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Welcome Message from the 
ISR President 
Prof Geraldine McCarthy

Dear Guests, Colleagues and Friends,

It gives me great pleasure to welcome you to our Autumn first in-person ISR Meeting since 2019. The Spring 
meeting 2022 in Sligo was a huge success as our very convivial group were delighted to get together after 
such a long hiatus. The forthcoming meeting in Belfast promises to be most informative and enjoyable 
thanks to the great organisation of  Drs Liz Ball, Andrew Cairns, Clare Matthews and Adrian Pendleton.

On Thursday, the session will start with six short oral presentations. Then, Professor Ian Bruce will inform us 
about the efficacy and safety of biologics in SLE based on data derived from the BILAG Biologics register. 
Professor Gaye Cunnane will update us on Irish rheumatology from a historical perspective before lunch. 
After lunch, Professor Michael Doherty will give an overview of gout and its current management. This 
will be followed by a combined presentation by Drs John McConville, Consultant Neurologist and Estelle 
Healy, Consultant Neuropathologist on inflammatory myopathies and their mimics. The last session of the 
day will be given by Professor Emilio Filippucci and will focus on Ultrasound in Rheumatology.

On Friday, the top 10 posters presenters will have the opportunity to give a short discussion of their work. 
Afterwards, Dr Gerry Coghlan will talk about pulmonary hypertension and guide us as to when to refer 
to a specialist centre. Next, Dr Duncan Rogers will inform us about ocular imaging in Rheumatology.  
The final presentation of the meeting will be given by Dr Madeleine Rooney and will focus on Paediatric 
Rheumatology.  The program overall offers a broad variety of topics and will be of interest to all attendees. 

This year, we have changed the focus of the Bernard Connor award by inviting NCHDs to apply for it. The 
intention is to attract more interest in Rheumatology as a specialty from medicine graduates early in their 
training. 

I would like to offer special thanks to Michael Dineen and Marie Caston who have yet again worked 
extremely hard to make this meeting a success. 

I am especially grateful to our colleagues in the Pharmaceutical Industry for the continued support of ISR 
and its members.

Finally, my sincere thanks to the members of ISR board for all their continued support in 2022 and  also 
since  2020, especially given all the challenges we have faced with the pandemic.

Please enjoy the meeting.

Prof Geraldine McCarthy
President ISR 
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ISR Autumn Meeting
22-23 September 2022

Programme

Thursday, 22 September 2022

08.50 CAG Meeting – 
 Chaired by Professor David Kane

09.55 Opening Address – 
 Professor Geraldine McCarthy, President, ISR

10.00 Oral Presentations by 6

11.00 Tea, Coffee & visit the stands 

11.30 Prof Ian Bruce, Professor of Rheumatology
 University of Manchester
 Topic: “Real-World Efficacy and Safety 
 of Biologics in SLE: Lessons from the BILAG 
 Biologics Register”

12.15 Bernard Connor Award

12.45 Prof Gaye Cunnane, 
 Consultant Rheumatologist
 St James’s Hospital, Dublin
 Topic: “Irish Rheumatology: 
 lessons from history”

13.00 Lunch

14.00 Prof Michael Doherty, 
 Head of Academic Rheumatology, 
 University of Nottingham.
 Topic: “Overview of gout and its 
 current management” 

14.45 Dr John McConville, 
 Consultant Neurologist, South East Trust and 
 
 Dr Estelle Healy, 
 Consultant Neuropathologist, Belfast Trust.
 Topic: “Is this an inflammatory myopathy?    
 Clinical and pathological mimics of inflammatory 
 muscle disease”

15.30 Tea, Coffee & Visit the stands

16.00 Prof Emilio Filippucci, 
 Consultant Rheumatologist
 Marche Polytechnic University, Italy.
 Topic: “Ultrasound in Rheumatology”

17.00 ISR AGM

17.30 Private Practice Meeting

Friday, 23 September 2022

08.00 Satellite Meeting – sponsored by Janssen
 Dr Chris Holroyd
 Consultant Rheumatologist, 
 University Hospital Southampton 
 NHS Foundation Trust, Southampton
 Talk 1: Focussing on enthesitis 

 Dr Richard Smith
 Consultant Rheumatologist, 
 Salisbury NHS Foundation Trust, Salisbury 
 Talk 2: Treatment pathways and guideline 
 recommendations – Dr Smith
 
09.00 Premier Posters (Top Ten Posters)

10.00 Dr Gerry Coghlan, 
 Consultant Cardiologist,
 Royal Free Hospital. London
 Topic: “Pulmonary Hypertension – 
 when to refer to a PH centre?”

1045 Tea, Coffee & visit the stands

11.15 Dr Duncan Rogers,  
 Consultant Medical Ophthalmologist,
 Mater Misericordiae Hospital. Dublin
 Topic: “How can an Ophthalmologist help you: 
 Ocular imaging in Rheumatology”

12.00 Young Investigator Award

12.30 Dr Madeleine Rooney, 
 Honorary Senior Lecturer & Consultant 
 in Paediatric Rheum. 
 Musgrave Park Hospital. Belfast.
 Topic: “Paediatric Rheumatology: 
 straddling two centuries”

13.15 Prize Giving and Close



44

Biographical Sketches

Speakers

Professor Ian Bruce 
Professor of Rheumatology
University of Manchester

Ian Bruce is a National Institute of Health 
Research (NIHR) Senior Investigator Emeritus 
and Professor of Rheumatology at the Centre 
for Musculoskeletal Research, University of 
Manchester. He is Director of the NIHR Manchester Biomedical 
Research Centre. 
Professor Bruce qualified in medicine from Queen’s University 
Belfast in 1988 and gained his MRCP in 1991. He trained 
in medicine and rheumatology in Northern Ireland and 
completed his MD thesis on the pathogenesis of systemic 
vasculitis in 1995. He was the Geoff Carr Lupus Fellow at the 
University of Toronto with Murray Urowitz and Dafna Gladman 
(1996-98) before moving to Manchester in 1998. 
He is former Chair of the Systemic Lupus International 
Collaborating Clinics (SLICC) group and a member of the 
British Isles Lupus Assessment Group (BILAG). He leads the 
BILAG Biologics Register for SLE and is Chief Investigator on the 
SLICC/LFA/ACR Damage Index Renewal Project. He is Chair of 
the Astra Zeneca Anifrolumab in SLE Global Steering Group. 
Professor Bruce’s research is focused on the association 
between inflammatory rheumatic diseases and premature 
atherosclerosis/coronary heart disease as well as personalised 
medicine in SLE.  

Professor Gaye Cunnane 
Consultant Rheumatologist
St James’s Hospital, Dublin

Gaye Cunnane, PhD, MB, FRCPI, is a Professor 
of Rheumatology at Trinity College Dublin 
and a Consultant Rheumatologist at St 
James’s Hospital. 
She is also the Director of Health and Wellbeing at the Royal 
College of Physicians of Ireland. Previous roles have included 
National Specialty Director for Rheumatology, Regional 
Programme Director for Basic Specialist Training, Director of 
Post-graduate Education at St James’s Hospital and she is a 
past-President of the Irish Society for Rheumatology. 

Professor Michael Doherty 

Head of Academic Rheumatology, 
University of Nottingham.

Michael Doherty is Emeritus Professor at the University of 
Nottingham, UK. His main research interests are osteoarthritis 
(OA), gout, calcium pyrophosphate crystal deposition (CPPD), 
pain, and placebo/contextual response. He has expertise in 
clinical and epidemiological studies, community-based clinical 
trials, systematic reviews and meta-analyses.  He has over 400 
original research publications and was awarded the OARSI (OA 
Research Society International) Clinical Research Award for 
2012, and the G-CAN Gold Medal Investigator Award for 2021. 
He is a past editor of Annals of the Rheumatic Diseases (1992-
99), has co-chaired EULAR Task Forces for recommendations 
for OA, gout and CPPD, and has been a clinical expert in NICE 
appraisals for OA and gout.  

Dr John McConville 
Consultant Neurologist, 
South East Trust

Dr John McConville is a Consultant 
Neurologist at the South East and Belfast 
Health Trusts in Northern Ireland. He is the 
clinical lead for Adult Neuromuscular Diseases in Northern 
Ireland. He has a particular interest in Myasthenia Gravis and 
Congenital Myasthenic Syndromes.

Dr Estelle Healy
Consultant Neuropathologist, 
Belfast Trust.

Estelle Healy is a Neuropathologist 
based in Northern Ireland with a special 
interest in neuromuscular disorders.  
Estelle qualified in medicine in 2004 from 
the Queen’s University of Belfast with an intercalated BSc 
(Hons) in Pathology, funded by the Wolfson foundation. She 
returned to laboratory medicine to specialise in diagnostic 
pathology, training at the Belfast City and Royal Hospitals. 
Specialist training in neuropathology followed with posts in 
Belfast and in the Division of Neuropathology, UCL Institute 
of Neurology, London. Here she gained exposure to adult and 
paediatric neuromuscular work for patients at the National 
Hospital for Neurology and Neurosurgery and the Dubowitz 
Neuromuscular Centre at Great Ormond Street Hospital. Estelle 
was awarded fellowship of the Royal College of Pathologists in 
2010 and undertook a fellowship at the MRC Neuromuscular 
centre, Queen Square, London to pursue her special interest 
in neuromuscular disorders, funded by a grant from the NIHR, 
leading to publications with the international IBM consortium 
and work in education for the Joint Neurosciences Council. 
Estelle joined the staff of the Belfast Health and Social Care 
Trust as a full time neuropathologist in 2014.

Professor Emilio Filippucci 
Consultant Rheumatologist
Marche Polytechnic University, Italy
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Photo Gallery

Audience View 

Dr Danielle Molloy, Dr Sumreen Sarfaraz, Dr Samreen Tariq and Dr Sarah Quidwai
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Photo Gallery

Mr David McCan, Mr Eoin Murphy and Mr Hugh Sheehan

Dr Sinead Maguire, Prof Geraldine McCarthy and Mr David Lynch



Prof. Filippucci studied medicine at the University of Ancona, 
Italy and graduated with honours in 1998. He is Senior Lecturer 
in Rheumatology at the Università Politecnica delle Marche, 
Ancona, Italy. He is faculty member of the EULAR Sonography 
Courses and member of several OMERACT Special Interest 
Groups on Ultrasound. His main research interests focus on 
the role of ultrasound in rheumatology and he has published 
over 180 peer-reviewed articles. He has a special interest in 
developing the best method to teach ultrasonography to 
rheumatologists.

Dr Chris Holroyd 
Consultant Rheumatologist, 
University Hospital Southampton 

Dr Chris Holroyd is a consultant 
rheumatologist and clinical lead for 
rheumatology at University Hospital 
Southampton (UHS). His main interest is 
inflammatory arthritis, and he leads the biological therapies 
service for patients with rheumatoid and psoriatic arthritis at 
UHS. He also has an interest in IBD-associated arthritis and runs 
a monthly combined rheumatology–gastroenterology clinic.
His biological therapies service was awarded the British Society 
of Rheumatology (BSR) Best Practice Exemplar Award and was 
selected to represent rheumatology at the House of Lords’ 
‘Innovation Within The NHS’ event. 
Alongside his clinical work, Dr Holroyd continues to have a keen 
research interest, predominantly in inflammatory arthritis, and 
is principal investigator for several international clinical trials. 
Recently, he was working group lead and first author for the 
BSR biological therapies safety guidelines.  
CP-337139 | August 2022

Dr Richard Smith 
Consultant Rheumatologist, 
Salisbury NHS Foundation Trust, Salisbury 

Dr Richard Smith is the lead clinician for 
rheumatology at Salisbury NHS Foundation 
Trust. He is also a visiting rheumatologist at 
King Edward VII Memorial Hospital in Port 
Stanley, the Falkland Islands. He trained at St Mary’s Hospital, 
London, completed his master’s in Rheumatology at King’s, 
London, and received his diploma in Sports and Exercise 
Medicine from the University of Bath. 
Dr Smith is a founding member of the Wessex Psoriatic 
Disease Network and a member of the Group for Research and 
Assessment of Psoriasis and Psoriatic Arthritis (GRAPPA). He 
runs the Psoriatic Arthritis Biologics Clinic and has participated 
in research in psoriatic arthritis. He teaches extensively for the 
British Medical Journal (BMJ) Masterclasses in rheumatology 
and musculoskeletal medicine. In September 2019, he was 
nominated as a role model consultant in the BMJ. 
In his spare time, he has been a doctor for the World’s Strongest 
Man and Superstars tournaments.  
CP-337139 | August 2022
Dr Gerry Coghlan 
Consultant Cardiologist,
Royal Free Hospital. London

Dr Gerry Coghlan qualified from University 
College Dublin in 1983. He trained in 

cardiology at the National Cardiac Centre (Baggot Street) 
Dublin, Harefield Hospital and The Royal Free Hospital. He was 
appointed consultant cardiologist at the Royal Free Hospital 
in 1997. He is a founder member and ex-chair of the National 
Pulmonary Hypertension Physicians Association and has 
developed the Royal Free National Pulmonary Hypertension 
Service, with a particular interest in connective tissue disease 
associated PH. He has developed an ‘outreach’ model for 
pulmonary hypertension care which now covers 10 hospitals 
from Belfast to Plymouth. From 1999, he was clinical lead in 
cardiology with the Regional Health Authority, lead for the 
North Central Sector collaborative program from 2002 - 2004 
and from August 2004 – 2013 medical chair of the North 
Central Sector Cardiac Network. In addition he was the Head of 
Service for medical specialties in the Royal Free Hospital from 
2001, clinical director of acute medical specialties from July 
2004 and Deputy director for medical specialties 2005 - 2009.  
Recent activities include the development of CMR guided 
catheterization service at the Royal Free, balloon pulmonary 
angioplasty at Papworth, and interventional management of 
acute pulmonary embolism.

Dr Duncan Rogers 
Consultant Medical Ophthalmologist,
Mater Misericordiae Hospital. Dublin

Duncan is the first Medical Ophthalmology 
Consultant in Ireland. He runs the Uveitis 
and inflammatory eye disease service at the 
Mater Hospital Dublin and is developing a 
joint Rheum/Ophthalmology clinic there. He is triple trained 
in Neurology, Rheumatology and Ophthalmology. Prior to the 
Mater he was a Consultant at Moorfields Eye Hospital. He has 
a research focus in AI in triage and is currently completing a 
two year 1.2 million NIHR funded project in this. Since taking 
up his consultant post in Ireland in 2020 he has won an HSE 
excellence award for innovation in service delivery. 

Dr Madeleine Rooney 
Honorary Senior Lecturer & Consultant 
in Paediatric Rheum. 
Musgrave Park Hospital. Belfast.

Dr Madeleine Rooney qualified from Queens 
University Belfast in 1980. She undertook her 
doctorate with Prof Barry Bresnihan in Dublin before moving 
to Edinburgh to complete her postgraduate training. She 
undertook a 2 year Wellcome research fellowship with Dr Ann 
Maire Prieur, Hopital Necker in Paris before taking up her post 
as MRC consultant in Paediatric Rheumatology in Northwick 
Park Hospital and subsequently Great Ormond Street Hospital 
London.

She returned to N Ireland in 1999 ultimately to be appointed as 
the provinces first paediatric rheumatologist.  She was Senior 
lecturer in the Centre for Experimental Medicine Queens 
University of Belfast.
Her research interests include the use of ultrasound in the 
diagnosis and management of childhood rheumatic diseases. 
She has undertaken multicentre clinical trials in disease 
management in JIA. She has undertaken research into a 
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novel method of drug delivery for children requiring disease 
modifying drugs
She established a longitudinal study into disease outcome 
in JIA and has pioneered the use of a proteomic approach to 
predict the outcome in JIA including uveitis and has published 
widely in this discipline.
With Versus Arthritis Trial funding, undertook a multicentre 
trial into the prevention and treatment of steroid-induced 
osteopenia in children with rheumatic diseases. This was the 
first study to confirm the protective effect of bisphosphonates 
on bone loss in these children.
Dr Rooney is passionate about young people’s access to 
education whilst coping with chronic disease and the Chair 
of Board Governors Belfast Hospital School Which provides 
flexible education in the Greater Belfast area.
She was on the executive committee of MCRN/Arthritis Research 
UK Paediatric Rheumatology Clinical Studies Group, and the 
British Society for Paediatric and Adolescent Rheumatology 
and  represented Ireland in PRINTO.

ISR Board members
Professor Geraldine McCarthy 
President
Consultant Rheumatologist 
Mater Misericordiae University Hospital 
Dublin and Full Clinical Professor of Medicine 
University College Dublin

Geraldine McCarthy graduated in Medicine 
from NUI. She received her Fellowship in Rheumatology at 
the Medical College of Wisconsin. Her research has focused 
on the biological effects of calcium-containing crystals in 
degenerative joint disease as well as in atherosclerosis and 
breast cancer. Promoted to Associate Professor of Medicine at 
the Medical College of Wisconsin in 1996 where she remained 
until her return to Dublin.
Prof McCarthy was appointed Consultant in Rheumatology at 
the MMUH and Cappagh National Orthopedic Hospital Dublin 
in 1999 where she continues to run a busy clinical practice.  
She teaches as part of the University College Dublin Faculty of 
Medicine where she was the first clinician to be appointed Full 
Clinical Professor of Medicine through the Clinical Pathways in 
2009.
Geraldine has current international collaborations in the UK, 
USA, Europe, Australia, New Zealand and Canada, particularly 
in relation to calcium crystal deposition diseases as well as 
gout.  She continues her involvement in bench research related 
to the pathogenesis of basic calcium phosphate crystal–
induced joint disease and participates in and contributes to 
numerous international collaborations related to gout. Other 
research interests include platelet activation in inflammatory 
arthritis and its role in enhanced cardiovascular risk. She also 
participates in collaborative studies of the pathogenesis of 
giant cell arteritis and HIV-associated bone pathology. 
Author of over 130 publications, including original manuscripts, 
editorials, reviews and book chapters and has spoken at many 
national and international meetings. She has been winner of 
several research and teaching awards and has mentored many 
medicine and science graduates in clinical practice and in 
research. 

Dr Claire Sheehy 
Honorary Secretary
Consultant Rheumatologist
University Hospital Waterford

Dr Claire Sheehy is a Consultant 
Rheumatologist in University Hospital 
Waterford. A graduate of Trinity College 
Dublin, she completed the higher specialist training in 
rheumatology and general medicine, and was awarded an 
MD for work exploring the role of anti TNF therapy in early 
rheumatoid arthritis. She undertook a fellowship in connective 
tissue disease and vasculitis between  Norfolk and Norwich 
University Hospital, and Addenbrookes Hospital. She took up 
her post in 2012; her current clinical interests include early 
inflammatory arthritis and connective tissue disease.

Dr Shawn Chavrimootoo
Honorary Treasurer
Consultant Rheumatologist, 
Our Lady’s Hospital, 
Navan, Co Meath.

Shawn Chavrimootoo is a Consultant 
Rheumatologist at Our Lady’s Hospital, 
Navan, Co. Meath. He graduated in Medicine from RCSI, 
Dublin in 2002 and developed an interest in Rheumatology 
during his Senior House Officer years in Connolly Hospital, 
Blanchardstown. Following this, he completed higher specialist 
training in Cork University Hospital, Kerry General Hospital, 
Connolly Hospital and St Vincent’s University Hospital in 
Dublin. He was appointed to his Consultant Rheumatologist 
post in 2013 when he joined Dr Ramakrishnan at Our Lady’s 
Hospital, Navan, from where they currently provide a regional 
Rheumatology service for the North East of Ireland. His clinical 
interests include osteoporosis as well as gout, inflammatory 
arthritis, spondyloarthritis, connective tissue disease and 
vasculitis.

