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125. AUDIT ON GOUT MANAGEMENT: ADHERING TO THE
BSR GUIDELINES

Nirupam Purkayastha1, Nada Hassan1, Anurag Bharadwaj1,
Nagui Gendi1 and Anupama Nandagudi1
1Department of Rheumatology, Basildon Hospital, Basildon, UK

Background: Gout is one of the few curable conditions in rheumatol-
ogy. It is also one of the most frequently presenting conditions, both in
and outpatient settings, yet management of this disease is still
overlooked and inadequate.
Methods: We retrospectively selected 50 random patients that were
registered to the rheumatology department at Basildon Hospital, with a
diagnosis of gout in the last 3 years. We then compared our
management against the British Society of Rheumatology (BSR)
2007 guidelines.
Results: Our cohort consisted of predominantly males (82%) with the
most prevalent age group being 51–75 years (70%). The most
common diagnosis was by clinical means (66%), although despite
the majority of patients having aspirations, only 6% patients’ aspirate
was positive for urate crystals. Furthermore, only 20% (10) of patients
had tophi. For an acute attack, most of the patients received steroids
(67%), however, in about 32% (10), colchicine was prescribed; this
was mainly in the inpatient setting. The majority of the initial urate
lowering agent (ULA) was commenced after two or more attacks
(89.5%). However, in a few circumstances where patients had existing
chronic kidney disease (CKD) or tophi, treatment was initiated after a
single attack (4%). The general consensus between the consultants
was to start allopurinol 100 mg following 2 weeks of a gouty attack
(78.3%). Ninety per cent were given prophylaxis with either NSAIDs or
colchicine, but only 50% stated the course duration at the initial visit.
For those patients that received prophylaxis and were compliant, only
4.4% had a flare of their gout, whilst 60% (3/5) of patients not on
prophylaxis encountered an attack. Post ULA treatment, only 22%
achieved their respective target of <300 mmol/l. On review of the target
levels by EULAR guidelines, the majority of patients (60%) achieved
the target urate level of 360 mmol/l, with a few also being discharged
from the clinic. It was also found that the consultants would discharge
patients once target urate levels were achieved, with the exception of
tophaceous gout or those with co-morbidities.
Conclusion: We are able to demonstrate that ULA can prove to have
its benefits, not only when commenced after 2 weeks of an attack, but
also when given after 24 hours following resolution of an attack under
special circumstances such as CKD or those with tophi. Furthermore,
we have shown that adjusting the urate target level to that of EULAR,
allows the following: a more realistic target to be achieved; a reduced
number of flares and respectable control of the disease. Finally, the
fundamental finding is that ULA in combination with prophylaxis
(usually colchicine) is the most important treatment for reducing the
number of gout flares, although seldom incorporated.
Disclosure statement: The authors have declared no conflicts of
interest.

126. RISK OF STEROID-INDUCED OR WORSENED
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Background: Steroids are commonly used for the management of
rheumatological conditions and may induce, unmask or worsen
diabetes through mechanisms of increased gluconeogenesis and
decreased muscle glucose uptake. Steroid-induced/-worsened dia-
betes is a commonly under-detected problem because of the use of
fasting instead of random blood glucose level for screening purposes
and the presumed short course of steroid treatment. Several studies
have shown that hyperglycaemia is associated with increased

