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Introduction
Intra-articular (IA) and Soft Tissue (ST) are cornerstone therapies 
in Rheumatology, offering targeted relief in Inflammatory and 
degenerative Conditions.Proper Documentation of these procedures 
is pivotal in ensuring accuracy , safety , Legal Compliance and 
Continuity of care. Despite Established guidelines ,incomplete or 
inconsistent documentation remains a recognized risk, potentially 
leading to treatment errors, compromised patient safety and 
medicolegal vulnerabilities.

Aims/Background
This audit aims to evaluate the quality and completeness of 
documentation for intraarticular and soft tissue injections 
performed in Rheumatology clinics to ensure patient safety, clinical 
effectiveness, and compliance with professional standards

Method
Retrospective review of 21 consecutive Intra-articular and soft 
tissue injection procedure notes (from Rheumatology Injection 
Clinics from the month December 2024) were audited against the 
recommended mandatory documentation domains of Intra-articular 
and soft tissue injections as PCRRM ( Primary care Rheumatology 
and Musculoskeletal Medicine Society) and Medical Council’s 
Guide to Professional Conduct and Ethics for Registered Medical 
Practitioners (9th Edition 2024). Parameters included (1)Patient 
identification, (2)Written consent,(3)Indication for injection,(4)
Joint/injection site documentation,(5)Sterile technique confirmation, 
(6)Medication details (name and dose), (7)Pre-procedure assessment 
(including Bleeding disorder,anticoagulation status and Allergic 
status). (8)Post-procedure advice given ,(9)Complications/
side effects documented, (10) Follow-up plan and (11)Medical 
Practitioner details.

Results
Following are the results
1.	 Patient identification (Name, MRN and DOB-sticker pasted ) was 

at 95%
2.	 Written Consent(signed and Dated) was obtained in 100% of 

records.
3.	 Pre-procedure assessment (INR if on warfarin/DOAC and 

Allergy status) was documented in only 10%.
4.	 Clear Indication of Injection was documented in 14%
5.	 Site of Injection was clearly documented in 76%
6.	 Sterile Technique was documented in only 28%.
7.	 Medication Details (Steroid & LA dose & Strength) was 

documented in 90%
8.	 Post procedure advice documentation was-14%
9.	 Immediate complication documentation-33%
10.	Follow up plan was documented in 21%
11.	Medical practitioner Details (signature/Name and MCRN)-71%

Conclusions
The Documentation of Intra-articular and soft tissue injection 
remains suboptimal. Given the busy Rheumatology Outpatient 
service, physicians sometimes overlook and skip the necessary 
documentation so we decided to introduce a proforma for Injection 
procedures in Rheumatology department in Our Lady’s Hospital, 
Navan. Our plan is to Complete this as quality Improvement project 
by repeating multiple PDSA (Plan-Do-Study-Act) cycles to achieve 
100% compliance with necessary documentation.
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An audit on Rheumatoid arthritis patients, 
completing chest x-ray Pre-treatment for 
methotrexate
Author(s)
Dr Mohammad Mohammad ,Dr Akmal Ameer, Dr Abdul Moiz 
Lakho, Dr Richard John Hurley, Dr Alwin Sebastian

Department(s)/Institutions
Rheumatology University Hospital Limerick

Introduction
Rheumatoid arthritis is associated with Interstitial lung disease (ILD) 
in 3.7% - 7.7% of patients and methotrexate carries a rare risk of 
pneumonitis leading to withdrawal of treatment in 1:108 patient 
years. British society of Rheumatology (BSR) guidelines recommend 
a pre-treatment chest x-ray to screen for lung disease before initiating 
methotrexate and advise against its use in established ILD cases. 
This audit evaluated the compliance with BSR guidelines.
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Aims/Background
The aim of audit was to assess if pre-screening with X-ray was 
done before start of start of methotrexate with Rheumatoid arthritis. 
According guidelines of BSR.
Background Interstitial lung disease (ILD) is associated with 
Rheumatoid arthritis (RA) in 3.7% - 7.7% of patients.
[1] Methotrexate induced pneumonitis is a rare and unpredictable 
toxicity leading to withdrawal of treatment in 1:108 patient years.
[2] British Society of Rheumatology (BSR) guidelines for pre- 
methotrexate treatment screening include chest x-ray .To avoided 
methotre