Dr Nicola Ambrose 
Consultant Rheumatologist, 
Blackrock Clinic, Co Dublin

Dr Nicola Ambrose is a graduate of 
Trinity College Dublin.  She completed 
her specialist training in rheumatology 
and general internal medicine in Ireland, 
before obtaining an Arthritis Research UK (ARUK) fellowship 
to undertake a PhD at Imperial College London, studying 
inflammation in Behçet’s Syndrome. She then obtained a 
Richard Steeven Fellowship from the HSE to undertake a Clinical 
Fellowship at the ARUK Adolescent Rheumatology Centre 
of Excellence at University College London Hospital (UCLH). 
She stayed at UCLH as an Adolescent and Adult consultant 
rheumatologist, and was the Clinical Lead for Adolescent 
Rheumatology. Special interests:  Adolescent and Young Adult 
Rheumatology including JIA; Behçet’s Syndrome; SLE and 
dermatomyositis; Gout Osteoporosis and fracture secondary 
prevention; Inflammatory arthritis.
She has published 23 peer review papers as well as 6 book 
chapters.
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Dr Elizabeth Ball
Consultant Rheumatologist 
Musgrave Park Hospital/
Belfast City Hospital

Dr Liz Ball is a graduate of Queen’s 
University Belfast and was appointed as a 
Consultant Rheumatologist at Musgrave 
Park Hospital/ Belfast City Hospital in 2014.  She is also an 
Honorary Lecturer at Queen’s University Belfast. She has a 
special interest in autoimmune disease and lupus and was 
awarded an MD entitled ‘A study of hand arthritis in Systemic 
Lupus Erythematosus from a Clinical, Imaging and Cytokine 
Perspective’ from Queen’s University in 2013.  She is involved 
in postgraduate medical education and holds a Training 
Programme Director role within the Northern Ireland Deanery 
and is currently completing a Masters in Clinical Education. She 
is a musculoskeletal ultrasound tutor and regularly teaches 
regionally and nationally.

Dr Andrew Cairns
Consultant Rheumatologist, 
Musgrave Park Hospital, Belfast

Dr Andrew Cairns graduated in Medicine 
from Queen’s University Belfast in 1995. 
He completed specialist training in Belfast 
and also at the Rheumatic Diseases Unit in 
Edinburgh. He was awarded an MD by thesis entitled “Leucocyte 
surface receptor expression of relevance to apoptotic cell 
clearance in systemic lupus erythematosus” from Queen’s 
University Belfast in 2001, and an MSc in Sport and Exercise 
Medicine from the University of Ulster in 2008. He is a Consultant 
Rheumatologist at Musgrave Park Hospital Belfast where he 
was appointed in 2004, and also provides rheumatology clinics 
at Belfast City Hospital. He is a Fellow of the Royal Colleges of 
Physicians of Ireland, London and Edinburgh. He has published 
in a wide range of rheumatic diseases and is an enthusiastic 
proponent of musculoskeletal ultrasound.

Dr Michele Doran
Consultant Rheumatologist and General 
Physician, St James’s Hospital Dublin

Dr. Michele Doran has been working as a 
Consultant Rheumatologist and General  
Physician at St. James’s Hospital, Dublin since 
2003. She graduated in Medicine from UCD 
in 1993, and completed her clinical training in General medicine 
and Rheumatology in Dublin and Bath, UK. She undertook a 2 
year Research Fellowship at Mayo Clinic, Rochester, USA, where 
she completed an MD degree with research relating to the 
Epidemiology of Rheumatoid Arthritis. During this time she 
completed a Master’s Degree in Biomedical Sciences, Clinical 
Research, in the Mayo Clinic Graduate School.  She was involved 
with the establishment of and is on the steering committee for 
the Rheumatoid Arthritis Biologics Registry of Ireland (RABRI).

Professor Ursula Fearon 
Head of Molecular Rheumatology, 

School of Medicine, 
Trinity Biomedical Sciences Institute, 
Trinity College Dublin.

Professor Ursula Fearon is head of Molecular Rheumatology, 
School of Medicine, Trinity Biomedical Sciences Institute, Trinity 
College Dublin. Professor Fearon’s research is a bench-to-
beside translational approach, focusing on understanding the 
underlying mechanisms that drive disease pathogenesis; her 
team specifically examine components of joint inflammation 
at a cellular and molecular level to dissect out the signalling 
and gene pathways that are involved in the pathogenesis 
of inflammatory arthritis and rheumatic diseases. She has 
established strong collaborative research networks across 
Europe, USA and Singapore. Professor Fearon, has been 
awarded significant research funding from Arthritis-Ireland, 
Health Research Board, Science Foundation Ireland, IRCSET, 
European-ASPIRE, JU Innovative Medicines Initiative (IMI) 
and Maeve Binchy Funding for Arthritis Research, in addition 
to industry collaborative partnerships. She  has published 
extensively in high impact peer-reviewed journals, and her 
research has been awarded several National/International 
awards. 

Professor David Kane
National Lead for Rheumatology 
HSE Clinical Programme
Consultant Rheumatologist, 
Tallaght University Hospital, Dublin

Prof David Kane attended medical school 
at Trinity College, Dublin, Ireland and was 
conferred MB BCh BAO BA in 1991, PhD in 
2002 and FRCPI in 2006.  He has trained in rheumatology with 
Prof. Barry Bresnihan and Prof. Oliver FitzGerald at St. Vincent’s 
University Hospital, Dublin, Ireland and with Prof Roger Sturrock, 
Prof Iain McInnes and Dr Peter Balint at Glasgow Royal Infirmary, 
Glasgow, United Kingdom.  He was appointed as Senior 
Lecturer in Rheumatology at the University of Newcastle (2003-
2005) and is currently working as Consultant Rheumatologist 
at the Adelaide and Meath Hospital and Clinical Professor in 
Rheumatology at Trinity College Dublin.  His special interests are 
musculoskeletal ultrasound, spondyloarthopathy and synovial 
inflammation.  He is a member of the European Working Party on 
Musculoskeletal Ultrasound and the OMERACT special interest 
group on musculoskeletal ultrasound, previous organiser of the 
BSR Musculoskeletal Ultrasound course and is Faculty member 
of the EULAR Musculoskeletal ultrasound course.  He has 
served as a Board member of the Irish Osteoporosis Society, as 
President and Treasurer of the Irish Society for Rheumatology 
and is currently a Board member of Arthritis Ireland.

Dr Bernadette Lynch 
Consultant Rheumatologist, 
University Hospital, Galway.

Dr Bernadette Lynch graduated from the 
Royal College of Surgeons in Ireland in 2003. 
She completed her higher specialist training 
in Rheumatology and General Medicine in 
2013 having worked and studied in Dublin, Galway and London. 
She was awarded an MD from University College Dublin 
in 2011 for work on IL-22 and musculoskeletal ultrasound 
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in Inflammatory Arthritis. She undertook a fellowship 
in Scleroderma and Vasculitis at the Royal Free Hospital 
Hampstead under Professor Chris Denton and Dr Aine Burns. 
During this time, Bernadette was part of the UK Scleroderma 
Study Group (UKSSG) which developed the national guidelines 
on the management of complications of Scleroderma. She took 
up her current appointment as Consultant Rheumatologist and 
General Physician in University Hospital Galway in 2015. Her 
principal clinical and academic interests are Scleroderma and 
Inflammatory Arthritis.

Dr Emma Jane MacDermott 
Consultant Paediatric Rheumatologist,
CHI Crumlin 

Emma Jane MacDermott, is a Consultant 
Paediatric Rheumatologist in CHI Crumlin 
where she joined the team in 2012 and has 
helped oversee the ongoing growth and 
development of the paediatric rheumatology department 
into a dynamic national service, now including a growing 
research and education component. With a special interest 
in education she enjoys working with patients, parents and 
medical providers to raise the profile and understanding of 
rheumatologic disease. She works with the national advocacy 
groups continuing to raise the profile for Irish paediatric 
rheumatology patients. Areas of interest include Juvenile 
arthritis, Paediatric Lupus and autoinflammatory disease. 
A graduate of University of Dublin, Trinity College Medical 
School she pursued her post graduate training in paediatrics, 
becoming a member of the Royal College of Physicians in 2001. 
She subsequently moved to New York, where she completed 
a fellowship in Paediatric Rheumatology, from Weill Cornell 
Medical School, working at Hospital for Special Surgery and the 
Cornell Campus of New York Presbyterian Hospital as Assistant 
Attending in Paediatric Rheumatology at Hospital for Special 
Surgery and Assistant Professor of Paediatrics at Weill Cornell 
Medical School until her return to Ireland in 2012. 
Emma is a member of the Royal College of Physicians of 
Ireland, the American College of Rheumatology, the Irish 
Rheumatology Society, the British Society of Adolescent and 
Pediatric rheumatology. 

Dr Wan Lin Ng
SpR Rep on ISR Board

Dr Wan Lin Ng is a medical graduate from 
the Royal College of Surgeons in Ireland 
(RCSI). She has completed her basic 
specialist training in Ireland and is currently 
in the higher specialist training programme 
in Rheumatology. She is a recipient of the StAR MD scholarship 
from RCSI and the ISR Rheumatology Patient Initiative Fund. 
With a keen passion in teaching and education, Dr Ng was 
previously an affiliate tutor with University of Limerick and RCSI. 
Her clinical interests include connective tissue disease related 

interstitial lung disease and musculoskeletal ultrasound. 

Dr John Ryan
Consultant Rheumatologist, 
Cork University Hospital, Cork

Dr John Ryan is a graduate of the Royal 
College of Surgeons in Ireland, he completed 
his higher medical training in rheumatology 
and general internal medicine in Ireland. 
He undertook a fellowship at the National 
Institute of Arthritis and Musculoskeletal and Skin Diseases 
(NIAMS) in Bethesda, Maryland. During this time he undertook 
translational research into disordered innate immunity 
manifesting as recurrent fever syndromes. He joined Dr Sinead 
Harney in the Rheumatology service at Cork University Hospital 
in 2010. The Rheumatology department has since expanded to 
include Dr Grainne Murphy. In July 2017 he took up the post of 
National Specialty Director for Rheumatology.

Dr Bryan Whelan 
Consultant Rheumatologist 
Our Lady’s Hospital, Manorhmailton, 
Co Leitrim

Dr Bryan Whelan is a Consultant 
Rheumatologist in Our Lady’s Hospital 
in Manorhmailton, Co Leitrim and an 
Honourary Senior Lecturer in Medicine in NUIG. He qualified 
from UCD in 2000 and completed BST in the Mater Hospital in 
Dublin. He completed SpR training in Rheumatology in CUH, 
the Mater Hospital and University College London. He has an 
MD and Masters Sports and Exercise Medicine from UCC and 
an MSc in Epidemiology from the London School of Hygiene 
and Tropical Medicine. He is currently a board member of 
Arthritis Ireland, the SUH Research and Education Foundation, 
a member of the Academic Committee of the FSEM and a 
member of the Advisory Committee for Human Medicines 
Clinical Trials Subcommittee of the HPRA. His current research 
interests include muscle disease, exercise in rheumatology and 
osteoarthritis.
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ISR Presidents
Prof Geraldine McCarthy 2020 -

Dublin

Dr Sinéad Harney 2018 - 2020
Cork

Dr Sandy Fraser 2016 - 2018
Limerick

Prof D. Kane 2014 - 2016
Dublin

Dr G.Wright 2012 - 2014
Belfast

Prof Gaye Cunnane 2010 - 2012
Dublin

Dr R. Kavanagh 2008 - 2010
Galway

Dr J. Lee 2006 - 2008
Craigavon

Dr P. O’Connell 2004 - 2006
Dublin

Prof O. FitzGerald 2002 - 2004
Dublin

Dr A. Taggart 2000 - 2002
Belfast

Dr D. Raman 1998 - 2000
Sligo

Dr A. Bell 1996 - 1998
Belfast

Prof B. Bresnihan 1994 - 1996 
Dublin

Prof M. Molloy 1992 - 1994
Dublin

Dr E. Casey 1990 - 1992
Dublin

Dr  S. Roberts 1988 - 1990
Belfast

Dr C. Barry 1985 - 1987 
Dublin

Dr D. Roden 1983 - 1985 
Dublin

Dr W. Boyd 1981 - 1983 
Belfast

Dr T. Gregg 1979 - 1981 
Dublin

Dr J. Molony 1977 - 1979 
Dublin

Dr M .McMahon 1975 - 1977 
Cork 

Dr T.O’Reilly 1973 - 1975 
Dublin

Irish Society for 
Rheumatology Board Members

PRESIDENT
Professor Geraldine McCarthy  
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Message from Michael Dineen

Dear Friends,

We have finally made it to Belfast, at the third year of asking. Meetings of 2020 and 
2021 were deferred due to Covid but we are here at last. It looks like being a great 
meeting. With two weeks to go before we meet 130 Delegates have registered and this 
number is sure to increase before we kick off. 

Ensuring that all delegates pre-register has streamlined the administration of the 
meetings and will help to avoid queues when delegates are signing in for CPD points. Delegates must 
sign in for CPD points each day, this is a requirement of RCPI.

Tribute to our Academic team in Belfast for their great diligence and effort in putting together this meeting. 
Some of the speakers have been on hold since 2020 and we appreciate their patience for staying with us. 
Well done to Clare, Liz, Andrew, and Adrian for a really interesting program.

We are continuing to encourage our young investigators. In addition to a monetary prize, we will award 
silver medals to the best Clinical and Scientific oral presentations and to the best premier poster.  This will 
be in addition to Young Investigator Award which is the top award for the best overall abstract submission 
received. Great to see the Bernard Connor Medal resurrected, another great opportunity for ISR trainees.

Over 100 delegates have booked in for the Conference Dinner. Main attraction here will be the presentation 
of a Lifetime Achievement Award to Dr Allister Taggart who will be profiled by his long-time friend and 
colleague Dr Aubrey Bell. It should make for an interesting evening.

For this meeting we will have 23 sponsors. We are deeply indebted to all of our sponsors who by their 
continued support have made these meeting the great success they have become.  A sincere thanks to 
one and all.

I am pleased to say that ISR has appointed Dr Mythri Shaji to the position of Clinical Research Coordinator 
on a fixed term contract for one year. This position will relate to Rheumatoid Arthritis Biologics Register of 
Ireland (RABRI). Dr Shaji starts on October 1st.

Our thanks to President Prof McCarthy, Officers, and Board of ISR and our NSD’s for their continued support 
and assistance.

Kind Regards,

Michael Dineen
Chief Executive ISR
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ISR Bernard Connor Medal Winner

Dr Samantha Banford
Dr Samantha Banford is an Internal medical trainee currently working in Rheumatology 
in Musgrave Park Hospital, Belfast. After completing a BSc in Biochemistry and MB BCh 
BAO in Medicine at Queen’s University, Belfast she moved to East Sussex to complete her 
foundation training. Since then she has moved back to N. Ireland for personal reasons where 
she has continued to pursue her career in medicine part-time. Throughout her studies and 
work she has maintained research links and has written a number of publications in the 
fields of parasitology, oncology and inherited metabolic diseases. She hopes to pursue a 
clinical academic career in the future combining clinical work with research and teaching. 
When not working she enjoys travelling and spending time with family and friends.

Vasculopathy vs vasculitis: A case report of a patient with systemic sclerosis developing an AKI and 
pyrexia  post covid-19 infection.  
Abstract  
There is increasing evidence of an overlapping syndrome between systemic sclerosis 

(SSc) and vasculitis. Associations with ANCA associated vasculitis (AAV) seem to be most prevalent. It is difficult but 
important to differentiate between scleroderma renal crisis and AAV to determine appropriate treatment. In this case a 71F 
with a history of systemic sclerosis developed an acute kidney injury and pyrexia post covid-19 infection. It was found to 
be secondary too AAV. This developed despite the patient being on low dose prednisolone and mycophenolate. Positive 
MPO-ANCA and renal biopsy were important in differentiating AVN from scleroderma renal crisis. In the few studied 
cases of SSc-AAV patients had a poor prognosis. Many progressed to RRT despite treatment with high dose steroids and 
cyclophosphamide.  

Background  
Systemic sclerosis or systemic scleroderma can be divided into limited (lcSSc) and diffuse (dcSSc) forms. Limited systemic 
sclerosis is also known as CREST syndrome. Prominent features include skin thickening of the fingers, digital ulcers, 
telangiectasia, Raynaud’s phenomenon, pulmonary arterial hypertension and interstitial lung disease. The disease has an 
unknown aetiology but is seen most often in females from 30-50 years old. Some environmental, bacteria (H. pylori) and 
viruses (CMV, EBV, parvovirus) could potentially trigger the disease in a genetically susceptible individual. Antinuclear 
antibodies are present in 95% of patients. Anti-Scl-70 is the most specific for dcSSc while anticentromere antibody is for 
lcSSc. Treatment aims to minimise disabling symptoms and avoid and/or treat complications.[1]  There has been evidence of 
an association between SSc and the development of ANCA associated vasculitis. In the largest study prevalence was 1.6%.[2] 

Case presentation  
A 71F presented with several weeks of fatigue, proximal muscle weakness, anaemia and pyrexia. She had a worsening 
CRP and AKI despite treatment with IV fluids and broad spectrum antibiotics. The patient’s medical history included an 8 
year Hx of lcSSc with Sjogrens features. Disease manifestations included interstitial lung disease, pulmonary hypertension, 
oesophageal dysmotility, calcinosis, talangectasia and Raynauds. Her lcSSC had been controlled on 3 monthly Flolan, 
mycophenolate, sildenafil, nifedipine and low dose prednisolone. She had contracted a mild covid-19 infection four weeks 
prior. The patient was Scl-70 -ve, Anti-Ro +ve and dsDNA +ve.   

Attempts were made to identify the source of infection including CTPET and Echo. These investigations showed mainly 
disease manifestations of her lcSSC (e.g. pericardial and pleural effusions). Her urine grew E. coli but blood cultures remained 
negative throughout. The patient had ++ protein and +++ blood in her urine. ACR was 116mg/mmol (figure 1).  

Investigations failed to identify an infective cause so a vasculitic screen was performed. The most common cause of AKI in 
scleroderma is scleroderma renal crisis. However, the presentation was not consistent with this. Vasculitis was thought to be 
unlikely as the patient had been taking immunosuppressant drugs. ANCA-MPO was strongly positive. The patient did not 
have any rashes or evidence of pulmonary haemorrhage although her eosinophils were raised and peaked at 0.81 x 109/l. 
Renal biopsy confirmed dual pathology with background scleroderma changes in addition to small and large artery lumen 
narrowing and inflammatory cell infiltration with crescent features. Evidence of acute vascular necrosis was also present. 
The patient had no signs of alveolar haemorrhage making microscopic polyangiitis the likely diagnosis. The patient was 
started on Rituximab induction therapy with 1mg/kg of prednisolone. Rituximab has been used in disease refractory to high 
dose steroids and immunosuppressants.[3] With treatment the patients CRP, ACR, MPO-ANCA and pyrexia and weakness 
improved 
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(figure 1).  

Figure 1: (a) A graph showing how ACR (blue) and MPO-ANCA (orange) improved in the days post presentation. (b) A graph showing the change in 
Creatinine (blue) and CRP (orange) over time from diagnosis. 