morbidity and mortality among hospitalized patients. As there are
very few studies conducted to assess the prevalence and risk factors
for steroid-induced diabetes, we undertook a prospective study with
these objectives: (i) to determine the incidence of newly diagnosed
diabetes in patients receiving steroid treatment (�15 mg prednisolone
orally or equivalent); (ii) to determine predictive factors for the
development of steroid-induced diabetes; (iii) to assess the extent of
deterioration of glycaemic control in diabetic patients receiving
steroids; and (iv) to assess change in body weight and BMI with
steroid therapy.
Methods: A data collection questionnaire approved by the hospital
research and development department was used. Data were collected
on 52 consecutive rheumatology patients prospectively treated with
either systemic or IA steroids. Baseline variables recorded were: age,
gender, rheumatologic diagnosis, diabetes history (type and treat-
ment), family history of diabetes, body weight, BMI and glycated
haemoglobin (HbA1c) levels. The patients were reassessed at 3-month
routine follow-up visit for any change in body weight, BMI and HbA1c.
Results: 75% (n¼39) were females and 50% (n¼26) were> 55 years
old. 92% (n¼48) had no previous history of diabetes. RA was the most
common indication for steroid therapy (63%, n¼33). Intramuscular
methylprednisolone 40–120 mg was used in 81% (n¼ 42), IA triamci-
nolone in 12% (n¼6) and oral prednisolone in 8% (n¼4). At 3 months,
23 patients gained weight (mean 2.3 kg) and 25 patients lost weight
(mean 3 kg) and therefore there were no significant difference in weight
change. There were no incident cases of diabetes mellitus (HbA1c
>48 mmol/mol) at 3 months following steroid treatment and no
significant increase in HbA1c among the diabetic patients.
Conclusion: In this prospective study neither systemic nor IA steroid
treatment of rheumatology outpatients resulted in a significant
increase in body weight or HbA1c at 3 months. This could partly be
due to the relatively modest dose of steroid therapy used. The main
limitations of the study are the small size of the study population, the
different modes of steroid administration, the relatively short duration
of follow-up and the lack of a control group. Further larger randomized
controlled studies of longer duration should be undertaken to confirm
or refute these findings and to gather evidence that could inform
guidelines for the management of steroid-induced diabetes.
Disclosure statement: The authors have declared no conflicts of
interest.

127. IMPROVING PATIENT FOOT HEALTH CARE THROUGH
AUDIT AND SERVICE EVALUATION: ONE-YEAR OUTCOMES
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Background: A series of publications relating to foot healthcare
recommendations for patients with RA have been produced in recent
years. Simultaneously the NHS has been subject to a number of
changes in service funding, staffing and management. As such, it was
unclear to what extent current NHS podiatry service provision within a
regional hospital department met the recommended standards of care
for this patient group. Therefore the main aim of this programme was
to determine regional adherence to nationally recommended stan-
dards of podiatric care for patients with RA at baseline and following a
prospective 12-month programme service development.
Methods: A series of co-ordinated, inter-linking audits and service
evaluations were completed in the podiatric rheumatology department
during 2013. Specifically, a baseline and 12 month follow-up audit of
adherence to 30 best practice recommendations was completed
based upon the red/amber/green rating scale for each item, as set out
in a nationally available audit tool. Items were coded as red, amber or
green if no, partial or full evidence of the criteria being met was
available respectively. Following the baseline audit, a programme of
service development work was identified, specifically: 4 x service re-
design tasks, 3 x audits and 1 x service evaluation.
Results: At baseline, 61.2% (24) of items were coded as red, 19.4% (6)
as amber and 3.2% (1) as green. At follow-up, 9.6% (3) of items were
coded as red, 29% (9) as amber and 61.4% (19) as green. Service re-
design resulted in a reduction in patient waiting times from >20 weeks
to 1 week, the capacity to see patients within 6 weeks of diagnosis if
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required, and dedicated multi-disciplinary input or access at all clinical
sessions. All areas of patient assessment were fully compliant
following staff training and introduction of a dedicated proforma.
Evaluation of service user experience demonstrated a 100% (n¼12
patients) reporting that the service would be recommended to their
family and friends. Staff within the clinic have both received and
provided specialist training to secondary and primary care colleagues,
have hosted undergraduate and post-graduate student clinical
placements and supported 2 clinical academic internships. Enabling
annual foot health review and direct referral for imaging remain
limitations of this service and form the basis for future development.
Conclusion: The audit tool provided a robust framework for the
evaluation of adherence to best practice recommendations. A
structured programme of audit and service evaluation has helped to
drive service development and resulted in improved clinical care
provision at 12 month re-evaluation.
Disclosure statement: L.S.C. has received grants/research support
as an NIHR Clinical Lecturer. All other authors have declared no
conflicts of interest.

