaflet prior to commencing cyclophosphamide
treatment. Further counselling is given on the day of the first pulse by a
specialist nurse and a formal consent form is signed. Little is known
about the effectiveness of the current counselling schedule and the
subsequent retention of the information provided. We sought to assess
the knowledge of patients receiving cyclophosphamide.
Methods: Over a three week period, 34 patients at a range of different
stages of treatment, filled in a questionnaire assessing their knowledge
of the treatment, the risk of infection and other potential side effects.
The questionnaire was based on the written information sheet.
Results: All patients recalled being counselled prior to their treatment
(100%) and 91% knew who to contact if they had problems with their
treatment. However, knowledge of the infection risk was below our
standard with only 71% aware they should avoid people with chicken
pox and only 50% aware that they would not receive their cyclopho-
sphamide while on antibiotics. 65% knew to seek medical attention if
they became pyrexial. Only 21% new they needed their bloods taken
up to 5 days before the cyclophosphamide.
Conclusion: There are concerning gaps in knowledge of patients
interviewed, particularly relating to infection risk of cyclophosphamide
and generally the retention of information was poor, best viewed as 50-
30% unsure of core safety knowledge. This could result in the potential
for adverse outcomes, for example, patients with active infection
delaying seeking medical attention or inappropriately attending the
DCU for further immunosuppressive treatment. We are trailing new
methods of reinforcing the information giving e.g. credit cards with
information summarised on it, reinforcement at each treatment visit
from medical and nursing staff. We will re-audit the effectiveness of
these interventions in the future.
Disclosures: The authors have declared no conflicts of interest.

E33 AN EXPERIENCE OF TIGHT CONTROL IN PSORIATIC
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Adrian Pendleton1 and Michelle Mchenry1
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UNITED KINGDOM, and 2Rheumatology Belfast Trust, Royal Victoria
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Background: TICORA was the first study to demonstrate tight control
in rheumatoid arthritis led to better clinical and radiographic outcomes
compared to routine care. The first evaluation of tight control concepts
in PSA was with the TICOPA study in 2015. Treatment naive early
disease patients were randomised to receive either tight control
management or standard care. The tight control group were reviewed
four-weekly and had their treatment escalated if the MDA criteria was
not met as per their protocol. The standard care group were seen for a
12 weekly review and treatment modified by consultant preference. At
48 weeks the study showed that patients in the tight control arm were
more likely to achieve ACR20, 50 and 70 with no difference in adverse
events. After the TICOPA paper patients were referred for tight control
of their PSA within the Belfast Trust. The aim was to commence
patients on DMARDs with a new diagnosis of PSA with review every 4
weeks with both the nurse specialist and medical team. Nurse
specialist performed baseline joint and skin scores and treatment is
escalated as per the TICOPA paper.
Methods: We reviewed the notes of the patients referred to the tight
control strategy since 2014 within the Belfast Trust. We wanted those
who had been enrolled for at least 48 weeks to compare outcomes
with the TICOPA paper.
Results: 20 patients who had 48 weeks of data available. There was
12 males and eight females who were all diagnosed with PSA by a
consultant rheumatologist. All patients were DMARD naı̈ve. All patients
in first 3 months were seen every four weeks and then all patients at six
months were seen at least every six weeks for review. In 5/20 cases
sulfasalazine was used as first line DMARD therapy and no patients
got to MDA whilst on sulfasalazine monotherapy. Of those on
methotrexate, MDA was achieved in 7/15 cases at three months.
Three patients were escalated to biologics at six months. Overall at 48
weeks ten patients were escalated to biologic therapy. At 48 weeks
ACR 20 was seen 70% (14/20), ACR 50 in 55% (11/20) and ACR 70 in
15% (3/20) of patients with similar outcomes to the TICOPA paper.
Conclusion: Tight control in clinical practice will yield results but is
time consuming. Benefits include regular review to get on top of
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disease, patients feeling like they are not lost to system and a
treatment target. The focus should be on achieving MDA on 2
occasions by escalating treatment to control disease and thinking
about Biologic therapy early. If MDA is achieved then review can be
stretched out after 24 weeks. Target of treatment must obviously
include patient’s goals.
Disclosures: The authors have declared no conflicts of interest.