Discussion and conclusions  
This case depicts an unusual presentation of vasculitis in a patient with long standing lcSSc. Despite already being on 
immunosuppressants the patient developed inflammatory changes of the small and medium arteries and resultant AVN. 
The patient also contracted AAV post covid-19 infection. There have been a number of case reports detailing an association 
between the development of vasculitis post covid-19 vaccination or infection.[4] It is possible that this acted as a trigger here. 

SSc can in rare cases be associated with vasculitis, AAV being the most common. SSc is more often associated with occlusive 
vasculopathy in scleroderma renal crisis than AAV. 

Differentiating between AVN and SRC is vital to allow adequate treatment to be started.

High dose steroids are usually avoided in SSc so as not to cause SRC.[5] However, they are the mainstay of treatment in 
AVN. in view of the rapidly progressive nature and high mortality rate associated with SSc-AAV it is imperative that the 
correct diagnosis is made quickly so that treatment can be initiated. In cases of AKI in SSc where the presentation is thought 
to be atypical of SRC timely renal biopsy and ANCA screen is vital.  

This case depicts the importance of keeping an open mind considering potential differential diagnoses when initial treatment 
is unsuccessful.  

References
1 Rongioletti F, Ferreli C, Atzori L, Bottoni U, Soda G. Scleroderma with an update about clinico-pathological correlation. 
G Ital Dermatol Venereol. 2018 Apr;153(2):208-215.
2 Derrett-Smith EC, Nihtyanova SI, Harvey J, Salama AD, Denton CP. Revisiting ANCAassociated vasculitis in systemic 
sclerosis: clinical, serological and immunogenetic factors. Rheumatology (Oxford). 2013 Oct;52(10):1824-31.
3 Arad U, Balbir-Gurman A, Doenyas-Barak K, Amit-Vazina M, Caspi D, Elkayam O. Antineutrophil antibody associated 
vasculitis in systemic sclerosis. Semin Arthritis Rheum. 2011 Oct;41(2):223-9.
4 Izci Duran T, Turkmen E, Dilek M, Sayarlioglu H, Arik N. ANCA-associated vasculitis after COVID-19. Rheumatol Int. 
2021 Aug;41(8):1523-1529.
5 Trang G, Steele R, Baron M, Hudson M. Corticosteroids and the risk of scleroderma renal crisis: a systematic review. 
Rheumatol Int. 2012 Mar;32(3):645-53.
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Young Investigator Award

Dr Ashley Elliott
Specialist trainee and Clinical Academic at the Wellcome-Wolfson Institute for Experimental 
Medicine, Queens University Belfast. 
Dr Ashley Elliott is a medical graduate of Queen’s University Belfast undertaking foundation 
and post foundation training in both Northern Ireland and Melbourne, Australia. He is 
currently in the final year of rheumatology training in Northern Ireland and a PhD candidate 
at QUB. He has a MSc in Internal Medicine from the University of Edinburgh and a post 
graduate diploma in Medical Education from QUB.  He is the recipient of the Doris Hillier 
BMA research foundation award, GRAPPA Pilot Research Grant and ISR Rheumatology 
Patient Initiative fund to carry out work in Psoriatic Arthritis. He is a member of GRAPPA Enthesitis treatment 
guideline group and DUET Ultrasound study group and the EULAR study group on microcirculation in Rheumatic 
Disease. He is the current Northern Ireland BSR trainee representative and a host of the Talking Rheumatology 
podcast. His areas of interest include spondyloarthropathy, musculoskeletal ultrasound, proteomics and nail fold 
capillaroscopy.

Protein biomarkers associated with enthesitis in 
psoriatic arthritis
Author(s)
Dr Ashley Elliott (1) Dr James Waddington (2) Joy Zhou 
(2) Bruna Wundervald (3) Dr Gary Wright (4) Dr Adrian 
Pendleton (4) Prof Oliver FitzGerald (5) Prof Steve 
Pennington (2, 5) Dr Madeleine Rooney (1)
Department(s)/Institutions
1) Centre for Experimental Medicine Queens University 
Belfast 2) Atturos, Dublin, Ireland 3) Maynooth University, 
Hamilton Institute, Kildare, Ireland 4) Musgrave Park 
Hospital, Belfast 5) Conway Institute for Biomolecular 
Research, University College Dublin, Ireland
Introduction
The presence of enthesitis in PsA may provide clues to 
disease pathogenesis, aid diagnosis and contribute to poor 
prognosis. Ultrasound is an invaluable tool in assessing 
entheseal disease but is time consuming and requires 
training. We investigated whether enthesitis may be 
measured by changes in serum proteins therefore allowing 
us to better understand, diagnose and treat the condition
Aims/Background
To use mass spectrometry-based proteomics to identify 
protein biomarker candidates that may be associated with 
those PsA patients who suffer from enthesitis
Method
Serum was collected from an observational study with PsA 
patients who fulfilled the CASPAR criteria and were ≥ 
18yrs. All patients were due to commence on first biologic 
treatment. The MAdrid Sonographic Enthesitis Index 
(MASEI) assessed ultrasound confirmed enthesitis with 
a score of ≥ 18 signifying significant enthesitis and 200 
candidate proteins. The MRM data was analysed in three 
ways: 1) Raw with no normalisation 2) Normalisation to 
7 stable isotopically labelled peptide spike-ins (SIL7) 
correcting for fluctuations in sample injections/mass 
spectrometry loading; and, 3) Normalisation to a set of 
endogenous peptides representing total serum protein 
abundance (TSPA) and correcting for different amounts 
of total serum across samples. Univariate analyses and 
multivariate machine learning Random Forest (RF) 
modelling were performed

Results
Eighty samples were analysed. Twentynine patients had 
a MASEI score of < 18 [36.25%] and 51 a score > 18 
[63.75%]. We identified 35 candidate protein biomarkers 
across all analyses included in figure 1. RF multivariate 
analysis of all data revealed a set of peptide signatures with 
the ability to differentiate between MASEI scores: < 18 vs 
≥ 18. Three RF models generated had a testing and training 
AUC of 0.789 [95% CI 0.65, 0.93] 0.953 [0.92, 0.98] 
(Raw), 0.83 [0.74, 0.94], 0.972 [0.96, 0.99] (TSPA7) and 
0.845 [0.72, 0.97], 0.966 [0.94, 0.99] (SIL7) respectively
Conclusions
We have identified, within this small cohort, a panel of 
serum proteins which are associated with enthesitis in 
PsA. Verification of these findings in a larger, independent 
dataset is the next required step
Figure
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22A101 (ABSTRACT 1)  ORAL PRESENTATION

The TICOG Study (Tight Control of Gout) A Randomized 
Controlled Trial of Targeted Versus Conventional 
Treatment for Gout, Including Ultrasonography
Author(s)
Dr N McKee, Dr S Black, Dr A McShane, Dr J McKnight, Dr A 
Pendleton, Dr A Taggart, Dr G Wright
Department(s)/Institutions
Department of Rheumatology, Musgrave Park Hospital, Belfast 
Health and Social Care Trust
Introduction
Gout is an inflammatory arthritis triggered by monosodium urate 
crystal deposition in joints, bone and soft tissues. ‘Treat to target’ 
approaches have been validated in conditions including rheumatoid 
and psoriatic arthritis, with distinct benefit to the patient. In gout, 
treat to target has been shown to result in reduced flare frequency and 
tophi and improved quality of life.
Aims/Background
Current EULAR and BSR guidelines recommend control of serum 
uric acid (SUA) ≤ 0.30 and ≤0.36 mmol/L respectively. The 2020 
ACR guideline recommends ULT dose titration guided by serial 
urate, with a target of <6mg/dl (<0.36mmol/L).
This non-blinded, randomised controlled trial compared 
conventional management with monthly ULT titration on achieving 
and maintaining SUA at the target level of ≤0.30mmol/L.
Method
110 patients were prospectively recruited and randomly allocated. 
The conventional treatment cohort were reviewed at 0, 6 and 12 
months with ongoing care via GP. The tight control cohort were 
reviewed at monthly intervals for 12 months.
All patients commenced Allopurinol 100mg daily plus anti-
inflammatory/colchicine or steroid, as flare prophylaxis. Any patient 
with a contraindication to Allopurinol was prescribed Feboxustat 
80mg daily. Both groups were educated and advised to have dose 
escalation until target SUA of 0.30mmol/l was achieved. Ultrasound 
assessment of greyscale synovitis, erosion and tophus was compared 
at month 0 and 12.
Results
89.4% of patients in the tight control arm achieved urate of ≤0.30, 
compared to only 39.6% in the conventional group (P-value <0.001). 
This reflects a change in SUA of 37.6% and 18.0% in the tight and 
conventional cohorts respectively (confidence interval 12.4-26.9).
Reduction in greyscale synovitis at the knee was demonstrated, with 
improvement observed in 63% of the tight control group compared 
to 14% of the conventional group (p-value 0.043, confidence interval 
0.01-0.97). There was also reduction in tophus size at the first 
MTP joint: median decrease of -4.65mm in the tight control group 
compared to -0.30mm in the conventional arm (p value 0.003).
Conclusions
This study demonstrates that tight control of gout leads to statistically 
significant improvements in SUA and improvement of ultrasound 
features.

22A110 (ABSTRACT 2)  ORAL PRESENTATION

Pulmonary Vascular Dysfunction Occurs in Association 
with Hyperuricaemia: Assessment by a Novel Non-
Invasive Measurement of Pulmonary Pulse Wave Transit 
Time

Author(s)
Rachael Flood, Diarmuid O’Brien, Khalid Muhammad, David Kane, 
Ronan Mullan
Department(s)/Institutions
Rheumatology Department, Tallaght University Hospital
Introduction
Hyperuricaemia is common in pulmonary hypertension (PH) and 
correlates with poor outcomes. Uric acid through its role in nitric 
oxide inhibition and endothelial dysfunction has been suggested 
as a potential mediator of PH. Right heart catheterization (RHC) is 
the diagnostic gold-standard in PH, due to its invasive nature other 
methods are required. Pulmonary Pulse Wave Transit Time (pPTT) 
is a novel, validated echocardiographic measurement of increased 
pulmonary vascular tone in PH, defined as the delay between onset 
of ventricular electrical activity and arrival of the pulse wave in the 
pulmonary vein by Doppler echocardiography, pPTT is shortened in 
PH.
Aims/Background
Following validation of pPTT in patients with confirmed PH, we 
assessed pPTT in a gout cohort before and after urate lowering 
therapy.
Method
Patients with RHC confirmed PH versus matched controls underwent 
baseline anthropomorphic assessment and focused echocardiograms. 
pPTT was calculated as the time interval between the R-wave on 
the ecg and corresponding onset of RVOT pulse Doppler flow 
velocity (R-RVOT) minus the time between the R-wave on the 
ecg and the corresponding peak late-systolic pulmonary vein flow 
velocity (R- PVs2) normalized to cardiac cycle length. Untreated 
hyperuricaemic(>420umol/L Men, >360umol/L Women) gout 
cases vs normouricaemic controls were recruited and underwent 
reassessment after a 3 month period of sUA within target range 
following treatment.
Results
R-PVs2 was reduced in PH cases(mean ± SE)(N=10. 167.40msec 
±10.5) versus controls(N=13. 208.95msec ±17.01,P<0.05.) 
pPTT was reduced in PH cases (0.104 ±0.01) versus controls 
(0.168±0.02,P<0.01). R-PVs2 was reduced in hyperuricaemic gout 
cases (N= 22 176.63msec ± 11.6) versus controls(N=15 200.75msec 
±15.73 P= 0.20) There was a significant reduction in pPTT in 
hyperuricaemic gout cases (0.12 ± 0.02) versus controls (0.16 
±0.01,P<0.05.) pPTT was reassessed in 13cases following a period 
of 3months of normal sUA levels. sUA level was reduced (umol/L) 
between baseline(487.15 ±24.15) and 3months (309.38 ±20.78 
P=<0.01). There was a non-significant increase in mean R-PVs2 from 
baseline(159.42ms ±14.37) and three months(168.84ms ±10.94) and 
non- significant increase in mean pPTT from baseline(0.09 ±0.02) 
following 3months(0.12 ±0.02)
Conclusions
pPTT is a novel non invasive method of accessing pulmonary 
haemodynamics. Patients with hyperuricaemia have shortened 
pPTT indicative of pulmonary vascular dysfunction.

17



18

Figure 1

Figure 2
 

22A139 (ABSTRACT 3)  ORAL PRESENTATION

The Feasibility of Remote Spirometry Monitoring 
in Patients with Connective Tissue Disease Related 
Interstitial Lung Disease (CTD-ILD)
Author(s)
Wan Lin Ng (1), Rebecca O’Farrell (1), Anja Schweikert (2), 
Donough Howard (1), Killian Hurley (2,3), Laura Durcan (1)
Department(s)/Institutions
(1) Department of Rheumatology, Beaumont Hospital (2) Tissue 
Engineering Research Group, Royal College of Surgeons in Ireland 
(3) Department of Respiratory Medicine, Beaumont Hospital
Introduction
CTD-ILD has a poor prognosis. We hypothesise that timely 
intervention, including anti-fibrotics and immunosuppression, 
improves this. Remote monitoring, using a handheld spirometer and 
oximeter, may allow us to identify markers of disease progression 
earlier.
Aims/Background
This study was designed to establish the feasibility of remote 
spirometry monitoring in CTD-ILD patients, with unique challenges 
such as Raynaud’s phenomenon and impaired hand function, and 
compare them to patients with ILD, both familial and idiopathic.

Method
Patients with CTD-ILD, idiopathic pulmonary fibrosis (IPF) and 
familial pulmonary fibrosis (FPF) were recruited, as part of a 
longitudinal study (REIDD). Participants were given a handheld 
MIR Spirobank spirometer and pulse oximeter to record spirometry 
and oximetry daily. The devices are paired via Bluetooth to the 
patientMpower app to generate a real-time electronic health journal. 
The highest readings of the day are collected for this study.
Results
110 patients were recruited. To date, we have data on 39 patients 
with CTD-ILD, 21 IPF and 12 FPF. The median ages in each group, 
CTD-ILD, IPF and FPF was 66, 74.5 and 74 years respectively. 
45.8% were male. Median forced vital capacity (FVC) was 75.71% 
predicted in the CTD cohort, 79.06% in IPF and 63.09% in FPF. A 
total of 2499 FVC readings were obtained from the CTD-ILD cohort 
compared with 2710 in the non CTD-ILD cohorts. The median 
oxygen saturation (SpO2) was 96% in all three cohorts. 6.9% (3/39) 
in the CTD-ILD required ear-probe oximeter due to poor uptake 
secondary to Raynaud’s phenomenon.
Conclusions
This preliminary data demonstrates that monitoring FVC remotely 
is feasible in patients with CTD-ILD and may be a novel, patient-
centred, approach in the detection of patients with ILD allowing 
early intervention and treatment. Despite Raynaud’s in many of the 
CTD-ILD cohort, there were only rare issues with finger-probe pulse 
oximetry reading, and patients with impaired hand function due to 
arthritis or cutaneous scleroderma had no problem with using the 
patientMpower device. This is important as this is a group which 
would not previously been considered for home monitoring and 
an increasing body of evidence supports early intervention in their 
disease to improve outcomes.

Figure
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22A120 (ABSTRACT 4) ORAL PRESENTATION

Investigation of the role of Peptidylglycine Alpha-
Amidating Monooxygenase in Rheumatoid Arthritis 
Synovial Fibroblast mediated Tissue Damage
Author(s)
Kevin J. Sheridan(1), Emma R. Dorris(1), Christopher D. Buckley(2) 
and Anthony G. Wilson(1)
Department(s)/Institutions
(1) University College Dublin Centre for Arthritis Research, 
Conway Institute, University College Dublin (2)Kennedy Institute 
of Rheumatology, University of Oxford.
Introduction
The minor C allele variant of rs26232 SNP, located within the first 
intron of the MACIR gene, is associated with both risk of, and 
severity of, rheumatoid arthritis (RA). However, rs26232 genotype 
is not associated with either quantitative or qualitative differences in 
MACIR mRNA, suggesting that the genetic association is primarily 
related to another gene.



Aims/Background
This work aims to determine the biological basis of the association 
of rs26232 with RA.
Method
Gene expression was determined using qPCR. Gene knock-down 
was achieved using siRNA technology. Cellular invasiveness was 
determined using Matrigel-coated Boyden transwell chambers and 
migration was assayed using the scratch assay. Proliferation was 
quantified using BrdU ELISA and Caspase 3/7 levels were used to 
measure apoptosis. Transcriptome sequencing was carried out by 
Qiagen and differential expression evaluated using EdgeR. Synovial 
single cell transcriptome sequencing was performed on 4 different 
biopsy RA samples.
Results
rs26232 is an expression quantitative trait loci (eQTL) for 
peptidylglycine alpha-amidating monooxygenase (PAM) in RASFs, 
as revealed by analysis of online eQTL databases (GTEx portal and 
Open Targets Genetics) in multiple tissue types. The Pathobiology 
of Early Arthritis database (https://peac.hpc.qmul.ac.uk/) revealed 
highest levels of PAM expression in the fibrous synovial pathotypes 
compared with lymphoid- or myeloid-rich synovial pathotypes, and 
lower PAM levels were associated with increased systemic markers 
and synovial inflammation. Single cell RNAseq of RA synovial 
tissue revealed PAM expression to be restricted to RASFs, being 
highest in the recently identified tissue damaging subtype. Inhibition 
of PAM resulted in increased RASF proliferation (+36.97%; 
p=0.001) and invasion (+18.02%; p=0.022), and decreased apoptosis 
(-23.73%; p=0.0003). Transcriptomic analysis of RASFs treated with 
siPAM compared to control siRNA treated cells revealed 24 genes 
significantly differentially expressed; notably PRG4 (Lubricin), 
which acts as a joint lubricant and regulates cell growth, was reduced 
in siPAM treated cells (Log fold-change -1.4; FDR p-value= 0.042). 
Western blotting confirmed PRG4 protein levels drop following 
siPAM treatment of RASFs.
Conclusions
Our data reveals that PAM modulates tissue destruction mediated by 
RASFs and suggests that lower levels increase damage via effects 
on PRG4. Our ongoing work will concentrate on elucidating the 
molecular mechanisms by which influences RASF-mediated tissue 
damage.

22A140 (ABSTRACT 5)  ORAL PRESENTATION

Molecular Crosstalk Between the Mammalian Target 
of Rapamycin And The Hippo-Yap Pathway Mediates 
Rheumatoid Arthritis Synovial Fibroblast Activation.
Author(s)
Brianne Barker 1&2 , Megan Hanlon2&3, Viviana Marzaioli 2&3, 
Clare Cunningham2&3, Douglas Veale 3, Ursula Fearon 2&3 ,Mary 
Canavan 1&3
Department(s)/Institutions
1) Translational Immunopathology, School of Medicine and School 
of Biochemistry & Immunology, Trinity College Dublin 2) Molecular 
Rheumatology, School of Medicine, Trinity College Dublin 3) 
EULAR Centre of Excellence, Centre for Arthritis and Rheumatic 
Diseases, St Vincents University Hospital.
Introduction
One of the primary pathological cell types within the inflamed RA 
synovium are synovial fibroblasts (RASF). Strong evidence now 
exists to suggest that joint inflammation which is dominated by 
RASF may be refractory to current conventional treatments thus 
highlighting our need to understand the mechanisms that drive 
RASF pathogenicity. The mammalian target of Rapamycin or 
mTOR is a known master regulator of cellular metabolism, however 
understanding of its role in stromal cell biology, and fibroblast 
pathogenicity is unknown.