Method
Retrospective audit of 33 RA patients treated with methotrexate, 
reviewed compliance with chest x-ray screening noting reasons and 
the subsequent actions. A re-audit of 40 randomly selected patients 
assessed the improvements post implemented recommendations.

Results
In the initial audit, 51.5% (n=17) of patients had a pre-treatment chest 
x-ray, with 100% (n=17) reported as normal. Post recommendation 
the re-audit showed a 77.5% (n=31) compliance with 85% (n=34) 
seropositive RA patients and 6.5% (n=2) abnormal x-rays,
reflecting a 26% improvement in the x-ray screening rates.

Conclusions
Required to do appropriate pre-treatment screening for lung disease 
in all patients commencing methotrexate. There is evidence for 
continuing methotrexate in RA patients who develop ILD with 
careful monitoring. However currently there are no guidelines 
concerning continuation or withdrawal of methotrexate in patients 
who develop ILD during the course of treatment. 

25A130

Ecobiotic Engineering Reverses TNFi-Refractory 
Rheumatoid Arthritis. A Systematic Review of 
Gut-Joint Axis Repair.
Author(s)
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Department(s)/Institutions
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Introduction
TNF-inhibitor (TNFi) failure affects 30% of rheumatoid arthritis 
(RA) patients, representing Ireland’s highest biologic expenditure 
(€92M annually; ISR Biologics Registry 2023). This refractory 
state is mechanistically driven by gut dysbiosis – specifically 
Klebsiella pneumoniae enrichment – which disrupts intestinal barrier 
integrity via tight-junction degradation and activates systemic Th17 
inflammation, accelerating joint destruction.

Aims/Background
We conducted the first systematic review to evaluate precision 
ecobiotic engineering (combined bacteriophage-mediated pathobiont 
silencing and symbiont-induced mucosal repair) for reversing TNFi-
refractory RA.

Method
PRISMA 2020-compliant systematic review (PubMed/Embase/
Cochrane, 2010-2024). Two preclinical murine studies assessing 
phage-symbiont interventions in TNFi-nonresponsive RA models 
were included. Risk of bias was appraised using SYRCLE. Meta-
analysis was precluded by methodological heterogeneity; findings 
were synthesised narratively.

Results
Two high-quality murine studies demonstrated consistent outcomes:
- **68% reduction in arthritis severity** (3.2 ± 0.8 vs. 10.1 ± 1.4; p 
< 0.001)
- **80% sustained remission** at Day 45 vs. 0% placebo (p < 0.001)
- **K. pneumoniae eradication**: Virulence gene silencing (pulA 
log2FC = −5.2; p < 0.001) and elimination of hypermucoviscosity
- **Gut-joint axis repair**: Butyrate restoration (12.3 ± 1.9 μmol/g; 
2-fold increase; p < 0.01), serum LPS reduction (0.8 ± 0.3 EU/
mL; 67% decrease; p < 0.001), and lamina propria Treg/Th17 ratio 
elevation (2.8 ± 0.4 vs. 0.9 ± 0.2; p < 0.001)
- **Synovial protection**: OARSI histopathology scores improved 
75% (2.1 ± 0.6 vs. 8.3 ± 1.1; p < 0.001)
Combination therapy surpassed monotherapies (remission: 80% vs. 
phage 35%/symbionts 42%; p = 0.003) with no adverse events.

Conclusions
Ecobiotic engineering represents a paradigm shift for TNFi-
refractory RA, simultaneously eradicating pathobionts through 
targeted virulence silencing and restoring immune homeostasis via 
mucosal repair. As the inaugural systematic review in this field, 
we project Irish HSE savings of ~€14,000/patient/year through 
reduced biologic cycling and hospitalisations. Clinical translation is 
underway, supported by an ongoing phase I trial (NCT06284430).