128. AN AUDIT TO IDENTIFY THE COMPLIANCE WITH
LOCAL GUIDELINES DEVELOPED IN JANUARY 2011 FOR THE
ASSESSMENT OF TUBERCULOSIS RISK IN RHEUMATOLOGY
PATIENTS PRIOR TO COMMENCING ANTI-TUMOUR
NECROSIS FACTOR ALPHA THERAPY IN THE HIGH
PREVALENCE AREA OF EALING TRUST
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Background: Since the turn of the century anti-TNF therapies have
become a standard treatment for inflammatory arthritis. Tuberculosis
(TB) reactivation is a well-established complication of anti-TNF
therapy. Ealing Hospital serves the population of Southall, which has
the third highest prevalence of TB in London. It is imperative therefore
to have a robust method to identify patients at risk of TB reactivation.
The British Thoracic Society (BTS) published guidelines (2005) for
screening individuals due to start anti-TNF therapy. In 2011 Ealing
Hospital developed local guidelines based on those published by the
BTS and their own clinical experience. In summary these guidelines
involve risk-stratifying individuals based on ethnicity, how long they
have resided in the UK, a chest X-ray (CXR) and a test for prior TB
exposure (Mantoux or Quantiferon). If the patient is currently
immunosuppressed the Quantiferon assay is used instead of the
Mantoux test. If a patient is deemed at risk of TB reactivation they are
referred to a TB specialist prior to commencing treatment.
Methods: We identified all patients attending the rheumatology
department who started anti-TNF therapy in the 2-year period
following the introduction the local guidelines in 2011. We then
reviewed their notes to see if they had been risk stratified and
managed appropriately prior to commencing anti-TNF therapy.
Results: 45 patients were eligible and included in the audit (22
adalimumab, 20 etanercept, 2 certolizumab, 1 golimumab.) 16% (7)
were appropriately referred to a TB specialist prior to commencing
treatment. Of the remaining 38 patients, all had had a normal CXR prior
to starting anti-TNF treatment although 32% (12) had not had a CXR
within 6 months. A Quantiferon was not done in 8% (3). 16% (6) did not
have a Quantiferon or a CXR within 6 months. 10% (4) patients were
not immunosuppressed and required a Mantoux test (1 patient no
result documented.) Ethnic risk was poorly documented. None of the
patients developed TB during the study period.
Conclusion: This audit demonstrated that the local guidelines were not
being followed in all patients. This may be explained by a lack of clarity
between different Doctors regarding the difference between the local

and BTS guidelines and the BTS guidelines do not incorporate a
Quantiferon test. Risk stratification was poorly documented making it
difficult to assess if it was being done effectively. As a result of this audit,
and recent reviews the local guidelines have been updated and a pre-
treatment checklist produced to ensure they are followed. We have
updated the risk stratification of high risk patients who will all be seen by
a TB specialist. Finally, all patients must have a negative Mantoux and
Quantiferon test before commencing their anti-TNF therapy.
Disclosure statement: The authors have declared no conflicts of
interest.
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Background: Gym-based, progressive strength training (PST) is not
routinely offered to patients with RA in the out-patient NHS setting.
However, patients with RA often suffer from cachexic changes
resulting in loss of lean muscle mass and reduced strength and
function. Evidence from research literature and a Cochrane Review,
indicates that PST can re-gain muscle mass and improve strength and
function. In addition, this form of exercise appears to be safe and does
not increase pain, joint damage or disease activity. Following a
literature review, our team designed and implemented the Derby
Body-Sculpt exercise programme for patients with RA. The pro-
gramme uses resistance machines and dumbells to progressively
strengthen major muscle groups over 10 sessions. Patients are
instructed in how to safely set their working weight and how to
progress their personal programme. An audit of patients’ views was
undertaken in order to obtain quantitative and qualitative data
concerning the programme.
Methods: Twelve consecutive patients who completed all 10 sessions
of the programme were asked to complete a questionnaire. Patients
were asked to rate 15 statements using a four-point scale with the
following descriptors; strongly agree, agree, disagree, strongly
disagree. In addition, patients were asked to fill in three free text
sections identifying what they liked most about the exercise group,
what they liked least about the group and any additional comments
they would like to add.
Results: The results for each statement posed in the questionnaire
can be seen in Table 1. With regards to the patient-perceived
outcomes following the programme; all patients felt stronger; felt
more confident when doing exercises and understood what exercises
they should continue with at home. All but one patient felt that they
could walk further than before the programme and that they had more
flexibility in their joints than previously. Eight out of twelve patients felt
that the exercises did not increase their joint pain, although four
patients felt that their joint pains were increased. All patients agreed or
strongly agreed that their expectations of the programme had been
met. Free text comments indicate that patients liked the mutually
supportive and encouraging atmosphere of the programme; felt the
benefit of exercising in a safe environment with professional super-
vision; enjoyed how the exercises made them feel; had fun whilst
undertaking the programme and enjoyed experiencing improvements
week-to-week.
Conclusion: A personalized, progressive, gym-based, strengthening
exercise programme is well tolerated by patients with RA and appears
to result in specific functional gains such as increased walking
distance and improved strength. Joint pains may be increased in
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