Aims/Background
To investigate the role of mTOR inhibition on cellular metabolism, 
migration, and invasion in RASF
Method
Bulk-RNASeq was performed as previously described on RA 
and HC synovial tissue. RASF were grown in culture +/-of TNFα 
+/-Rapamycin for 24hrs before the following assays were performed: 
Gene Expression via RT-PCR, Metabolic Function via Seahorse 
XFFlux Analyser, Flow-Cytometry, ELISA, Transwell Invasion 
Assays and Wound Repair Assays.
Results
Transcriptomic analysis of bulk-RNASeq revealed dysregulated 
expression of the mTOR pathway in RA synovial tissue compared to 
healthy donors. This dysregulation could be attributed to significantly 
increased expression of pS6, a downstream mTOR marker, 
specifically in RASF. Inhibition of mTOR signalling via Rapamycin 
results in decreased glycolysis, oxidative phosphorylation, and ATP 
synthesis coupled with decreased expression in HK2 and G6PD. 
Functionally, Rapamycin significantly effects RASF migration and 
invasion as demonstrated by significant decreases in TNFα-induced 
chemokine production (MCP-1 and RANTES), adhesion marker 
expression (ICAM-1) and matrix degrading enzyme production 
(MMP-1). Collectively, this results in an significant impairment 
in RASF migration and invasion following mTOR inhibition. Our 
data suggests a key role for mTOR in mediating RASF movement 
and invasion. We therefore hypothesised a role for the Hippo-YAP 
pathway in mediating these effects given its role in actin cytoskeletal 
rearrangement and cell motility. Indeed, transcriptomic analysis of 
bulk-RNAseq revealed increased expression of several components 
of the Hippo-YAP pathway in RA synovial tissue. Finally, we 
demonstrate crosstalk between the mTOR/Hippo-YAP pathway 
in mediating RASF invasive mechanism whereby Rapamycin 
significantly abrogates YAP expression and YAP inhibition 
significantly inhibits RASF invasiveness.
Conclusions
Collectively this study highlights a previously unexplored role for 
mTOR in RASF pathology via its interactions with the Hippo-YAP 
pathway.
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Tofacitinib inhibits T cell polarisation and 
polyfunctionality in inflammatory arthritis.
Author(s)
Achilleas Floudas, Viviana Marzaioli, Aine Gorman, Nuno Neto, 
Michael Monaghan, Orr C, Douglas J Veale, Ursula Fearon
Department(s)/Institutions
Molecular Rheumatology, Trinity College
Introduction
Inflammatory arthritis (IA) are chronic autoimmune diseases 
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characterised by progressive damage to the joint with detrimental 
effects for the patient’s quality of life. The JAK/STAT pathway 
inhibitor tofacitinib (CP-690 550) has been successfully introduced 
into the clinic, however its direct effect on T-cell responses and 
newly identified pathogenic polyfunctional T-cells requires further 
investigation.
Aims/Background
This study aims to assess the effect of tofacitinib on T-cell 
polyfunctionality, proliferation, metabolism and Treg suppressive 
capacity.
Method
The effect of tofacitinib on the polyfunctionality of peripheral 
blood and synovial tissue derived T-cells was evaluated with 
multidimensional flow cytometric analysis. T-cell proliferation 
was assessed and T-cell metabolism was examined by Fluorescent 
Lifetime Imaging Microscopy (FLIM). Naïve T-cell polarisation 
conditions towards Th1, Th2, Th17 and Treg cells were implemented 
and Treg suppressive capacity of autologous CD4 T-cells was 
evaluated.
Results
Tofacitinib significantly (***p<0.0001) inhibited T-cell activation 
as evident by marked reduction in PD-1/CD69/CD25 expression. 
Reduced activation was consistent with impairment of pathogenic 
polyfunctionality of peripheral blood and synovial tissue 
derived T-cells. The impact of tofacitinib on T-cell plasticity was 
further substantiated by reduced T-cell polarisation towards Th1 
(*p=0.039), Th2 (*p=0.02), T17 (*p=0.02) and Treg (*p=0.019) 
cells. Importantly, the suppressive capacity of established Treg cells 
was enhanced (*p=0.02) by tofacitinib. The aforementioned aspects 
of T-cell responses are linked to metabolic adaptation, tofacitinib 
impaired (*p=0.04) the metabolic switch of IA patient T-cells 
following activation.
Conclusions
Tofacitinib fundamentally alters T-cell responses and potentially 
limits pathogenic T-cell polyfunctionality by complementary 
mechanisms including the inhibition of metabolic programs and 
enhanced Treg suppressive capacity.

Figure
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Hyperuricaemia is Associated with Vascular Endothelial 
Dysfunction – The Impact of Hyperuricaemia on Flow 
Mediated and Nitroglycerin Mediated Dilatation of the 
Brachial Artery.

Author(s)
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Department(s)/Institutions
Department of Rheumatology, Tallaght University Hospital
Introduction
Hyperuricaemia has been associated with vascular endothelial 
dysfunction in cardiovascular disease. Elevated serum urate (sUA) 
has been shown to directly impair vascular endothelial cell(EC) 
function through inhibition of nitric oxide. Measurement of impaired 
endothelial-dependent dilation during coronary angiography 
remains the historical “gold-standard”, other approaches, including 
the measurement of brachial artery diameter via non-invasive 
ultrasound imaging, has been validated both as a sensitive predictor 
and surrogate endpoint in cardiovascular studies. Close concordance 
between these measurements with coronary artery endothelial-
dependent vasodilation have been established.
Aims/Background
Our objective was to compare vascular EC function in hyperuricaemic 
patients with normouricaemic controls via flow mediated dilatation 
(FMD) and nitroglycerin mediated dilatation (NMD) of the brachial 
artery and subsequent effect of treatment with urate lowering therapy 
(ULT).
Method
Following informed consent hyperuricaemic individuals (N = 34) 
underwent FMD and NMD studies of the brachial artery. Results 
were compared to age and sex matched normouricaemic controls 
(N=16). Changes in brachial artery diameter were expressed as 
percentage change relative to the baseline vessel diameter. Those who 
met the criteria for commencement of ULT underwent repeat studies 
after a period of three months (N=28) treatment with febuxostat or 
allopurinol.
Results
34 patients with hyperuricaemia(sUA > 380umol/L) and 16 
normouricaemic controls were recruited and consented for the 
study. Mean sUA was 474 and 283 umol/L in the case versus control 
group respectively. There was no significant difference in mean age 
(Mean± SE) (50.56± 2.7 v 42.6±3.3) eGFR ml/min/1.73m² (92.93± 
2.9 v 94.03±4.7 ) or total cholesterol (4.95± 0.2 v 4.77±0.2) between 
cases and controls respectively however there was a significantly 
greater BMI kg/m2 (33.2± 1.2v 25.94±1.0, P=<0.05) in cases. Cases 
had significantly impaired FMD(10.67%±1.40 versus 16.75%±2.10. 
*P=<0.05) and NMD(19.01% ±1.48 versus 33.23%±2.42.* = 
P<0.01) when compared with controls. 31 cases underwent treatment 
with ULT and repeat FMD and NMD studies post 3 months of 
therapy, there was a trend towards improved FMD and a significant 
improvement in NMD following treatment(N = 31, 23.66%±1.32 
P=<0.05).
Conclusions
These results suggest that hyperuricaemia is associated with 
impaired vascular endothelial dysfunction which may contribute to 
the increased risk of CVDs in this cohort.
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An audit of the nailfold capillaroscopy service in the 
Royal Victoria Hospital Belfast
Author(s)
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Department(s)/Institutions
Rheumatology Department, Royal Victoria Hospital, Belfast Health 
and Social Care Trust.
Introduction
Nailfold capillaroscopy is a method of examining the nail bed of 
patient’s with Raynaud’s phenomenon to assess for abnormalities 
and specific patterns that relate to connective tissue disease. 
Capillaroscopy forms part of the European and American diagnostic 
criteria for systemic sclerosis. Certain findings suggest a systemic 
sclerosis pattern - capillary dilatation, haemorrhage, and reduced 
capillary density. Capillaroscopy has been carried out at a 
rheumatology specialist nurse led clinic in the Royal Victoria Hospital 
since 2017. An audit carried out in 2018 after successfully piloting 
the clinic highlighted the possibility of enabling safe discharge of 
patient’s referred with Raynaud’s symptoms.
Aims/Background
To assess whether the capillaroscopy service has assisted in the 
discharge of patients referred to secondary care with Raynaud’s, and 
whether it has helped with diagnosis of connective tissue disease.
Method
We performed this audit in 2021 using a database of referrals to the 
service since 2017. Each patient’s medical history was reviewed using 
Northern Ireland’s electronic care record. We studied indications 
for referral, abnormal findings, comorbidities, if capillaroscopy 
contributed to diagnosis, and if the patient was discharged following 
capillaroscopy.
Results
In total we identified 107 patients. The main indication for referral 
was to differentiate between primary and secondary Raynaud’s. 
It enabled 43 patients with normal capillaroscopy findings to be 
discharged. These patients had Raynaud’s and non-specific symptoms 
e.g. rash, or mildly positive autoantibody with no other signs of CTD. 
For 25 patients capillaroscopy contributed to diagnosis of systemic 
sclerosis, undifferentiated CTD, SLE, dermatomyositis, and mixed 
connective tissue disease. It identified 15 patients with abnormal 
capillaroscopy findings who did not meet criteria for a particular 
disease and required ongoing follow up. Some had capillaroscopy 
findings of a systemic sclerosis pattern with anti-centromere 
positivity, Ro/La positivity, or PBC and need ongoing follow up for 
a probable diagnosis of systemic sclerosis.
Conclusions
Capillaroscopy is a non-invasive test that allows differentiation 
between primary and secondary Raynaud’s and allows safe discharge 
of many referrals querying secondary Raynaud’s. We also conclude 
that it can identify those who require ongoing close follow up for 
connective tissue disease particularly systemic sclerosis.
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An audit of fragility fracture care.
Author(s)
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Department(s)/Institutions
Tallaght University Hospital
Introduction
Fragility fractures are fractures that result from low-level trauma. 
Fragility fractures can cause substantial pain and disability, often 
leading to a reduced quality of life, with hip and vertebral fractures 
associated with decreased life expectancy. Many are preventable, 
and people with a prior fragility fracture are at particularly high risk 
of further fractures.
In Ireland, the predicted increase by 2030 in fragility fractures is 
58%, the highest of all EU countries.
Aims/Background
Our project aimed to assess the approach to patients admitted with 
fragility fractures in the Acute Medical Assessment Unit (AMAU) 
at Tallaght University Hospital (TUH). We assessed our adherence 
to practice guidelines set out by The European League Against 
Rheumatism (EULAR), recognising the importance of optimal acute 
care for patients aged 50 years and over with a recent fragility fracture 
and the prevention of subsequent fractures in high-risk patients.
Method
We identified patients admitted to the Acute Medical Assessment 
Unit with a diagnosis of fracture from 2017-2020. We collected 
information regarding patients’ demographics, type of fracture, 
hospital length of stay, pre-existing risk factors for osteoporosis/
fragility fractures, inpatient investigations, management, and 
outcomes and inputted this into an excel document.
Results
33 patients (18 female and 15 male) were admitted to the AMAU 
with fragility fractures from 2017-2020. The mean hospital length 
of stay was 7.3 days (median 6, range 1-23 days). The median 
patient age was 73 years old (range 46 – 93 years old). None of the 
patients included had a formal assessment of their long-term risk of 
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fracture using the validated algorithms (such as FRAX, Garvan, or 
Q-Fracture). Astonishingly only 36.3% had a DEXA scan requested. 
Overall, a third of the patients admitted with fragility fractures (n=11, 
33.3%) were not prescribed treatment on discharge.
Conclusions
Our results and conclusions support the need for a national policy 
addressing all individuals at high risk of fragility fracture, ensuring 
they are appropriately assessed and treated. The results were 
presented locally at weekly teaching sessions and ground rounds. 
Regular teaching sessions with all staff raised physician awareness 
with regard to fragility fracture assessment and prevention. We plan 
to reaudit in one year.
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Long-Term steroid-free remission in patients with giant 
cell arteritis treated with tocilizumab
Author(s)
Dr. Robert Harrington Prof. John Carey Dr. Richard Conway All 1st 
authors
Department(s)/Institutions
Rheumatology Department University Hospital Galway (UHG) and 
Merlin Park University Hospital (MPUH)
Introduction
Giant cell arteritis affects 1-2% of the elderly and can lead to 
significant morbidity and increased mortality. While corticosteroids 
have been the cornerstone of treatment for half a century, recent 
evidence suggests that IL-6 blockade with tocilizumab can 
significantly reduce the steroid burden. The duration of treatment 
and long-term benefits however remain unclear.
Aims/Background
This single centre retrospective case series of GCA patients intended 
to examine the use of tocilizumab in real world practice. The principal 
aims were to analyse the efficacy of TOC in obtaining clinically 
disease-free remission, quantify the reduction in cumulative steroid 
dose over time, and to examine the effect of this reduction on bone 
health.
Method
Patients with a diagnosis of GCA were identified via an electronic 
departmental database. Temporal artery biopsy results, clinical 
features, acute phase reactants at diagnosis and steroid taper 
were all extracted. Relapse was defined either as return of typical 
clinical features with or without resultant corresponding CRP rise. 
Reintroduction of prednisolone with rapid resolution of symptoms 
was deemed to be confirmatory of relapse in the latter scenario.
Results
A total of 18 GCA patients treated with TOC were identified. 6 

received TOC at induction while flare or unacceptable steroid 
adverse events necessitated TOC introduction in the other 12. 72.2% 
(13/18) of patients achieved long term remission once tocilizumab 
was introduced. 94.4% (17/18) were ultimately steroid free. The 
mean time on TOC was 4.14 years with 6 patients treated for over 5 
years. The longest time on TOC is 8.77 years in one patient.
The mean cumulative prednisolone dose at 3 years in the prednisolone 
first group was 7860mg (IQR1 6651, IQR3 10202) vs. 4818mg 
(IQR1 2721, IQR3 4959) in the TOC induction group, i.e. a 38.7% 
reduction in cumulative prednisolone dose with TOC. 41.6% (5/12) 
developed osteoporosis in the pred first group while there were no 
cases in the TOC induction group.
Conclusions
Long-term steroid-free remission with tocilizumab is a realistic 
therapeutic goal for many GCA patients. The reduction in cumulative 
steroid dose is readily apparent but questions regarding the duration 
of TOC treatment, frequency of dosing and possible withdrawal of 
TOC over time remain.
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Progression of Psoriatic Arthritis: Early Results of a 10-
yr Prospective Study
Author(s)
Sonia Sundanum, Hannah Darcy, Philomena Gallagher, Francis 
Young, Lorraine O’Neill, Doug Veale
Department(s)/Institutions
Centre for Arthritis and Rheumatic Diseases, Dublin Academic 
Medical Centre, University College Dublin , Rheumatology, Dublin, 
Ireland
Introduction
PsA was initially considered to be a relatively mild disease but 
evidence has now demonstrated that PsA can be destructive and 
progressive with a substantial impact on QoL and function.
Relatively few centres have studied the rate of disease progression 
prospectively or factors predicting progressive disease.
Aims/Background
To study the evolution of PsA subgroups and assess the frequency 
of progression of disease in a prospectively studied cohort of PsA 
patients attending our rheumatology department.
Method
We identified a cohort of PsA patients attending the PsA clinic; who 
had been the subject of a previously published prospective study at 
our institution, carried out by M.Haroon et.al during 2011-2012.
Our study is been approved by the SVHG Medical REC.
Consenting patients undergo standardised examination of peripheral 
joint and axial involvement, skin and nail psoriasis assessments, 
functional assessment using validated tools including mHAQ as well 
as standard radiographs of hands, feet and sacroiliac joints.
As part of further objectives of our study, patients undergo a standard 
ultrasound of peripheral joints, blood sampling for PBMCs and 
serum analysis.
Here we report preliminary between group differences for a subset 
of patients included to date. Analysis was carried out using SPSS-
statistics-package-26.
Results
46 patients have been included to date, 17 patients have died since 
inclusion in the initial cohort in 2011-2012(table 1).
6 patients changed disease subgroup from oligoarticular to 
polyarticular pattern and 2 patients developed arthritis mutilans. 
New onset of erosive disease was noted in 5(10.9%) patients.
Conversely, outcomes of skin psoriasis improved with significant 
reduction in PASI scores and nail involvement(table 2).
There was a decrease in the frequency of all oral csDMARD used to 
treat PsA at follow-up with a significant reduction in methotrexate 
prescribing (50% at baseline vs 32.5% at follow-up, p<0.39).
Conclusions
Peripheral joint disease is progressive in a subset of patients with 
PsA. This reinforces the need for effective therapy and monitoring. 
As more patients are included in our study, we aim to evaluate 
clinical and biological factors that could play a role in predicting 
progression.
We acknowledge the work carried out by M.Haroon et.al regarding 
the baseline cohort who are being followed as part of this study.

22A144 (ABSTRACT 12) PREMIER POSTER 6

How Gender can impact Disease activity and outcome 
for patients suffering from inflammatory arthritis
Author(s)
Veale James, Murray K, Young F, Turk M, Saber T, Orr C.
Department(s)/Institutions
EULAR Centre for Arthritis and Rheumatic Diseases, St.Vincents 
University Hospital UCD
Introduction
Gender affects many different diseases and has never been examined 
on a long-term basis in area ofInflammatory Arthritis (IA) before. 
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Impacts of gender on IA patients were then analysed and interpreted.
Aims/Background
This study examines impacts of gender on disease-activity at baseline 
and long-term outcome, in addition to examining the influence of 
gender in patients with Inflammatory Arthritis (IA).
Method
Patients with IA (RA n=266; PsA n=127) were recruited 
prospectively from a biologic clinic over a 12-year period. Disease-
activity outcomes were analysed at baseline on commencing therapy 
and at 1 and 12-years. Demographics, medications, morning-
stiffness, patient global health score, tender and swollen joint counts, 
autoantibody status, CRP and HAQ were collected. Outcomes at 1 
and 12-years were reported, persistence and remission were defined 
by the EULAR-Criteria.
Results
A total of 393 patients with IA were analysed (270-females). At 
baseline, several measures of disease severity were significantly 
higher in females when compared with males. These included TJC28 
(p<0.01), VAS (p<0.05), HAQ (p<0.05) and DASCRP28 (p<0.001). 
After a median follow-up of 12 years, similar findings were identified 
between genders for TJC, VAS and DAS28 (all <0.05).
At 1-year follow-up 35.3% of females achieved remission in 
comparison to 60.7% of males (p<0.05), a gender difference 
(57.1%-females:86.1%-males) maintained at 12 years (p<0.05). 
Biologic therapy drug survival at 12-years was higher in males 
(52.1%) vs females (39.2%) (p<0.01). A sub-analysis demonstrated 
that CRP, SJC, TJC and DAS28 were significantly higher for 
RA females compared to PsA females at baseline and over time 
(all-p<0.05). Finally, PsA cohorts achieved remission earlier than RA 
cohorts regardless of gender (p<0.05)
Conclusions
This study identified higher disease-activity in females with 
inflammatory arthritis at baseline and 12-years follow-up. 
Furthermore, PsA subjects experienced better responses compared to 
RA, regardless of gender. Finally, the rate of remission and biologic 
drug survival is higher in males compared to females. Our data 
suggests that gender is a significant factor in disease activity and 
responses to treatments.