Disclosure:
AI-assisted drafting refined syntax. Authors substantively developed 
hypotheses, interpreted data, and validated clinical relevance per ISR 
Guidelines.
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Introduction
There is a known increased risk of cardiovascular disease (CVD) 
in Rheumatoid Arthritis (RA) patients compared to the general 
population. Clinician acknowledgement of increased CV risk with 
early recognition of CV risk factors in RA and Psoriatic Arthritis 
(PsA) patients aids in reducing the incidence of added disease burden 
of CVD through primary or secondary prevention.

Aims/Background
To evaluate the cardiovascular risk amongst RA and PsA patients 
seen in EIAC at Galway University Hospital.

Method
Descriptive analysis involving a retrospective patient cohort seen in 
EIAC over a 2 month period. Inclusion criteria were patients with a 
diagnosis of RA and PsA between 18 to 85 years old. Data collected 
through electronic patient records via a clinical proforma used in 
EIAC. Cardiovascular risk prediction model (European SCORE) 
was utilised, with 1.5 multiplication factor adopted to account for 
increased risk.

Results
From a total of 106 patients, 35 were male and 71 females, with a 
mean age of 52.4 years old. 42.5% (n=45) had RA, of whom 62.2% 
(n=28) were seropositive. PsA accounts for 28.3% (n=30), whilst 
the remaining were other inflammatory joint disorders (IJD) (i.e. 
undifferentiated inflammatory arthritis, enteropathic arthritis etc) 
(29.2%, n=31). 15.1% (n=16) of patients are active smokers/vapers. 
55.7% (n=59) of patients were in remission, and 45.3% (n=48) 
had at least one of the traditional risk factors (any of hypertension, 
diabetes mellitus, active smoker, dyslipidaemia). 2 patients from 
those in remission had a SCORE risk of 10% or more (figure 1). The 
p value for age and smoking against CV risk is less than 0.05. Post 
hoc analysis showed p value greater than 0.05 (p=0.053) for CV risk 
amongst RA, PsA and IJD.

Conclusions
Although there is a significant association between age and smoking 
with CV risk, there is no significant difference of CV risk between 
RA, PsA and IJD. Application of European SCORE in EIAC should 
be reassessed every 5 years, particularly as risk increases with age. 
Primary prevention can be promoted in younger patients who are 
actively smoking and/or living a sedentary lifestyle, which could be 
masked by a low total CV risk but potential high relative risk.
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Introduction
While targeted immune therapies have transformed the management 
of rheumatoid arthritis (RA) and psoriatic arthritis (PsA), treatment 
responses remain suboptimal and unpredictable. Emerging evidence 
suggests the gut microbiome and metabolome may influence 
therapeutic efficacy.

Aims/Background
This study aims to address this gap by integrating clinical, dietary, 
microbial, and immunological data to identify biomarkers predictive 
of treatment response

Method
This prospective observational study aims to recruit 150 patients 
(75 RA, 75 PsA) with moderate disease activity initiating biologic 
disease-modifying antirheumatic drugs (bDMARDs) or Janus kinase 
(JAK) inhibitors at Cork University Hospital. Clinical disease 
activity and patient-reported outcomes are assessed at baseline 
and 12 weeks using validated tools, including the ACR20/50/70 
response criteria. Dietary intake is evaluated using a validated 
Food Frequency Questionnaire. Stool samples are collected for 
metagenomic sequencing, while blood samples are analysed using 
flow cytometry to assess T-cell subsets, specifically on regulatory T 
cells and T-helper 17 cells.