E34 IS THE DOSE BANDING OF INFLIXIMAB COST
EFFECTIVE? A REAL WORLD STUDY

Muhammad K. Nisar1

1Rheumatology, Luton & Dunstable University Hospital, Luton,
UNITED KINGDOM

Background: NICE recommends the use of infliximab in several
autoimmune diseases including inflammatory arthritis. The dose
administered is based on the patient’s body weight (3-5mg/kg) and
requires the use of multiple 100mg vials to reconstitute the
individualised dose. As the product is expensive, there is a significant
cost associated with unused and wasted infliximab in any part-used
vials. Dose banding is one solution so that patients receive a pre-
prepared dose produced in advance in batches where wastage from
part vials is minimised. There is some encouraging data that
reconstituted infliximab is stable for long enough to allow batch
production of pre-prepared doses. The theoretical risk of course is
over or under treatment while respectively rounding up or down the
administered dose. We undertook a retrospective analysis of our
experience of dose banding in rheumatology unit.
Methods: All patients prescribed infliximab for rheumatic indication at
our centre were included.
Results: 10 patients prescribed infliximab biosimilar and two bio-
originator were identified. Three had no change in dose as a result of
implementing dose banding program. Three had dose increased by 3-
5%. Remaining six had dose reduced by range of 4-6%. Their disease
scores before and after dose banding remained largely unchanged
(Table 1). This equated to £1,184.58 annual savings.
Conclusion: Our data confirms the utility of dose banding program for
infliximab in rheumatology practice with no concerns about efficacy or
safety of the initiative. There are potential opportunities to achieve
considerable reductions in medicines discarded and improving
finances by adopting dose banding for infliximab. It also helped curb
over £10,000 expense to our Trust in infliximab waste cost alone.
There are some important caveats to consider as well. True savings
will depend on list price of each product and varies with originator
versus biosimilar. The variance increases as the width of the dose
bands increases i.e. the variance is greater at lower body weights.
Consequently, depending on patient population both clinical and cost
considerations could alter. Finally, assurance of the product integrity
and stability is reliant on efficient pharmacy processes necessary to
accommodate the use of new formulations for dose banding.
Disclosures: The author has declared no conflicts of interest.

E35 IS PRE-METHOTREXATE FOLATE MEASUREMENT
HELPFUL IN PREDICTING METHOTREXATE SIDE EFFECTS
AND METHOTREXATE SURVIVAL?

Sharmaine Yen Ling Quake1 and Martin Lee2

1Medical School, Newcastle University Medicine Malaysia, Iskandar
Puteri, Johor, MALAYSIA, and 2Rheumatology, Freeman Hospital,
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Background: Methotrexate, a folate antagonist, is the most com-
monly prescribed disease-modifying anti-rheumatic drug. Although
effective, its use is associated with a number of side-effects and
therefore folate supplementation is routinely provided with methotrex-
ate to minimise some of these. A recent study has suggested that
folate levels may be useful in predicting response to methotrexate,
however there is limited information on whether folate levels may
predict methotrexate side-effects. We therefore aimed to identify any
potential correlation between serum folate levels before therapy and
the development of methotrexate side-effects, as well as drug survival
at six months.
Methods: Data on new patients attending the early arthritis clinic at
Freeman Hospital, Newcastle upon Tyne, between August 2016 and
February 2017 were retrospectively reviewed. 39 patients newly
commenced on methotrexate for a variety of inflammatory arthritides
were included. Serum folate levels were measured at baseline. Six
months after commencing therapy, information on methotrexate side-
effects and methotrexate survival was obtained from patients’ clinic
notes.
Results: Six months after starting methotrexate, 71% of patients did
not report any methotrexate related side-effects and 84% were still
taking methotrexate. Reasons cited for discontinuation were intoler-
able adverse effects, disease being in remission, and pregnancy.
Based on baseline folate levels, the percentages of patients with low,
normal and high levels who developed side-effects were 18.2%, 36%
and 0% respectively. Among those who discontinued methotrexate,
three out of six had normal baseline of serum folate, two had low levels
and one had high levels. A similar proportion of baseline serum folate
levels were observed in those still receiving methotrexate. Statistical
analysis could not be performed due to low numbers of patients who
developed side-effects or discontinued methotrexate.
Conclusion: Our observations do not reveal any trend between folate
status and methotrexate survival at six months or the development of
side-effects. Routine measurement of serum folate before commen-
cing methotrexate therapy is therefore not deemed necessary. In this
study, the observed rates of methotrexate side-effects and metho-
trexate discontinuation were low.
Disclosures: The authors have declared no conflicts of interest.

E36 TIMELY RECOGNITION AND MANAGEMENT OF THE
HOT JOINT IN PATIENTS ON BIOLOGIC THERAPY

Medha Kanitkar1, Sriaswini Manjunathan2 and Denise De Lord1
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Trust, QEQM Hospital, Margate, UNITED KINGDOM, and
2Information Manager, Medical Education directorate, East Kent
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KINGDOM

Background: Septic arthritis is a medical emergency. Recognition of
septic arthritis in a patient on a biologic drug can be difficult as
presentation is often atypical. Acute rheumatological presentations
such as the hot joint are commonly encountered on the acute medical
take, but junior trainees may not feel fully confident in managing them.
Following a clinical incident of delay of diagnosis of septic arthritis in a
patient on etanercept, a trust hot joint biologics pathway was
developed. A survey of medical trainees was conducted to assess
their level of confidence in managing this presentation and educational
tools were created to improve this. There is an existing emergency
handbook available on the Trust’s intranet with resources to aid
managing patients presenting with medical emergencies to the AþE
department. Ultimately, we hope to improve the management of
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