22A147 ABSTRACT 13      PREMIER POSTER 7

Rituximab and Severe COVID-19 Illness: A Case-Control 
Study
Author(s)
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Dublin 3 Our Lady’s Hospital, Manorhamilton 4 University Hospitals 
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Introduction
The COVID-19 pandemic has had a dramatic impact on global 
health, and the practice of medicine. Many rheumatology patients are 
at increased risk of infection, partially attributable to their disease, 
age, co-morbidities, and rheumatic treatment.
Aims/Background
Studies show older age, obesity, smoking, severe or active 
inflammatory disease, and glucocorticoids are significant risk factors 
for hospitalisation and death in these populations, and more recently 
rituximab treatment. Published Irish studies show almost 1 in 2 
infected rheumatic patients were hospitalised and 10% died.

Method
We performed a case-control study across 3 rheumatology centres in 
the Republic of Ireland to identify which risk factors are associated 
with severe COVID-related illness among patients treated with 
rituximab for their underlying disease. The cases include those who 
had a documented COVID-19 infection, broken down into mild and 
severe (hospitalised and/or died) while the controls were those who 
were not infected.
Results
Preliminary data are available for 277 patients: 180 (65%) are women, 
mean age of 65.7 years (Range: 23 – 97), mean BMI: 29.9 (Range: 
16.5 – 45.2 ). 127 (46%) patients had 1 or more COVID-19 infections 
in the past 3 years, 30 (24%) of whom required hospitalisation. 15 
(5%) patients died, 6 (2%) related to COVID-19 infection, 9 (3%) 
related to other causes.
Preliminary analyses (see Table 1) show those with a mild COVID-19 
illness were younger, had a lower BMI and were less likely to be 
female or taking glucocorticoids than those who experienced severe 
COVID-19 illness. Further Analyses are underway.
Conclusions
Our results suggest the majority of rituximab-treated patients who 
had a COVID-19 illness did not require hospitalisation, while 
COVID-related mortality was <5%. These results have important 
implications for rheumatic patients treated with rituximab.

Figure
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Pregnancy outcomes from the Rheumatology Obstetric 
Service clinic
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Introduction
Rheumatic Musculoskeletal Diseases (RMD) affect women 2-3 times 
more than men and commonly occur in the reproductive years. Active 
disease in pregnancy is associated with adverse outcomes. Careful 
planning, combined management and good disease control before 
and throughout the pregnancy are essential. The Rheumatology 
Obstetric Service (ROSE) was established to improve pregnancy 
outcomes for patients with RMD.
Aims/Background
This study aims to describe the pregnancy outcomes in patients with 
RMD attending the ROSE clinic.



Method
Patient demographics, characteristics, and pregnancy outcomes were 
collected from 150 patients attending the ROSE clinic between 2018 
and 2022
Results
Of the 150 pregnancies, 97.3% ( n=146) had a live birth. Normal 
vaginal delivery occurred in 47.2%(n=69) ,16.4% (n-= 24) 
experienced an emergency c-section. Pre-term birth occurred in 
5.4%. Neonatal ICU admission was required in 8.2% (n=12). 
Maternal adverse outcomes occurred in 15% (n=22) , 50% (n=11) of 
which were maternal infections.
Conclusions
This study describes the pregnancy outcomes of RMD patients 
attending the ROSE clinic.

22A150 (ABSTRACT 15)                            PREMIER POSTER 9

Synovial fibroblast populations associated with 
invasive function differ between RA and PsA, functional 
capacity of which are driven by immune-cell derived 
cytokines.
Author(s)
Tynan O, Floudas A, Neto N, Monaghan M, Wade S, Orr C, Veale 
DJ, Fearon U.
Department(s)/Institutions
Molecular Rheumatology, Clinical Medicine, Trinity Biomedical 
Science Institute, Dublin, Ireland. Eular Centre for Arthritis and 
Rheumatic Diseases, St Vincent’s University Hospital, University 
College Dublin, Dublin, Ireland.
Introduction
Rheumatoid Arthritis (RA) and Psoriatic Arthritis (PsA) encompass 
two of the most common forms of Inflammatory Arthritis (IA). 
While common pathogenic mechanisms are involved in driving 
inflammation in both arthropathies there are significant differences, 
including the presence/absence of autoantibodies, immune-cell 
infiltrates, molecular signalling, entheseal involvement and response 
to therapy.
Aims/Background
To identify the phenotypic and functional characteristics that define 
distinct synovial fibroblast (FLS) populations and function in RA vs 
PsA, with implication for the inflammatory responses.
Method
Single cell (Sc) RNAseq was performed on RA and PsA synovial 
cell suspensions. FLS populations were defined by advanced 
bioinformatic analysis. Primary RA and PsA FLS were characterised 
by Aurora flow cytometry, and then sorted to examine functionality 
including invasion assays, metabolic capacity by Seahorse and 
FLIM, endoplasmic reticulum stress by immunofluorescent 
staining, and secretion of pro-inflammatory cytokines and matrix 
metalloproteinases by ELISA/MSD multiplex assays..
Results
ScRNAseq analysis demonstrated 11 distinct FLS populations in 
RA and PsA. FAPα+THY1+ invasive FLS were enriched in RA 
patients. Flow-cytometric cell sorting of RA and PsA synovium 
further identified the existence of specific subgroups of FLS in 
RA vs PsA, with FAPα-THY1- expressing FLS displaying a 
marked predominance in PsA whereas FAPα+THY1+ FLS are 
more predominant in RA. ScRNAseq receptor-ligand interactions 
demonstrated that T cell-derived TGF-β and macrophage derived IL-
1β synergistically drive the transcriptional profile of FAPα+THY1+ 
invasive FLS in RA. We further demonstrated at a functional level 
that IL-1B and TGF-B synergistically interact to promote secretion 
of pro-inflammatory cytokine IL-6, cell surface expression of the 
adhesion molecule ICAM-1, in addition to secretion of MMP3. 
Furthermore, this synergistic interaction also altered the metabolic 

profile of the RA FLS, driving them towards a more glycolytic 
phenotype, which supports their invasive phenotype. This was 
paralleled by changes in endoplasmic reticulum stress and bound/
unbound NADH, further supporting mitochondrial dysfunction and 
invasive function.
Conclusions
Distinct FLS subtypes were identified in RA and PsA, the invasive 
phenotype of which were driven by synergistic interactions between 
T-cell and macrophage derived cytokines. Blocking specific immune-
stromal cell interactions may offer new therapeutic intervention in 
RA and PsA.

22A151 (ABSTRACT 16) PREMIER POSTER 10

Distinct stromal and immune cell interactions shape the 
pathogenesis of Rheumatoid and Psoriatic arthritis
Author(s)
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Introduction
Rheumatoid(RA) and psoriatic arthritis(PsA) are common 
autoimmune diseases of unknown aetiology characterised by complex 
synovial pathology with a detrimental effect on the patient’s quality 
of life. Recent implementation of single-cell transcriptomic analysis 
of sorted synovial cells has revealed the diverse cellular landscape of 
the RA synovial stromal and immune cell compartments.
Aims/Background
To combine novel scRNAseq and ex-vivo assays in order to: identify 
differences in the cellular landscape of RA and PsA synovial tissue 
inflammation and immune – stromal cell interactions that drive 
pathology in RA and PsA.
Method
Single-cell profiling of 178,000 synovial-tissue cells from 5PsA and 
4RA patients, importantly, without prior cell sorting, enabled the 
generation of a unique cell-atlas of intact synovial tissue identifying 
immune-stromal cell interactions. Construction of receptor-ligand 
interaction networks with further in-vitro validation of stromal-
immune cell crosstalk through flow cytometric analysis, ELISA and 
mitochondrial and single cell metabolic profiling by multiphoton and 
florescent lifetime imaging microscopy, seahorse.
Results
Distinct points of transcriptomic 
deviation and convergence 
between RA and PsA were 
identified for each of the 
major cell-types of the joint. 
Importantly, we report distinct 
fibroblast and endothelial 
cell transcriptomes indicating 
differentially abundant 
subpopulations in RA and 
PsA characterised by distinct 
transcription factor usage and 
signalling pathway enrichment. 
Specifically transcriptomic 
imputation analysis revealed 
abundance of invasive 
FAPα+THY1+ in RA compared 
to PsA synovial tissue. In 
order to identify potential cell-
cell communication driving 
inflammation in RA and PsA, 
novel receptor-ligand interaction networks were generated and 27
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downstream of the receptor, target characterisation was performed. 
Herein, we identify RA-specific synovial T cell-derived TGF-b and 
macrophage IL-1b synergy in driving the transcriptional profile 
of FAPα+THY1+ invasive synovial-fibroblasts, expanded in RA 
compared to PsA synovial tissue biopsies(Figure). Ex-vivo treatment 
of RA patient synovial fibroblasts identified TGF-b and IL-1b 
synergy are a major driver of IL-6 production, fibroblast activation 
and adhesion molecule expression. Interestingly, the aforementioned 
proinflammatory changes of RA patient synovial-fibroblasts were 
coupled with significant alterations in mitochondrial eccentricity 
and a marked metabolic adaptation towards a strongly glycolytic 
profile(Figure).
Conclusions
Disrupting specific immune-stromal cell interactions offers novel 
opportunities for targeted therapeutic intervention in RA and PsA.
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22A103 (ABSTRACT 17)  REGULAR POSTER 11

Hydroxychloroquine Retinal Toxicity- What can we 
improve?
Author(s)
Dr Sarah Stewart,  Dr Gary Wright 
Department(s)/Institutions
Musgrave Park Belfast
Introduction
As Rheumatologists, we are treating patients with Hydroxychloroquine 
on a regular basis. We all know the dreadful potential side effect of 
retinal toxicity and blindness.
Aims/Background
This year we have had 5 patients who have suffered retinal toxicity as 
a result of Hydroxychloroquine treatment and we need this number 
to be 0.
Method
Taking the Royal College of Ophthalmologists Clinical Guidelines 
for Recommendations on monitoring for Hydroxychloroquine 
Retinopathy from December 2020, I looked at these patient’s details 
to ensure they were monitored appropriately and to see if there is any 
way damage could be prevented in the future.
Our patients were all commenced on Hydroxychloroquine before 
2020, so I have ensured they were reviewed according to previous 
guidance. We should then look at the new guidance and see how we 
can reduce risk and increase compliance.
Results
For all of our patients there was something wrong with either their 
dosing or the frequency of their monitoring for retinal toxicity. 
Every patient also had a previous eye co-morbidity prior to 
Hydroxychloroquine being prescribed.
Conclusions
1. When prescribing Hydroxychloroquine, record weight, eGFR, 
concurrent Tamoxifen, previous eye disease.
2. Do not prescribe a larger dose than 5mg/kg IDEAL BODY 
WEIGHT- if for some reason you must, make sure patient is referred 
to ophthalmology from day of prescription and state the reason for 
early monitoring is due to dose >5mg/kg
3. Patients on Hydroxychloroquine >5years- letter to ophthalmology 
at each review- a letter should probably go automatically from all of 
these patients records on a yearly basis
4. Make patient aware at time of prescription if any visual changes, 
including change in colour vision, stop the drug and see optician/
contact us.
4. Discuss potential for holding the drug in patients on it >5years 
pending ophthalmology review- and only once eyes are reviewed 

and normal drug to be restarted.
5. Need to further investigate with ophthalmology opinion- if previous 
eye disease (any form) should we avoid Hydroxychloroquine. 
Contraindication is pre-existing maculopathy.
6. Letter which comes from Ophthalmology to the patient when there 
is abnormality should say ‘please stop your Hydroxychloroquine 
now and we will contact your Rheumatologist’.

22A104 (ABSTRACT 18)    REGULAR POSTER 12

Patients presenting to the ED with vision changes 
screened for GCA- A retrospective cohort study
Author(s)
Moollan N, Rooney L, Molloy E, O’Neill L
Department(s)/Institutions
Department of Rheumatology, St. Vincent’s University Hospital
Introduction
Giant Cell Arteritis(GCA) is systemic inflammatory granulomatous 
vasculitis that commonly affects the temporal artery(TA). Diagnosis 
can be challenging in an elderly population with multiple co-
morbidities. Visual loss can be the first and only manifestation of 
GCA. Acute phase reactants can be normal in up to 20% of patients 
particularly in patients with an ischaemic manifestation. Therefore 
GCA should be considered in all patients over the age of 50 presenting 
to the Emergency Department(ED) with acute visual disturbance.
Aims/Background
We aim to identify the number of patients over the age of 50, 
presenting to ED with visual disturbance, in which GCA is considered 
and screened for.
Method
Retrospective data was collected from our “Medical On Call 
Admission list” to identify patients admitted with visual disturbance 
over a three month period. We excluded patients under 50 years of 
age. Our electronic clinical record was used to gather data. Microsoft 
Excel was used to analyse the results.
Results
Over a 3 month period, 44 patients were admitted with acute visual 
disturbance. 28 were 50 years of age or older. Fourteen of the 28 
patients were screened with an ESR, of which 5 proceeded to have a 
TA ultrasound, and 3 of these 5 had a TA biopsy. Four were treated 
as GCA. Of 10 patients who presented with a headache and visual 
disturbance, 3 were diagnosed with GCA, 3 with infection, 2 had 
confirmed posterior circulation infarct, and 2 had were diagnosed 
with migraine and visual aura. The 2 patients with migraine and visual 
aura and the 2 patients with headache and posterior circulation stroke 
did not have any other associated features of GCA documented, with 
normal inflammatory markers.
Conclusions
We identified 3 of 28 patients who could have potentially benefitted 
from screening for GCA. This included 1 patient diagnosed with 
migraine and aura, with no previous diagnosis of migraine, and 2 
with confirmed posterior circulation stroke who complained of 
headache on arrival. Our audit highlights the need for a pathway for 
screening for GCA for patients with visual symptoms presenting to 
the ED. This would facilitate prompt screening, and treatment for 
those with evidence of GCA.
Figure
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22A105 (ABSTRACT 19)   REGULAR POSTER 13

Exogenous steroids and adrenal insufficiency – an 
audit of current practice in Musgrave Park Hospital, 
Rheumatology Unit.
Author(s)
Katarzyna Nowak, Gary Roulston, Ali Dogar, Gary Wright
Department(s)/Institutions
Rheumatology Unit, Musgrave Park Hospital, Belfast, Northern 
Ireland
Introduction
Exogenous steroids are commonly used to treat patients with 
rheumatological conditions. Usually a short-term solution, but some 
patients remain on a maintenance dose, others are on a reducing 
course for some time. Sudden cessation of exogenous glucocorticoids 
can cause acquired secondary adrenal insufficiency which may last 
for months to years.
Aims/Background
National Patient Safety Alert issued in August 2020 highlighted 
the dangers associated with adrenal insufficiency in patients taking 
exogenous steroids. It recommended the use of steroid emergency 
cards to support early recognition and treatment of adrenal crisis in 
adults.
Method
We carried out a review of current practice of the use of steroid alert 
cards in the Rheumatology department in Musgrave Park Hospital 
in Belfast. This included a staff as well as patient surveys (carried 
out between October 2021 and July 2022 - 8 staff members and 40 
patients). Our focus was to see if doctors give out steroid alert cards 
when prescribing steroids and weather patients carry those cards 
with them. Furthermore, we looked at the results of synacthen tests 
(25 patients) between November 2021 and June 2022 to assess for 
evidence of adrenal insufficiency.
Results
Staff survey was completed by eight doctors with various levels of 
experience ranging from foundation doctors to consultants. 100% of 
respondents said that currently they do not give out steroid cards 
to patients when prescribing steroids and also they do not check if 
patients carry steroid emergency cards with them.
Patient survey included 40 patients on long term glucocorticoids. 
85% of them did not have a steroid alert card. 10% did have a steroid 
alert card with them. 5% had a steroid card at home.
We looked at synacthen test results for 25 patients. 64% demonstrated 

insufficient response at 30 minutes, 8% showed suboptimal response 
and only 28% had a normal result.
Conclusions
This audit was conducted to highlight the serious consequences of 
long-term steroid therapy. It also highlighted the level of adrenal 
insufficiency in this patient population and the importance of 
recognising it. We plan to re-audit once the new steroid cards are in 
use (currently awaiting local approval and dissemination).

22A106 (ABSTRACT 20)   REGULAR POSTER 14

Is GCA related to covid-19 infection or covid-19 
vaccination? Part of the survey of GCA in the SEHSCT 
during the covid-19 pandemic.
Author(s)
Dr Calvin HJ Tan, Dr David Brennan, Dr Claire Masih, Amy Joyce, 
Blathnaid French
Department(s)/Institutions
Department of Rheumatology Ulster Hospital Dundonald
Introduction
Giant cell arteritis (GCA) is the most common vasculitis in adults 
aged over 50 years old with the highest incidence among persons 
aged 70-79.¹ It is more commonly seen in female patients. Most 
cases have been reported in whites of Northern European descent.² 
A broad range of symptoms can be reported including headache, jaw 
or tongue claudication, visual disturbances, PMR and other systemic 
features including weight loss, fever and sweats. In recent years new 
evidence has emerged regarding the investigation and treatment 
of GCA. Following the covid-19 pandemic there have been case 
reports highlighting a temporal relationship and potential causal link 
between covid -19 infection, covid-19 vaccination and GCA.345

Aims/Background
To review if there is a relationship between covid-19 infection, 
covid-19 vaccination and GCA within the patients who presented to 
the Rheumatology Department in SEHSCT.
Method
Retrospective collection of data from January 2020 to July 2021 
using telephone interview and regional Electronic Care Record NI 
with reference to presentations, investigation results, clinic records, 
follow up letters, medications and vaccination lists.
Results
50 patients who had a diagnosis of ‘probable’ and ‘definite’ GCA 
were included. 3 patients were diagnosed with covid-19 infection 
prior to diagnosis of GCA. Proximity of covid-19 infection to 
diagnosis with GCA is shown in table 1. 12 patients were diagnosed 
with GCA post covid-19 vaccination. Table 2 shows the proximity of 
covid-19 vaccination to the diagnosis of GCA.
Conclusions
Due to the small sample size in our cohort of patients we could 
not make any firm conclusion regarding a link between covid-19 
infection, covid-19 vaccination and GCA. One could postulate that 
there may be a link following covid-19 vaccination. However, there 
remains limited evidence regarding a relationship between GCA, 
covid-19 infection and covid-19 vaccination. It is hoped that the use 
of registries and further studies with larger data pools will help to 
gather better evidence for future guidance.