Results
To date, 58 patients have been recruited, with 46 (21 RA, 25 PsA) 
included in interim analysis. The PsA group was 60% male; RA 
group, 61.9% female. Mean ages were 53.4 and 62.7 years in PsA 
and RA, respectively, with similar BMI and disease duration. (Table 
1)
All PsA participants completed follow-up with a 50% non-response 
rate; 19 of 21 RA participants completed follow-up, with a lower 
non-response rate of 25%. (Graph 1 and 2)
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Conclusions
These interim findings highlight a significant unmet need for 
improved therapeutic response, particularly in PsA. These findings 
underscore the critical importance of integrating clinical care with 
translational research to advance precision medicine.
 

 

25A136

Adherence to Lupus Guidelines: Successes and 
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Author(s)
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Introduction
Systemic Lupus Erythematosus (SLE) is a multisystem autoimmune 
condition that presents challenges in clinical management. To support 
consistent, high-quality care, the British Society for Rheumatology 
(BSR) published 2017 guidelines for assessment and monitoring.

Aims/Background
To evaluate compliance with BSR SLE guidelines at our institution, 
identify gaps, and measure improvement after a targeted education 
intervention.

Method
A retrospective chart review was conducted on outpatient 
rheumatology clinic visits between May 2023 and May 2024 to assess 
adherence to the BSR 2017 guidelines. This formed the baseline 
audit. In July 2024, an educational intervention was delivered to 
clinical staff, consisting of targeted teaching sessions focused on the 
guideline content, baseline audit findings, and the clinical relevance 
of recommended assessments. A reaudit was then performed using 
the same patient cohort reviewing visits between July 2024 and 
July 2025 to evaluate the impact of the intervention on adherence to 
guideline-recommended assessments.

Results
The same patient cohort was used for both audit cycles; sixty-one 
clinic reviews were assessed in the initial audit, and sixty in the 
reaudit, with one patient excluded due to non-attendance at follow up. 
Lipid profile testing improved from 20/61 (32.8%) to 27/60 (45.0%), 
and blood pressure assessment increased from 26/61 (42.6%) to 
44/60 (73.3%), representing the most substantial gain. Urine dipstick 
testing improved from 30/61 (49.2%) to 35/60 (58.3%). All patients 
with dipstick abnormalities appropriately underwent urine protein-
to-creatinine ratio (uPCR) testing. Hydroxychloroquine prescribing 
remained high (51/61 [83.6%] vs. 49/60 [81.7%]), with persistent 
appropriate ophthalmologic screening (47/51 [92.2%] vs. 47/49 
[95.9%]). Prednisolone was prescribed for maintenance of difficult 
to control disease in 11 patients (18.3%) compared to 8 (13.1%) at 
baseline, with a modest reduction in the proportion exceeding the 
recommended dose (>7.5 mg/day) from 5 (8.2%) to 3 (5.0%).

Conclusions
This closed-loop audit showed substantial improvement in blood 
pressure assessment following an education intervention, with 
smaller gains in lipid and urine dipstick testing. Renal monitoring, 
hydroxychloroquine prescribing, and ophthalmologic screening 
remained consistently strong. While education supported 
improvements in some areas, further strategies may be needed to 
enhance overall guideline adherence.

25A138

Audit of Duplicate Testing of Anti-Nuclear 
Antibodies & Rheumatoid Factor
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Introduction
Antinuclear antibodies (ANA) and rheumatoid factor (RF) are 
frequently ordered investigations which form part of the diagnostic 
work up of various rheumatological conditions. However, while both 
ANA and RF are highly sensitive investigations, they have limited 
specificity and can be positive in healthy individuals and in those 
with non-rheumatological conditions. Studies have shown that 
repeating ANA and RF testing within narrow time intervals provides 
limited clinical benefit.
Laboratory testing represents the highest volume diagnostic 
procedure carried out in hospitals. Inappropriate or “over-testing” of 
ANA and RF levels brings increased financial and labour burdens 
placing further strain on ‘healthcare sustainability’.

Aims/Background
The aim of this quality improvement initiative is to reduce 
inappropriate duplicate ANA and RF testing.