Figure
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22A107 (ABSTRACT 21)  REGULAR POSTER 15

An audit of Demographics, Symptoms and 
Investigations. Part of the Survey of GCA in the SEHSCT 
during the covid-19 pandemic.
Author(s)
Dr Calvin HJ Tan, Dr David Brennan, Dr Claire Masih, Amy Joyce, 
Blathnaid French
Department(s)/Institutions
Department of Rheumatology, Ulster Hospital Dundonald, SEHSCT
Introduction
Giant cell arteritis (GCA) is the most common vasculitis in adults 
aged over 50 years old with the highest incidence among persons 
aged 70-79.¹ It is more commonly seen in female patients. Most 
cases have been reported in whites of Northern European descent.² 
A broad range of symptoms can be reported including headache, jaw 
or tongue claudication, visual disturbances, PMR and other systemic 
features including weight loss, fever and sweats. In recent years new 
evidence has emerged regarding the investigation and treatment of 
GCA.
Aims/Background
To review the demographics, symptoms and investigations of patients 
who presented to the Rheumatology Department in SEHSCT with 
features concerning for possible GCA.
Method
Retrospective collection of data from January 2020 to July 2021 
using the regional Electronic Care Record NI with reference to 
presentations, investigation results, clinic records and follow up 
letters.
Results
70 patients were included (24 males and 46 females). Mean age was 
72 years old. Table 1 shows the percentages of clinical symptoms 
reported. All patients investigated had an ESR (mean 57.8) and CRP 
(mean 54.1) checked. 43 patients had ANCA checked with 3 positive 
results. 40 patients underwent CT brain with 2 abnormalities reported 
unrelated to GCA. TA ultrasound was performed on one occasion 
with a positive result demonstrating “halo” sign recorded. 6 patients 
underwent CTPET with 3 diagnoses of LVV and 1 of PMR. 70 TAB 
performed with 12 positive results and 4 ‘suggestive’ of GCA.
Conclusions
Our cohort of patients demonstrated demographics similar to the 
current global geographic trends in GCA.³ There are a broad range 
of clinical symptoms that can present in GCA, none of which are 
entirely specific or pathognomonic.4 Clinical diagnosis is based on 
clinical symptoms, signs and laboratory tests, each of which are 
imperfect markers for GCA. Our audit demonstrated that the use of 
additional confirmatory diagnostic tests including temporal artery 
ultrasound and CTPET was being under-utilized in the SEHSCT. Use 
of these tests may improve the diagnostic yield in this challenging 
condition. As a result of this audit, a quality improvement project to 
provide a rapid access GCA pathway is being designed.

Figure
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An audit of Diagnosis and Treatment Strategy. Part of 
the survey of GCA in the SEHSCT during the covid-19 
pandemic.
Author(s)
Dr Calvin HJ Tan, Dr David Brennan, Dr Claire Masih, Amy Joyce, 
Blathnaid French
Department(s)/Institutions
Department of Rheumatology Ulster Hospital Dundonald, SEHSCT
Introduction
Giant cell arteritis (GCA) is the most common vasculitis in adults 
aged over 50 years old with the highest incidence among persons 
aged 70-79.¹ It is more commonly seen in female patients. Most 
cases have been reported in whites of Northern European descent.² In 
recent years new evidence has emerged regarding the investigation 
and treatment of GCA. Historically, tapering doses of glucocorticoids 
have been used as the mainstay of treatment. More recently, evidence 
has emerged supporting the use of methotrexate and tocilizumab 
as steroid sparing agents, particularly in patients at high risk of 
glucocorticoid toxicity, or in those who relapse.34

Aims/Background
To review the diagnosis and treatment strategies of patients who 
presented to the Rheumatology Department in SEHSCT with 
features concerning for possible GCA.
Method
Retrospective collection of data from January 2020 to July 2021 
using the regional Electronic Care Record NI with reference to 
presentations, investigation results, clinic records and follow up 
letters.
Results
70 patients were included. 66 patients received steroid prior to 
temporal artery biopsy (TAB). Doses of steroid used are as shown in 
table 1. Duration of steroid prior to TAB and subsequent TAB results 
are shown in table 2. Length of time to TAB varied from 30 days. 
Final diagnosis in 26 patients was ‘definite’ GCA. 24 patients were 
diagnosed with ‘probable’ GCA and 20 with other diagnoses. 61 
patients were continued on a tapering steroid regime following TAB.
Conclusions
Due to ongoing pressures on the service during the covid-19 
pandemic, there has been variation in the timing of performing TAB. 
Our results highlighted a higher diagnostic yield when TAB was 
performed closer to the commencement of steroid treatment. Steroid 
treatment was continued in the majority of patients, likely based on 
clinical symptoms and other investigations, and reflects the ongoing 
diagnostic challenges with this condition. There were occasions 
when no artery was sampled during TAB and further investigation 
to understand the reason behind this is required. As a result of this 
audit, a quality improvement project to provide a rapid access GCA 
pathway is being designed.

Figure
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22A109 (ABSTRACT 23)    REGULAR POSTER 17

VFA is a Useful Modality to Diagnose Fractures at the 
Time of DXA and Guide Treatment Decisions
Author(s)
E. McCabe (1), J. Ramjohn (1), A. McPartland (2), B. Rooney (2), 
M. O’Sullivan (2), B. Whelan (2), JJ Carey (3), G. Malley (1), C. 
Silke (2)
Department(s)/Institutions
1. Dept. of Geriatrics, Sligo University Hospital 2. Dept. of 
Rheumatology, Sligo University Hospital 3. Dept. of Rheumatology, 
Galway University Hospitals
Introduction
Vertebral fractures (VF) are the most common osteoporotic 
fractures. VF are associated with significant morbidity, mortality 
and are an important predictor of future fractures. Vertebral Fracture 
Assessment (VFA) is an imaging modality that can be performed 
by DXA machines while simultaneously measuring bone mineral 
density (BMD) to identify VF and guide treatment decisions. VFA 
has several advantages over conventional spine x-rays - lower 
radiation exposure, convenience and potentially lower costs.
Aims/Background
To audit current practices in obtaining VFA scans in Our Lady’s 
Hospital, Manorhamilton (OLHM) against the International Society 
of Clinical Densitometry guidelines.
Method
Post-menopausal women and men ≥ 50 years who underwent a DXA 
scan between January and March 2022 were included. All patients 
were scanned on a single GE Lunar scanner. Data on demographics 
such as previous fracture history, osteoporosis risk factors and 
treatment were recorded.
Results
175 patients underwent DXA scans, 155 (89%) females and 20 
(11%) males. 49.7% (87) patients had a history of a previous fragility 
fracture. The most common osteoporosis risk factors were: family 
history (24%), parental fracture (16.5%), chronic glucocorticoid use 
(22%) and history of inflammatory arthritis (16.5%). 45% of patients 
were not taking osteoporosis treatment at time of DXA. 77% were 
taking calcium/vitamin D supplements. The mean T-score at the 
lumbar spine was -1.2 and at the hip was -1.7. 140 (79.5%) of patients 
had a VFA available. 50 (35.7%) of patients had a VF evident on 
the VFA (24 mild fractures, 5 moderate and 17 severe). The most 
common fracture site was T12. 11 patients went on to have plain 

X-rays to confirm VF. VFA altered treatment in 10 patients (7%).
Conclusions
VF are common in high-risk populations, particular older adults with 
low BMD, previous fractures and those with high calculated fracture 
risk . VFA is a useful adjunct in stratifying future fracture risk and to 
aid treatment decisions.

22A113 (ABSTRACT 24)  REGULAR POSTER 18

An audit into the impact of the Covid-19 pandemic 
on the ability to perform key investigations for the 
combined CTD-ILD clinic in a large tertiary centre.
Author(s)
David Landers, Laura Walsh, John Ryan
Department(s)/Institutions
Rheumatology Department; Cork University Hospital
Introduction
A combined CTD-ILD clinic takes place on quarterly basis in CUH. 
Numerous key investigations including CTs, PFTs and ECHOs are 
required on a regular basis for assessment of progression of disease 
in this patient cohort.
Aims/Background
The aim of the audit was to ascertain if these key investigations were 
performed in a timely manner during the covid pandemic. Multiple 
case reports have noted that the covid pandemic has had a negative 
impact on the ability to perform outpatient investigations.
Method
An audit was performed on patients (n=89) attending the CTD-ILD 
in CUH. The audit involved reviewing the hospital’s online patient 
database to see if the three key investigations had been performed 
in the previous 12 months. A standard of care/benchmark was 
developed after reviewing several recent journal publications which 
suggested that ideally these investigations should be performed at 
least once a year.
Results
Upon review, it was noted that there was a significant reduction in 
the performance of these investigations. Only 19 patients (21.3%) 
had CTs performed, 13 (14.6%) had an ECHO while 42 (47.2%) had 
PFTs.
Conclusions
The strain of the covid pandemic on the Irish healthcare system has 
indeed lead to an inability to perform timely outpatient investigations 
on patients with chronic diseases. This is in keeping with the findings 
of other reviews in the literature.

22A115 (ABSTRACT 25)  REGULAR POSTER 19

Audit of Treat to Target in Axial Spondyloarthropathy 
(axSPA)
Author(s)
D. Molloy, M. Carolan, C. Stafford, O. Hussein and S. Chavrimootoo
Department(s)/Institutions
Rheumatology Department, Our Lady’s Hospital, Navan
Introduction
Treat-to-target (T2T) is recommended as a management strategy for 
axial spondyloarthritis (axSpA). Achieving low disease activity is 
associated with improved work productivity and physical activity 
which in turn contribute to better overall functioning and health

32



3333

Aims/Background
To examine if patients in Our Lady’s Hospital Navan who are 
diagnosed with axial spondyloarthropaty (axSPA) and enter the 
treat to target pathway are managed as per the 2016 ASAS-EULAR 
recommendations
Method
33 patients were identified from the advanced nurse practicioner 
notebook who had been diagnosed with axSpA in 2020. Basic patient 
demographics and clinical data was obtained from clinic letters and 
patient’s clinical notes
Results
The patient cohort comprised of 21 non-radiographic axSPA and 12 
radiographic axSPA (AS). 12 Male:21 Female. 45% of patients were 
HLA B27 positive. Average age at diagnosis was 42.5 years (24-71 
years). Average duration of symptoms pre-diagnosis was 6.5 years. 
The average ASDAS at presentation was 2.7. All patients received 
education on diagnosis. 13 patients smoked and of these
77% had been offered smoking cessation as documented in clinical 
notes. 82% (27/33) patients referred to physio with 8 of these patients 
not attending appointment. Wide range of NSAIDs prescribed. For 
1st NSAID Vimovo and arcoxia were most commonly prescribed. 
Evaluation of 1st NSAID took place at 2-4 weeks with 41% patients 
assessed in this time. Average number of weeks the remaining 59% 
were assessed was 6.5 weeks. 19 patients went on to 2nd NSAID. 68% 
patients had 2nd nsaid assessed at 2-4 weeks. 15 patients achieved 
remission on NSAID alone.14 patients proceeded to biologics from 
T2T. All those commenced on biologic were assessed at 12 weeks.
Conclusions
Areas for improvement include ensuring all patients on T2T pathway 
offered physiotherapy and smoking cessation. Evaluation of NSAID 
occurring at 6 weeks with some patients not being prescribed 
appropriate anti-inflammatory dose 15 patients had disease controlled 
on NSAID at end of T2T. This is a total saving of approximately 
€67,500 per annum for the patients who responded to NSAID

Figure
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The COVID 19 Pandemic-the Final Straw for Irish 
Rheumatology Services?
Author(s)
Patrick Mulkerrin, Laura Durcan, Shawn Chavrimootoo, David 
Kane and Gary Killeen.
Department(s)/Institutions
Tallaght university hospital
Introduction
The COVID-19 pandemic has caused disruption to the worldwide 
provision of acute and chronic care to patients. The effect has been 
particularly marked in rheumatology in Ireland, where the ability to 
provide acute and chronic care has been dramatically curtailed due 
to the combined effects of social distancing, staff redeployment and 
the repurposing of rheumatology units.
Aims/Background
Prior to the pandemic, there were significant challenges from an 
infrastructural and staffing level in Irish rheumatology.
Method
Using a questionnaire, the authors evaluated the effect of the first 
wave of the COVID 19 pandemic on rheumatology services.
Results
Responses from 87% of Rheumatology specialist services in Ireland 
indicate that 83% of review appointments were remote, with 87% 
of new patient assessments in OPD were “in person”. Only 41% of 
usual outpatient activity could occur within existing infrastructure 
given guidelines re social distancing which would result a shortfall 
of 42000 patient appointments. Significant numbers of staff were 
reassigned from Rheumatology to services elsewhere.
Conclusions
The COVID-19 pandemic has had a significant negative impact on 
access to struggling Irish Rheumatology services. Implementation 
of agreed recommendations for augmenting services must occur 
urgently.

22A118 (ABSTRACT 27) REGULAR POSTER 21

An Investigation enquiring about the Main Concerns of 
persons who have Rheumatoid Arthritis in Ireland
Author(s)
1.Dr. Evelyn McManus;2Prof Brian; 3Dr Carmel Silke
Department(s)/Institutions
1.School of Nursing, Health Sciences & Disability Studies, 
St. Angela’s College, Sligo. 2TCD;  3Our Lady’s Hospital, 
Manorhamilton.
Introduction
This study culminated in the development of a theory named 
Negotiating Self-Worth. This theory explains how PLRA process the 
main concern of Fear of Declining Self-Worth. It is a social process 
operationalised within an awareness context.
Aims/Background
Aim: To generate a substantive grounded theory explaining how 
participants processed their main concern. Background: In the 
20th century pharmacotherapies and specific treatment strategies 
were identified to alter the immune response. Studies prior to 
advancements in treatments revealed that living with RA perceived 
as suffering, a burden and impacted upon selfhood the main concern 
since treatment advances were not known.
Method
Grounded theory as developed by Strauss and Glaser (1967), and 
specifically Glasserian Grounded theory as established by Glaser 
(1978) was used. Participants who had RA for >3 years were invited 
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to participate. 29 in-depth interviews were conducted in community 
settings in the NW of Ireland. Further data was collected from a 
recently published book about the lives of PLRA10. Selective and 
theoretical sampling were used, in conjunction with the constant 
comparative method to identify a core category and subcategory that 
fitted with the data. Continuous memoing, supported the ongoing 
analysis and memo sorting helped to identify the theoretical codes.
Results
Findings: The main concern was identified as a Fear of Declining 
Self-Worth, which emerged in response to a confirmed diagnosis of 
RA and signalled to the participants that they were going to become 
unable and dependant on others thus negatively influencing their self-
worth. The substantive theory that emerged ‘Negotiating Self-Worth’ 
is a three staged process with critical junctures and is understood as 
a Basic Social Psychological Process
Conclusions
Conclusion: The emergent theory emphasised that sociocultural 
understandings about chronic conditions do not alter in response to 
advances in science. Previous understandings will prevail until they 
are sought out and addressed with appropriate supports. This study 
demonstrates that with supports purpose and meaning beyond a 
diagnosis can be revealed. Societal approaches to chronic conditions 
must, therefore, acknowledge the impact of the psychosocial 
perspectives and find ways to support people in achieving a fulfilled 
life

22A123 (ABSTRACT 28)  REGULAR POSTER 22

Serial Serology Testing in Patients with Psoriatic 
Arthritis- Should it be done?
Author(s)
Sonia Sundanum, Carl Orr, Lorraine O’Neill, Francis Young, 
Douglas Veale
Department(s)/Institutions
Centre for Arthritis and Rheumatic Diseases, Dublin Academic 
Medical Centre, University College Dublin , Rheumatology, Dublin, 
Ireland
Introduction
RF and Anti-CCP are usually absent in PsA, and if patients do have 
positive serological findings, titres tend to be low.
Seronegativity for RF has a significantly high discriminant value in 
the Classification Criteria for Psoriatic arthritis (CASPAR), such that 
a negative RF forms one of the five possible criteria; thus serological 
testing is often done once at the initial diagnostic appointment.
A previous study in the context of RA has shown that there is a 
tendency for repeated serological testing with as much as 70% of 
patients having RF tested more than once.
The literature on the frequency of repeated serology testing in PsA 
patients is absent.
Aims/Background
To determine how often was serology repeated in a PsA cohort.
Method
A cohort of consecutive patients attending the rheumatology clinic 
with a diagnosis of PsA were included.
We reviewed the laboratory results of individual patients to determine 
how many times each patient had been tested for RF and anti-CCP 
antibodies.
Results
118 patients with PsA were included. 117 patients had RF antibody 
testing at least once and all 118 patients had a minimum of one anti-
CCP antibody test.
59/117 (50.4%) patients had RF checked more than once and 28/117 
(23.9%) had testing at least 3 times. 3 patients had an initial positive 
RF which was negative on subsequent testing.
Anti-CCP antibody was checked on all 118 patients. 41/118 (34.7%) 

patients had anti-CCP checked more than once and 13/118 (11.0%) 
patients had testing at least 2 times. One patient had an initial 
equivocal anti-CCP antibody titre which was subsequently negative 
on repeat testing.
Conclusions
As opposed to RA, PsA has not been associated with the presence of 
circulating antibodies.
In cases of peripheral polyarticular PsA, which may be difficult to 
distinguish from RA, serological testing can be useful to identify 
RA. In the context of RA, serological conversion from negative to 
positive is infrequent and repeat testing is not recommended.
Over half of the patients in our cohort had repeated RF testing. 
Certainly this unlikely to be helpful or cost effective and serial 
serology measurements in PsA should be avoided.
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Evidence of severe metabolic disturbance in patients 
attending a Rheumatology clinic
Author(s)
Malaz Ahmed, Gaye Cunnane
Department(s)/Institutions
Department of Rheumatology, St James’s Hospital, Dublin
Introduction
Patients with rheumatic disease, such as rheumatoid arthritis, psoriatic 
arthritis and gout, are at significantly elevated risk of cardiovascular 
morbidity and mortality, particularly in the setting of chronic, poorly 
controlled inflammation. However, non-inflammatory rheumatic 
disorders, such as osteoarthritis or fibromyalgia, can suffer a similar 
fate if their additional metabolic risk factors are not addressed in a 
timely manner. Hepatic steatosis, or fatty liver, is an indication of 
severe metabolic disturbance, yet little attention is given to it in a 
rheumatology setting
Aims/Background
To evaluate the documented incidence of adverse cardiovascular 
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risk factors and fatty liver in a random cohort of patients attending 
a general rheumatology clinic in a large university teaching hospital 
in Dublin
Method
The electronic patient records of 70 consecutive out-patients 
attending our service were evaluated. Their age/gender/diagnosis 
(diagnoses)/lab tests, including recent liver enzymes, ESR, CRP and 
lipid profile, were documented where available. BMI was calculated 
from reports of those who had had a DEXA in the past 2 years. A 
simple statistical analysis was performed on the collected data
Results
54 (77%) women and 16 (23%) men were included in the study. 
Mean age was 52 years (range 25-85). The major diagnoses were 
RA (4) and OA (2). 49 out of 70 (68%) had an elevated acute phase 
response (APR) and 12/70 patients (17%) had an abnormal liver 
profile in the preceding months. Of the 23/70 (31%) who had a recent 
lipid profile, all had evidence of dyslipidaemia. 29 patients (41%) 
had a recorded BMI (obtained from their DXA data) and the mean 
value was 28.55 (range 18.5– 38.6). A total of 15 patients had a liver 
ultrasound because of previously abnormal hepatic enzymes. Fatty 
liver was evident in 9/15 (60%) of which 7 were female, mean age 
64 years (range 46-82)
Conclusions
In this small study of patients with chronic arthritis, there was a high 
prevalence of inflammation. However, only a minority had had their 
cardiovascular risk factors checked. A fifth of the cohort had had a 
liver ultrasound, with hepatic steatosis evident in 60% of those.

Figure
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Introduction
GP referral letters are the first source of information for a 
rheumatologist in triaging the patient for an outpatient’s appointment. 
All the important information that is helpful in triaging the patient 
should be included. Exam findings or x-ray findings showing 
suspicion of inflammation would help prioritising the patient. While 
the referral letter normally contains the result of blood workup, it 
is also important to mention exam findings and any previous failed 
treatment in the referral, as a patient who has active synovitis or has 
failed initial analgesia might need to be seen sooner.
Aims/Background
To see percentage of GP referral letters to Rheumatology department 
MRH Tullamore with 1-Exam details 2-Relevant blood investigations 

3-Imagining 4-Treatment initiation or failure by GP
Method
A retrospective observational study of GP referrals over the six weeks 
period to the Department of Rheumatology MRH Tullamore was 
conducted. Only the referrals that were specifically for the joint pain 
were included. Data was collected using the details on the referral 
letters only. We reviewed the percentage of the referrals that has 
relevant information helpful for triaging the appointments. We also 
looked at the percentage of referrals where initial management was 
started by GP. In our audit we included any blood investigation that 
would indicate underlying inflammation or sero positivity (including 
CRP, ESR, RF, Anti CCP). The imaging included in our study was 
x-rays and the treatment was considered positive if patient had been 
given trial of first line analgesia (paracetamol/NSAIDs)
Results
We included 69 referrals from GP that were specifically for the joint 
pain. Main joints included in pain referral was Hands (17, 24.6%), 
Foot (9, 13.0%), Shoulder (9, 13.0%), Knee (8, 11.6%). The exam 
finding for the relevant joint was mention only in 49.3% (34) of the 
referrals. In our study we found that trial of treatment details was 
mentioned only in less than half of the referrals (33, 47.8%)
Conclusions
In our study the most common joint pain referral was of hand. Most 
of the referral had result of blood investigations mentioned in them 
but only less than half of the referrals had exam findings or treatment 
details in them.
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Introduction
Reporting of treatment-emergent adverse events (TEAEs) in 
rheumatoid arthritis (RA) clinical trials can be summarized as 
exposure-adjusted incidence rates (EAIRs) or exposure-adjusted 
event rates (EAERs). Censored exposure-adjusted event rates 
(EAIR), weighing exposure up to a patient’s first event, is commonly 
reported; Uncensored exposure-adjusted incidence (EAIRu) rates 
can also be used. The three methods account for different exposures 
and/or multiple events, which can impact the outcome evaluation. 
Studies of filgotinib (FIL) in RA report safety data as EAIR/100 
patient-years of exposure (PYE) for TEAEs, which is uncensored.
Aims/Background
To describe the outcome of long-term FIL integrated safety data in 
RA by applying different statistical methodologies: EAER, EAIRu 
and EAIR
Method
Integrated FIL safety data from seven clinical trials were assessed. 
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Predefined adverse events of special interest (AESI) included SI, 
HZ, MACE, malignancies (excluding NMSC), NMSC & VTE (The 
number of patients with an event, number of events, EAER, EAIRu 
and EAIR were summarized. The data extraction date was January 
2021 for the DARWIN 3 (NCT02065700) LTE and November 2020 
for the FINCH 4 (NCT03025308) LTE.
Results
In total, 3691 patients received ≥1 FIL dose for 8085 PYE. In this 
population, 176 serious infections were reported in 137 patients, 125 
HZ events were reported in 112 patients, 39 MACE were reported 
in 33 patients, 20 cases of VTE were reported in 15 patients, 60 
malignancies excluding NMSC were reported in 49 patients and 21 
cases of NMSC were reported in 20 patients. Within each treatment 
arm (FIL 200 mg [FIL200], FIL 100 mg [FIL100] or combined FIL), 
rates for most AESI were similar when reported as EAER, EAIRu 
or EAIR (Table 1). For serious infections, EAER was higher than 
EAIRu or EAIR. The total exposure time to first event (censored 
PYE) was high and comparable to total exposure (PYE) (>2700 
years and >5100 years for the total populations in the FIL100 and 
FIL200 groups, respectively).
Conclusions
These data confirm that using different methods to analyze FIL 
safety data (EAER, EAIRu, EAIR) does not result in different safety 
outcomes, reinforcing the previously reported FIL safety profile in 
patients with RA.
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Safety Of Filgotinib (Fil) In Patients (Pts) with 
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Introduction
In a pooled analysis of Phase 3 FINCH 1–3 studies of FIL in RA, 
median lymphocyte levels were relatively stable over 1 year with 
lymphocyte decreases observed in individual FIL-treated pts. 
Lymphocyte levels should be monitored.
Aims/Background
To assess the effect of FIL on lymphocyte levels and lymphopenia in 
the FINCH 4LTE study in RA
Method
Safety data of FIL100 & 200 from LTE baseline to data cut off are 
reported by prior FIL exposure for pts who received ≥1 FIL dose 
in FINCH 4 (NCT03025308; adults with RA who had completed 
FINCH 1/2/3). Frequencies of measures and exposure-adjusted 
incidence rates (EAIRs) of AEs are reported. Median lymphocyte 
levels are reported to LTE Week 48.
Results
The safety analysis set included 2729 pts (FIL200: n=1530; FIL100: 
n=1199). Of these, 75.4% (n=2058) had prior FIL exposure in FINCH 
1/2/3. Median FIL exposure to LTE Week 48 was 600 (FIL200: 696; 
FIL100: 533) days. In both treatment groups, median laboratory 
lymphocyte levels remained relatively stable to LTE Week 48 for pts 
with prior FIL exposure.
The frequency and EAIR of graded decreases in laboratory 
lymphocyte levels were higher with FIL200 vs FIL100 (Table 1); .
Of all pts receiving FIL, 43 (1.6%) reported a lymphopenia AE; 
frequencies and EAIRs of lymphopenia AEs were slightly higher 
with FIL200 (1.9%; EAIR [95% CI]: 1.2 [0.9–1.8]) vs FIL100 
(1.2%; 0.8 [0.4–1.3]). Most were Grade 1 or 2 in severity. Grade 3 
lymphopenia AEs occurred in 4 (0.3%) vs 1 (<0.1%) pts receiving 
FIL200 vs FIL100. There were no Grade 4 AEs in either group.
No serious AEs of lymphopenia or treatment discontinuations were 
reported. In total, 8 (0.3%) pts interrupted study treatment due to 
lymphopenia. Infection rates, but not serious infections, were slightly 
higher for pts with lymphopenia, however no relationship between 
lymphopenia severity and infection AE grade was seen.
Conclusions
In FINCH 4, lymphopenia AEs numerically greater with FIL200 vs 
FIL100, suggesting a dose–response relationship. While exposure at 
either dose may be associated with decreased lymphocytes, median 
lymphocyte levels were comparable in both groups and all remained 
within normal range at LTE Week 48.
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Introduction
Patients with rheumatoid arthritis (RA) commonly experience pain 
and fatigue despite having controlled disease activity. It has been 
noted from cross sectional studies, that pain and fatigue are the main 
barriers to participation in physical activity (PA), thus increasing 
the amount of time that a patient engages in sedentary behaviour 
(SB). Little is known of the determinants of SB in patients with RA 
associated ILD (RA ILD). We conducted a cross-sectional study to 
examine a range of pain and fatigue characteristics, RA & RA ILD 
related symptoms, pulmonary functions tests, and their relationship 
with objectively measured SB.
Aims/Background
To assess determinants of sedentary behaviour in patients with 
rheumatoid arthritis associated interstitial lung disease
Method
Sixteen patients with RA-ILD wore an ActivPal4 accelerometer 
over a 7-day period. Characteristics of pain, fatigue, anxiety and 
depression, disease activity scores, sleep, and pulmonary function 
testing were documented. The recorded data was analysed to evaluate 
any correlations with sedentary time. Data for the RA ILD cohort 
was also compared to a historical cross-sectional control cohort of 
RA patients
Results
The two cohorts were comparable in characteristics common to 
both. Median time spent in daily SB was for the RA ILD cohort was 
523.85 minutes. Positive correlations were found with pain (r= 0.64, 
p < 0.658), fatigue (r =-0.60, P < 0.598) and clinical disease activity 
index scores (r = 0.47, P < 0.612), however due to small patient 
cohort, were not statistically significant.
Conclusions
Results suggest that pain, fatigue and disease activity are the main 

determinants of SB in this small cohort of patients. Future larger 
studies are required to validate these results.
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Introduction
PJP infection is potentially a life-threatening infection in 
immunocompromised patients. There are no agreed national PJP 
prophylaxis guideline in the Non-HIV immunocompromised patient. 
With expanding immunotherapy use and increased infection risk we 
wished to review current practice with a view to producing an agreed 
guideline.
Aims/Background
Aim to review current PJP prophylaxis in BHSCT.
Aim to highlight and agree the type of immunocompromised patient, 
either because of disease process or medication, that PJP prophylaxis 
should be considered in.
To adapt a more uniform approach for PCP prophylaxis across 
BHSCT.
Method
Specific specialty wide survey was conducted for data 
collection on current PJP prophylaxis practice in their Non-HIV 
immunocompromised patient cohort.
Results
A total of 36 doctors of all grades responded, including 25(69%) 
consultants. Specialties included
Rheumatology 44 %, Gastroenterology 19%, Respiratory 16% and 
other specialties 21%.
Main consideration for PJP prophylaxis was steroid use (61%).
Dual Immunosuppressive therapy (36%), while 8.3% prescribe for 
MMF.
22(61%) never considered prophylaxis while prescribing DMARDs 
/ biologics. While 25% considered prophylaxis if patient on triple 
immunosuppressive therapy.
50% prescribed prophylaxis when patient on 20mg or more of 
Prednisolone, 13.8% at 15mg of Prednisolone, 16.6% at 10mg of 
Prednisolone while 19.4% would continue prophylaxis until patients 
stops steroids.
Conclusions
Audit highlighted the variation in practice across different clinicians.
Most common drug prompting prophylaxis was Prednisolone (61%), 
but still variable approach in terms of initiation, duration, and steroid 
dose.
Variable approach adapted to stop prophylaxis at different doses of 
Prednisolone.
Around 60% responders never considered prophylaxis for biologic 
patients while only 25% would consider if patient prescribed triple 
immunosuppressive therapy.
Initial discussions ongoing on the high-risk patient whom PJP 
prophylaxis should be considered, including steroid dose, as well 
as number and type of immunosuppressive therapies. Planning to 
collating data to produce a Trust guideline.
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Introduction
Patients with Inflammatory Arthritis (IA) and Connective Tissue 
Diseases (CTD) are at increased risk of developing cardiovascular 
disease (CVD) compared to the general population. According to 
the 2016 EULAR recommendations, rheumatologists should ensure 
appropriate screening of CVD risk factors and management. The 
European Society of Cardiology (ESC) in 2020 recognised diabetes, 
hypertension, hyperlipidemia, smoking, family history of CVD, and 
sedentary lifestyle as major risk factors for CVD. The ESC proposed 
risk estimation, lifestyle modification and pharmacotherapy in high 
risk individuals.
Aims/Background
We performed an audit on the current practise of CVD risk factors 
screening in our outpatient cohort of IA and CTD patients.
Method
An 11-item questionnaire was formulated and distributed to patients 
with IA and CTD attending the Rheumatology Department from 
Sept 2021 – Dec 2021. CVD risk screening assessment questions 
were based on 2020 European guidelines on CV disease prevention. 
Questions included:
Baseline patient demographics
Immunosuppression
Steroid use
Smoking history
Family history of CVD
Screening of BP, random blood sugar and random lipids in the 
outpatients
Exercise and lifestyle advice
Results
57 patients participated in the survey. 18 patients had missing 
information, reducing the final sample size to 39 patients. 26% 
were male, 74% were female. Mean age was 49.28 years. Average 
BMI was calculated to be 27.5, indicating increased risk of CVD. 
14 patients had RA, 14 had seronegative spondyloarthropathy, 5 had 
AS, 3 Lupus and 3 SSC. 18% were active smokers and 33% were 
ex-smokers. A total of 15% had strong family history of CVD. 33% 
were on anti-hypertensives. 13% were on maintenance steroids along 
with immunosuppression. 23% of patients recalled being advised by 
their doctor regarding smoking cessation.74% reported having had 
their blood pressure checked, 38% had their lipid profile checked and 
33% had their blood glucose/HBA1c checked in the last year. 61% 
patients reached the minimum physical activity guidelines provided 
by ESC.
Conclusions
We noted suboptimal screening of CVD risk factors in Rheumatic 
diseases in our cohort. The complexity of managing chronic 
multisystem disease within the limitation of clinic time is likely 
contributory. The lack of Information technology data sharing 
between primary care and hospitals impede implementation of 
effective CVD risk screening. We propose annual CVD risk 
assessments, patient awareness programs and collaboration by the 
primary and secondary healthcare teams to effectively reduce the 
CVD risk burden in this high risk group.
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Introduction
Rituximab, a B-cell depleting monoclonal antibody is used in 
the treatment of various Rheumatological conditions. Secondary 
hypogammaglobulinemia due to Rituximab, although transient 
is linked with a dampened humoral response and increased 
susceptibility to infections. In 2019 following the COVID19 
pandemic, some studies have suggested unfavourable prognosis 
and prolonged hospitalizations in COVID 19 patients receiving 
Rituximab mainly due to hypogammaglobulinemia. Therefore the 
importance of regular monitoring of serum Immunoglobulin (Ig) 
levels pre-Rituximab is imperative. In 2011, the BSR task force 
recommended that ‘’ immunoglobulin levels should be checked 
before commencing rituximab in RA, as well as 4–6 months after 
infusions and before any re-treatment’’. Most recent EULAR 
guidelines for the management of ANCA vasculitis in 2022 also 
recommend testing of serum immunoglobulin levels prior to each 
course of rituximab and in patients with recurrent infections. We 
audited Igs monitoring frequency in our cohort.
Aims/Background
To assess the current practice of pre-therapy evaluation of Ig levels 
in patients receiving Rituximab in our Hospital.
Method
Rheumatology infusion day ward records were reviewed to identify 
all patients who have attended for Rituximab from March 2018- 
March 2022. Frequency of Ig testing and measurements were 
extracted from the Hospital electronic laboratory system. Findings 
were audited against the BSR/EULAR recommendations. Data was 
collected retrospectively with the following details:
Start date of Rituximab
Pre-initiation Igs testing
Adherence to BSR recommendations in monitoring of Ig levels prior 
to retreatment in the last four years
Results
49 patients who commenced rituximab after February 2011, when 
the BSR guidance was published, were audited. 35 patients had 
rheumatoid arthritis (RA), 7 patients had ANCA vasculitis and 7 
patients had connective tissue disease (CTD) ( 3 lupus, 3 sjogren’s, 
1 scleroderma). 4 out of 49 patients were on maintenance steroids 
and 18/49 patients were on oral DMARD’S along with Rituximab. 3 
out of 49 patients had their 1st cycle in the last year and 46 patients 
were on regular maintenance dosing. 12 patients were on 1 gram 
maintenance dose, 3 on 750mg and 34 patients were on 500mg dose. 
All patients were receiving 6 monthly cycles except 1 who was on 9 
monthly infusion. We observed that 96% (47/49) of patients had their 
Ig level checked prior to commencing Rituximab. A total of 10% of 
patients had their Ig levels checked prior to each infusion in the last 
four years. The frequency of Ig monitoring was observed to reduce 
with the length of treatment period over the years. 8% of patients 
developed low Igs over the 4 years. One of these patients had an 
ICU admission with severe unresolving covid pneumonia requiring 
weekly IVIG replacement and Remdesivir.
Conclusions
We noted suboptimal monitoring of serum Ig levels prior to re-
treatment with Rituximab in our cohort. We recommend that all 
patients have baseline measurement of Ig prior to initiation of 
rituximab and levels are monitored for long-term changes during 
follow-up. We recommend protocol-driven approaches to standardise 
the Ig testing prior to each retreatment cycle. We aim to re-audit this 
in six months within our department. Further discussion is warranted 
on the frequency of monitoring in stable patients on long term 
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treatment.
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Introduction
COVID-19 has had a devastating impact on society, medical care, 
patients and their families. Some rheumatology patients are at 
increased risk of infection, partially attributable to their underlying 
disease and its treatment, while other factors are also important 
similar to the general population such as older age, smoking, BMI, 
glucocorticoid use and co-morbidities.
Aims/Background
Publications of Irish rheumatology patients show stark figures with 
almost 1 in 2 infected patients hospitalised while 10% died. Several 
recent international reports highlight rituximab treated patients 
infected with COVID-19 have a worse prognosis, and impaired 
COVID vaccine response among those receiving this medication. 
Others show osteoporosis treatment, particularly denosumab and 
Zoledronic acid, do not appear to alter risk. Professional practice 
in Ireland is heterogeneous, and clinical trials are uncommon, so 
comparing patients within centres providing ‘real world’ evidence has 
potential to provide ‘natural randomisation’ and enable appropriate 
comparisons.
Method
Patient information was obtained through online databases (Evolve 
and Cellma) and through phone consultations. We compared 
rheumatology patients receiving rituximab therapy to a cohort 
of patients receiving Zoledronic acid infusions in order to try and 
ascertain the true risk among Irish rheumatology patients being 
treated with rituximab.
Results
A total of 277 subjects were identified being treated with rituximab 
and 230 patients treated with Zoledronic acid, including 6 patients 
being treated with both medications. Preliminary results show 
Zoledronic acid patients were older but they had a significantly 
lower BMI and rate of known glucocorticoid use, shown below. 
The proportion of those infected was greater for rituximab patients, 
though the hospitalisation rate was similar. Although 2% (4.7% 
of those infected) of rituximab patients died from COVID, no 
Zoledronic acid patients have been documented to date; a final set 
of results will be presented at the meeting and further analyses are 
under way.
Conclusions
These results suggest rituximab may be an important risk factor for 
more severe COVID illness in addition to glucocorticoids and high 
BMI. Reassuringly the proportion of COVID-related death was very 
low across both groups.