Method
Duplicate ANA and RF tests were defined as repeat ANA and RF 
tests which occurred within a set interval time period of 90 and 350 
days respectively. The laboratory database search tool identified 
duplicates using inclusion criteria of patients who underwent 2 
or more ANA or RF tests within the time period. The initial ANA 
or RF test was excluded and the second/subsequent samples were 
categorized as duplicates.
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Following identification of duplicate testing, interventions were 
implemented mid 2023: the LIMS system was programmed to 
highlight to clerical staff if a patient had an RF test within the 350 
day period prior to processing the lab test or an ANA within 90 days.

Results
There was an 80% reduction in duplicate RF being processed in the 
second half of 2023 and a 37% reduction in duplicate ANA.
A re-audit was performed in July 2024, comparing Jan – June 2023 
with the same period in 2024. There was a 56% reduction in ANA 
duplicates and an 81% reduction in RA duplicates. This represented a 
cost saving of €9,663.80 for ANA testing and €10,150 for RF testing, 
a total of €19,813 for a 6 months period, so extrapolating further this 
initiative saved the hospital over €38,000 over 12 months.

Conclusions
There is scope for education to be provided on correct ordering and 
interpretation of ANA and RF testing to curb duplicate testing at the 
source.
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A Mixed-Methods Survey on the Effect of 
Sedentary Behaviour on Analgesic use in 
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Introduction
Sedentary behaviour is defined as any waking behaviour characterized 
by an energy expenditure ≤1.5 metabolic equivalents (METs), while 
in a sitting, reclining or lying posture. Of late, global populations 
have become markedly more sedentary. Sedentary behaviour is 
associated with a host of negative health consequences, independent 
of other risk factors, including increased risk of all-cause mortality, 
cardiovascular disease, hypertension, increased cancer risk and 
heightened levels of inflammation. In rheumatoid arthritis (RA) one 
of the most common symptoms is pain, requiring the use of analgesic 
medication. Physical activity in those with RA has been shown to 
reduce the burden of inflammation and thus levels of pain.

Aims/Background
This study aimed to assess if patients with rheumatoid arthritis and 
high levels of sedentary behaviour have increased use of analgesia 
when compared to their less sedentary counterparts.

Method
This was a retrospective cross-sectional, mixed-methods survey 
capturing qualitative & quantitative data. Patients over 18 with 
seropositive RA attending routine outpatient clinics in UHW were 
invited to complete the paper-based survey. Variables measured 
included age, duration of diagnosis, rheumatological comorbidities, 
current treatment, last flare, frequency of analgesic use, physical 
activity and sedentary behaviour levels. Open-ended questions 
captured enablers to sedentary behaviour and barriers to a less 
sedentary lifestyle.

Results
There were 25 respondents with 6 surveys incomplete thus 19 
included in analysis. 79% were female with majority age 55-65 
(n=8). 32% of patients had concurrent osteoarthritis (n=6). 63% were 

diagnosed over 10 years (n=12). Most common treatments were 
Methotrexate (n=6) or Rituximab (n=6). The majority (47%) used 
analgesia more than once per day (n=9). Average weekly sedentary 
time was 39.8 hours. Those using analgesia more than once per 
day had the lowest mean sedentary time. A Kruskal-Wallis test was 
carried out to test if there was a statistically significant difference 
in sedentary time across the groups. This revealed no significant 
difference, p=0.230, thus with available data the null hypothesis is 
not rejected. Qualitative analysis ongoing.

Conclusions
There was no significant difference found between levels of sedentary 
behaviour and frequency of analgesic use in this small study. Larger 
scale studies would be required for generalisation of results.
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Introduction
Effective communication is central to patient-centred care, 
particularly in specialities with long-term condition management like 
rheumatology. National policies, including the NHS Plan (2000) and 
the NHS Constitution (2015), advocate for patients receiving copies 
of all correspondence about their care. Despite this, the practice 
remains inconsistent.
In 2017, the RCP’s Health Informatics Unit and the Professional 
Record Standards Body (PRSB) outlined patient preferences for 
outpatient letters, recommending plain English, clear structure, early 
presentation of management plans and minimal use of jargon or 
unexplained abbreviations. The Academy of Medical Royal Colleges 
has further advised that letters should be factual, free of speculation 
and include contact points for further information if needed.