Figure
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Introduction
Janus kinase inhibitirs (JAKi) are the latest disease modifying agents 
used in inflammatory arthritis, shown to have similar efficacies to 
biologic disease modifying anti rheumatic drugs (bDMARD). The 
JAK inhibitors licensed for use at the time of our study are Baricitinib, 
Tofacitinib and Upatacitinib. These are novel small molecule oral 
medications taken once to twice daily.
Aims/Background
To describe the prescribing patterns of these agents in a rheumatology 
department, looking at demographics, diagnosis, disease duration 
and previous therapeutics.
Method
Using The Health Service Executive Primary Care Reimbursement 
Services and the electronic patient record system at our hospital, a list 
of all patients at University Hospital Waterford (UHW) prescribed a 
JAKi within the last 5 years was compiled. Data collected included 
demographic information, diagnosis, previous therapies, JAKi of 
choice, duration of JAKi, side effect profiles, use of bDMARD prior 
to JAKi and current therapies.
Results
283 patients were prescribed a JAK inhibitor at UHW over a 5 year 
period. 77% of patients were female and 23% were male. The mean 
age of the patients was 53, age range (20-84).
Conclusions
JAKi are an emerging treatment for rheumatoid arthritis, psoriatic 
arthritis and axial spondyloarthritis. The ACR and EULAR guidelines 
consider JAKi a viable second line option after Methotrexate 
monotherapy for ongoing moderate to high disease activity. Our 
study shows that these agents are being used across all indications 
and as first line post DMARD and post multiple biologics.
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Since the advent of numerous biologic therapies and small molecular 
drugs targeting specific cytokines and signalling pathways; 
the management of patients with psoriatic arthritis (PsA) has 
significantly improved. However, at least 40% of PsA patients 
exhibit an incomplete or failure to respond to these treatments.
While the outcomes of patients with psoriasis (Pso) has dramatically 
improved with monoclonal antibody therapies targeting IL-23 and 
IL-17A; achieving a measurable low disease activity state such 
as MDA for musculoskeletal manifestations of psoriatic disease 
is infrequent. Given the complex and heterogeneity of signalling 
pathways, cytokines and cell types resulting in synovio-entheseal 
disease in PsA; new treatment strategies must be evaluated to induce 
deep and sustainable clinical responses in all the phenotypic domains 
of psoriatic disease (cutaneous, synovium, entheseal and axial).
In patients who do not achieve remission in all clinical domains on 
a biologic monotherapy or combination of a biologic therapy with 
an oral synthetic agent; dual targeted anti-cytokines strategies or 
combined biologic with a targeted oral small molecule are a possible 
treatment option.
Aims/Background
To describe a series of 6 patients with recalcitrant psoriatic disease 
and failure to respond to previous treatment regimens who were 
successfully treated with dual immunomodulatory therapies.
Method
6 patients attending our department are currently being management 
with dual immunomodulatory therapy for psoriatic disease. These 
patients are prospectively followed and clinical response monitored.
Results
Combination immunomodulatory treatment resulted in a significant 
reduction in CRP, VAS and DAS28-CRP after 3 months (see table.2) 
without any complication to date.
Conclusions
Multiple pathways and mediators are responsible for the initiation of 
and sustained joint inflammation and damage seen in PsA.
Safety concerns such as infectious risks are important considerations 
with such strategies; however, the targeted second-generation anti-
cytokine biologics and targeted JAK-I have exhibited improved 
safety profiles. While physicians are often, understandably, hesitant 
to prescribe combined immunomodulatory therapies due to 
concerns regarding potential complications, such strategies should 
be considered in debilitating cases of psoriatic disease who fail to 
respond to conventional treatment as they have the potential to foster 
deep and long-lasting remission.
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PHYSICAL ACTIVITY AND ANKYLOSING SPONDYLITIS
Author(s)
Dr Carmel Silke, Consultant Rheumatologist Dr Bryan Whelan, 
Consultant Rheumatologist Dr Miriam O’Sullivan, Consultant 
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Department of Rheumatology, Our Ladies Hospital Manorhamilton
Introduction
Symptoms of Ankylosing Spondylitis (AS) typically begin in early 
adulthood, often featuring a prolonged time to diagnosis (TTD) 
from onset of symptoms (~ 9 years). Many factors contribute to the 
difficulty in early detection of AS. Due to the progressive nature of 
AS and the tendency of established disease to become refractory 
over time, the TTD can be a determining factor in the level of loss of 
spinal mobility and function.
Aims/Background
This study will provide data on physical activity levels for the AS 
population in OLHM and This study will provide data on physical 
activity levels for the AS population in OLHM and investigate 
whether there is a statistically significant correlation between physical 
activity levels and TTD for AS patients. investigate whether there is 
a statistically significant correlation between physical activity levels 
and TTD for AS
Method
This study was approved by the SUH Research Ethics Committee 
and takes the form of a retrospective cohort study. All AS patients 
in OLHM were invited. The response rate is estimated at 35%. The 
data was analysed using the Statistics Package for Social Sciences 
(SPSS).
Results
The results show a weak negative correlation between the amount 
of time spent active in a week and the TTD. This result is mirrored 
although with a much weaker correlation in the average amount 
of time patients spent sitting down in every day, with a positive 
correlation between hours sedentary and TTD. One final interesting 
result is that just over 50% (53%) of the participants were tradesmen.
Conclusions
Research shows that physical activity is helpful in controlling 
symptoms of AS. We had assumed that patients with high activity 
levels would have a longer TTD due to the protective nature of 
exercise. However, the opposite result was seen. This result wasn’t 
statistically significant on its own, but given the weak negative 
correlation between time spent sedentary and TTD, it’s conceivable 
that there’s a causal relationship. This correlation suggests another 
benefit of exercise to AS patients. A shortened time to diagnosis 
could lead to earlier treatment, reduced rate of long-term structural 
change and overall higher quality of life.
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Body Mass Index Correlates To The Severity Of Disease 
in Rheumatoid Arthritis Patient
Author(s)
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Introduction
Rheumatoid arthritis (RA) is a systemic auto-immune disease of 
unknown aetiology that leads to systemic inflammation and synovial 
joint destruction. Excess body weight, measured by body mass index 
(BMI) corresponds to an abnormal accumulation of adipose tissue 
within the body which could be considered an active participant 
contributing to physiological and pathological processes associated 
with inflammation and immunity. An association between excess 
body weight and RA has been suggested in many observational 
studies, however results have been conflicting.
Aims/Background
The aim of this study is to evaluate a possible correlation between 
BMI and severity of disease in RA patients
Method
Blood was collected from healthy controls (HC=14) and RA patients 
(n=57) and centrifuged for 5 minutes at 1800 rpm to collect serum. 
Serums were stored at -80C. Serum level of CRP, sICAM, sVCAM, 
SAA, MMPs (1,3 and 9) and metabolic markers (C-Peptide, GIP 
(active), GLP-1 (active), Glucagon, Insulin, Leptin, PP) were 
measured by multiplex analysis by MSD assay (Meso Scale 
Diagnostics, USA) according to the manufacturer’s protocol
Results
Serum level of CRP, SAA and sICAM-1 and sVCAM-1, MMPs and 
metabolic markers were all significantly increased in RA patients 
when compared to HC, thus confirmed an increased inflammation 

in RA patients, and strongly suggesting an increase in the metabolic 
feature of the disease.
Demographic and biometric values were collected from both HC 
and RA patients, and correlated to disease activity, DAS28. Results 
showed that BMI, waist and Hips circumferences, and weight 
positively correlated with disease activity, thus suggestion a possible 
contribution of the biometric value to disease severity. RA patients’ 
stratification in high (>30) vs low (<30) BMI demonstrated a higher 
level of serum protein in the high BMI group, in comparison to the 
low and HC, especially for CRP, MMP9 and active GLP-1. These 
increases were more evident in ACPA+ patients.
Conclusions
These data suggest that RA patients have a higher inflammation and 
metabolic dysfunction, and that excess weight and BMI could be 
correlated to a higher disease activity.
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“An evaluation of a virtual rheumatology 
education programme for paediatric community 
physiotherapists”
Author(s)
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Department(s)/Institutions
Children’s Health Ireland (CHI) at Crumlin
Introduction
The National Centre for Paediatric Rheumatology (NCPR) is based 
in Children’s Health Ireland (CHI) at Crumlin. Children and young 
people with rheumatological diagnoses may be treated by a paediatric 
physiotherapist in the acute setting as part of their initial presentation 
and assessment. However, children are most often seen by their local 
physiotherapist, who provides an integral role in providing close 
care and support to these patients and their families. The Sláintecare 
strategy (2018) aims to provide patient care in the right place at the 
right time by the right person. To maintain this high level of care, 
continuous professional development (CPD) is essential.
Aims/Background
The aim of this study is to evaluate the effectiveness of a virtual 
education programme for community physiotherapists to improve 
their knowledge and skills in the management of a paediatric 
rheumatology caseload.
Method
Quantitative data were collected via an online, anonymous pre and 
post-course survey which used likert scales and results were analysed 
on SPSS. Qualitative information was collected via open-ended 
questions on the questionnaire. A thematic analysis was conducted 
to evaluate these responses.
Results
The average attendance over the five session programme was 68 
physiotherapists with a total of 348 attendances. Pre and post course 
survey response rate in comparison to average attendance was 104% 
and 60% respectively. A statistically significant difference was found 
in confidence levels of physiotherapists regarding the management 
of rheumatology conditions (p≤ 0.05) at the pre and post intervention 
time-points, with participants at the end of the intervention reporting 
mean confidence scores of 20.33%, 21.91% & 13.51% higher than 
at the pre intervention phase. Thematic analysis identified some 
similarities and some discrepancies in therapists’ desired learning 
needs versus therapists’ reported learning outcomes. The similarities 
indicated that the course information was accurately targeted to 
address the reported knowledge gaps while the differing reported 
learning outcomes provided feedback on topics that could be covered 
in more detail in future education programmes.

41



42

Conclusions
A virtual education programme is feasible and has been noted to be 
successful in increasing the confidence and knowledge of community 
physiotherapists working with children attending the NCPR in CHI 
at Crumlin.
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Telephonic Review Clinic (TRC) successfully 
reducing the new patients waiting list for outpatient 
rheumatology consultation
Author(s)
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Department(s)/Institutions
Rheumatology Department, South Infirmary Victoria University 
Hospital, Cork
Introduction
We introduced a nurse led biologic telephone clinic for selected stable 
inflammatory arthritis patients in remission on biologic therapy. We 
concurrently prolonged the review interval to 12 months from 6 
months for patients well established on DMARD who continued to 
be in remission (greater than 1 year).
Aims/Background
We wished to quantify the number of patients seen in the 
rheumatology clinic, of new patients seen, of referrals received and 
the mean waiting list duration for urgent and routine referrals before 
and after introduction of the telephone clinic with concurrent change 
in review interval for stable DMARD patients.
Method
This was a retrospective audit of numerical activity within a 
rheumatology consultant service. Assumptions have been drawn that 
the interventions described, contributed to the numerical changes 
in activity described. Total referrals and total activity in outpatient 
rheumatology clinic were compared for the last 6 months of 2020 
and of 2021(before and after the intervention, respectively).
Results
Total referrals received in 2020 were 440, Whereas 436 total referrals 
received in 2021. 223 new patients were on waiting list on 31st Dec 
2020 compared to 118 new patients on 31st Dec 2021, showing 50% 
reduction in waiting list after the intervention. Urgent patients, before 
the intervention, were seen on average of 5 months whereas urgent 
patients were seen within 2 months after the intervention. Average 
wait time for routine patients was 9 months before the intervention 
and was reduced to 6 months after the intervention.
Conclusions
Nurse led TRC and increase interval for review of stable DMARD 
patients result in diminution of waiting list and wait time for 
outpatient rheumatology consultation.
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Audit of patient with Rheumatoid Arthritis and Juvenile 
Idiopathic Arthritis currently on Tocilizumab
Author(s)
Dr Sheevam Maunick, Dr Cathal Doherty, Dr Harry Hughes, Dr Carl 
Orr
Department(s)/Institutions
St Vincent University Hospital, Dublin 4
Introduction
Tocilizumab, A Humanized Anti-IL-6 receptor Antibody, and is 
licensed for the treatment of rheumatoid arthritis. However, the 
traditional biomarker of CRP(C- reactive protein), the only objective 
parameter in many disease activity scores for the disease, is directly 

affected by tocilizumab, regardless of the effect of this therapeutic 
modality on disease activity. We performed an audit to determine 
whether physicians were still using CRP as a reliable biomarker of 
disease activity in those treated with tocilizumab.
Aims/Background
Our Objective in this study was to determine whether CRP is a 
reliable biomarker in determining disease activity in rheumatoid 
arthritis and Juvenile Idiopathic Arthritis.
Method
A retrospective analysis of all patients treated with tocilizumab for 
RA/JIA( Rheumatoid arthritis/ Juvenile Inflammatory arthritis) at 
SVUH (St Vincent University Hospital) was performed. CRP, ESR 
(Erythrocyte sedimentation rate) and plain radiography pre and 
post Tocilizumab were analysed. It was noted that most of these 
patient were on various synthetic and biologic DMARDS(Disease 
modifying anti rheumatological Drugs) prior starting Tocilizumab 
and some on dual therapy. This audit was carried out from November 
2021 till January 2022.
Results
There were 27 patients Tocilizumab therapy, 14 males and 13 
females, the average age was 58 SD 56 Average CRP and ESR before 
commencing tocilizumab was noted to be 18 and 25 respectively 
and end CRP and ESR was 2 and 6, respectively. The average 
duration of Tocilizumab therapy was 3.2 years. However, there was 
evidence of both disease regression and progression regardless of 
the average decrease of end CRP and ESR. Among 27 patients 11 
(40%) were found to have erosive arthropathy (EA)pre-Tocilizumab. 
Plain radiographs shows only 1 patient (3%) who had progressive 
erosive changes, 6 patients (22%) who had stable erosive changes 
and in 20 patients (74%) patients there were no EA evident on plain 
radiographs.
Conclusions
From the data above we observed that only one patient had EA 
progression on Tocilizumab based on interval plain radiographs. 
However, the monitoring of CRP in patients prescribed Tocilizumab 
is not an accurate metric for measuring response to therapy.
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Cross-sectional Study Evaluating Disease Activity, 
Quality of Life and Work Productivity of Irish Patients 
with Rheumatoid Arthritis (CONTExT-RA) 
Author(s)
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O’Shea4, D Kane5, D Moran6
Department(s)/Institutions 
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Background
Clinical remission is the treatment target recommended by EULAR 
for the management of rheumatoid arthritis (RA)(1).  The majority 
of RA patients are not, however, achieving and maintaining this 
target especially in more established disease (2).  Whilst low disease 
activity (LDA) is an alternative target, the evidence suggests other 
disease activity states (particularly moderate & high disease activity) 
are associated with poorer patient outcomes than remission or LDA 
(2).  Suboptimal management of RA can result in significantly poorer 
quality of life for patients and may impact other aspects of patients’ 
lives, including their ability to work and their productivity at work 
(2).  
Purpose
To establish the level of clinical remission amongst a cohort of Irish 
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patients with a diagnosis of RA and to investigate the correlation 
between levels of disease activity (measured by the CDAI) and 
quality of life (EQ5D-5L). This study also sought to determine the 
impact of RA disease activity on other important patient reported 
outcomes such as work productivity to highlight the extent and 
impact of continuing residual disease activity on Irish RA patients.
Methods: CONTExT-RA, an observational, cross-sectional study 
recruited 130 patients with RA undergoing standard of care DMARD 
treatment (minimum 3 months) across six Irish Rheumatology, 
secondary care sites.  CDAI scores were calculated and patients 
classified as ‘responders’ (defined either as patients in remission 
(CDAI≤2.8) or LDA (CDAI>2.8-10)) or ‘non-responders’ (those 
with moderate/high disease activity-MDA/HDA) (CDAI>10).  
Patients completed quality of life (EQ5D-5L) and work productivity 
(WPAI-RA) questionnaires. Summary statistics were used to describe 
WPAI-RA outcomes and the Pearson coefficient was used to assess 
the correlation between EQ5D-5L and CDAI scores.
Results
Mean duration of RA disease was 11.6 years and approximately 68.5% 
of patients were female (Table 1).  The patients’ mean (SD) age was 
60.1 (13.36) years & 69% were on advanced therapy (bDMARDs/
tsDMARDs).  26.2% of patients were in clinical remission 
(CDAI≤2.8) with 41.5% classified as ‘non-responders’ (CDAI 
defined MDA/HDA).  Remission was associated with significantly 
higher quality of life (QoL) scores (EQ5D-5L, Table 2) compared 
to the MDA/HDA patients (p<0.001) (Table 2).  Overall, 35.4% of 
patients were employed, this was higher amongst those in ‘clinical 
remission’ vs ‘non-responders’ (53 vs 20%, respectively).  Although, 
the number of hours patients’ missed from work, specifically due 
to RA, was similar across the groups, the ‘non-responder’ group 
reported their work productivity was affected to a greater extent than 
for patients in ‘clinical remission’ (Table 3).
Conclusions: Patients with higher RA disease activity notably 
(MDA/HDA) have significantly poorer QoL outcomes than those in 
remission. Being in remission/LDA appears to result in greater work 
productivity than in MDA/HDA. This data further supports using 
objective disease assessment (CDAI) in routine clinical practice.  It 
also supports aiming for remission as the treatment target in RA and 
highlights the high unmet need amongst the 74% of patients not yet 
in remission.
References
1. Smolen JS, Landewe R et al. EULAR recommendations for 

the management of rheumatoid arthritis with synthetic and 
biological disease-modifying antirheumatic drugs: 2019 update.  
Ann Rheum Dis 2020;79:685–699.
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Non-
responders Total

CR CR+ LDA MDA/HDA
(N=34) (N=76) (N=54) (N=130)

Female, n (%) 23 (67.6%) 51 (67.1%) 38 (70.4%) 89 (68.5%)
Male, n (%) 11 (32.4%) 25 (32.9%) 16 (29.6%) 41 (31.5%)

>50 yrs, n (%) 26 (76.5%) 54 (71.1%) 45 (83.3%) 99 (76.2%)
>65 yrs, n (%) 11 (32.3%) 26 (34.2%) 28 (51.8%) 65 (50%)
Race, n (%)
Asian 1 (2.9%) 2 (2.6%) 2 (3.7%) 4 (3.1%)
Black 0 0 1 (1.9%) 1 (0.8%)
Mixed race 0 1 (1.3%) 0 1 (0.8%)
White 33 (97.1%) 73 (96.1%) 51 (94.4%) 124 (95.4%)
Other 0 0 0 0
Disease activity (CDAI score)
mean (SD) 1.21 (0.883) 4.06 (3.088) 19.46 (11.162) 10.46 (10.714)

N=19 N=37 N=11 N=48

0.3 (0.58) 0.3 (0.57) 0.6 (1.21) 0.4 (0.76)

Currently employed*, n(%) 18 (52.9%) 35 (46.1%) 11 (20.4%) 46 (35.4%)

Employment Sick leaves^ due to
RA, mean (SD)

Table 1. Demographics & disease activity of RA patients (n=130) (SAS)

Responders 

Age, yrs mean (SD) 57.1 (12.91) 57.6 (13.13) 63.7 (13.0) 60.1 (13.36)

CR=clinical remission, Responders are defined as either; 1) [Patients 
in CR (CDAI≤2.8)], 2)[Patients in CR (CDAI≤2.8) or LDA 
(CDAI>2.8 – 10)]. Non responders are defined as: Patients with 
HDA/MDA (CDAI >10).
*Defined as working for pay.
^ sick leave in the past 6 months

CR                CR + LDA MDA/HDA
N=34        N=76 N=53

0.8656 0.7773 0.5781 CR 0.6905
-0.14981 -0.20668 -0.26786 N=34 -0.26812

CR + LDA 0.6954
N=76 -0.25268

EQ5D-5L 
score*, mean
(SD)

<0.001a, b

Table 2. QoL (EQ-5D-5L), FAS

N

Responders Non 
responders

Total

N=129 P value

 
*Overall EQ5D-5L score can range from -0.974 (worst outcome) to 
1.00 (best outcome).
Responders are defined as either; 1) [Patients in CR (CDAI≤2.8)], 
2)[Patients in CR (CDAI≤2.8) or LDA (CDAI>2.8 – 10)]. Non 
responders are defined as: Patients with HDA/MDA (CDAI >10).
acomparison CR vs MDA/HDA, comparison CR+LDA vs MDA/
HDA

Non 
responders Total

MDA/HDA
CR               CR + LDA N=54 N=130

N=34                N=76

Currently employed, n(%)^ 18 (52.9%) 35 (46.1%) 11 (20.4%) 46 (35.4%)

During the past 7 days, how many hours did
you miss from work because of your RA
(hours), mean (SD)

2.2 (9.43) 2.3 (9.3) 1.2 (2.71) 2 (8.2)

During the past 7 days, how much did RA
affect your productivity while working (0-10),
mean (SD)*

1.7 (2.52) 2.6 (2.78) 4.2 (3.28) 3.0 (2.96)

During the past 7 days, how much did RA
affect your ability to do your regular
activities, other than work at a job (0-10),
mean (SD)*

1.4 (1.79) 2.9 (2.65) 5.7 (2.46) 4.0 (2.92)

Table 3. Work productivity Activity Impairment -Rheumatoid Arthritis (WPAI-RA), FAS

N
Responders

^Defined as working for pay, mean figures represent the findings in 
those patients defined as ‘employed’
*0 indicates least impact, 10 most impact
Responders are defined as either; 1) [Patients in CR (CDAI≤2.8)], 
2)[Patients in CR (CDAI≤2.8) or LDA (CDAI>2.8 – 10)]. Non 
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