Aims/Background
To explore patients’ perspectives on receiving clinic letters and 
identify areas for improvement to enhance patient communication, 
experience and engagement.

Method
In 2024, the Belfast Trust implemented EPIC—an electronic health 
record system that allows patients to access clinic letters via the My 
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Care app or by postal copy. We audited patient experience before 
and after EPIC implementation. Cycle 1 (October–November 2023) 
involved 51 Rheumatology follow-up patients; 45 were contacted, 
and 30 responded. Letters were dictated and posted to patients and 
their GPs. A structured questionnaire, adapted from Weetman et al. 
(2018), assessed receipt, understanding, accuracy, emotional impact, 
terminology clarity and future preferences.

Results
In Cycle 1, 87% read their letters and 80% understood the content; 
83% felt letters accurately reflected appointments, and 90% reported 
better insight into their care. However, 37% found terminology 
unclear. Two patients experienced anxiety. Ninety-three per cent 
wished to continue receiving letters. Limitations include timing, 
trainee-dictated letter variability and early-stage patient-focused 
language adoption. Preliminary Cycle 2 (Feb–Mar 2025) data 
indicates greater satisfaction and access via the EPIC system.

Conclusions
Clinic letters are well-received, and they enhance patient 
understanding and engagement. Continued distribution—especially 
via EPIC —presents a valuable opportunity to involve patients 
and their families in their care. This is particularly important in 
rheumatology, where patients manage complex conditions, frequent 
medication changes, and have monitoring requirements. Optimising 
letter structure and language may further improve communication 
and self-management outcomes, leading to improved overall patient 
care.

25A156

Assessment of patient safety monitoring in 
patients on rituximab for rheumatoid arthritis 
in Tallaght University Hospital
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Introduction
The 2018 British Society for Rheumatology(BSR) guidelines 
for disease modifying anti-rheumatic drugs(DMARD) safety in 
inflammatory arthritis emphasise the importance of measuring 
serum immunoglobulin levels prior to initiating rituximab infusions 
and before each subsequent course. Rituximab, a chimeric anti-
CD20 monoclonal antibody, is an established biologic therapy for 
patients with rheumatoid arthritis(RA). Rituximab induced B cell 
depletion may lead to progressive hypogammaglobulinemia, which 
is associated with an increased risk of serious infections.

Aims/Background
To assess compliance with 2018 BSR guidelines on immunoglobulin 
monitoring in patients receiving rituximab for rheumatoid arthritis in 
Tallaght University Hospital.

Method
All patients who received rituximab from February 2024 to March 
2025 for treatment of RA were included. Data was gathered from 
Cellma, the rheumatology patient database. Patients’ response 
to rituximab, remission rates and documented infections were 
recorded. Doctors were educated regarding the safety of monitoring 
immunoglobulins as a previous audit focusing on T/B lymphocytes 
in RTX noted 10% compliance with immunoglobulin monitoring.

Results
23 established patients and 11 new patients receiving rituximab 
were audited. Compliance with T/B lymphocyte subset monitoring 
is perfect at 100%. Monitoring immunoglobulins in the established 
patient cohort was only 65% and for new patients 54%. Seven 
established patients had evidence of serious infections but none were 
noted in the new patient cohort.

Conclusions
Current departmental guidelines emphasise measuring T/B 
lymphocyte subsets have a 100% compliance rate (Table 1). This 
aids in both prescribing and timing initial and subsequent doses of 
rituximab. While T/B cell lymphocytes can be useful at determining 
patient response to rituximab further emphasis needs to be placed 
on markers that can improve safety. This is to help prevent patients 
developing hypogammaglobulinemia, late-onset neutropenia and 
serious infections like progressive Multifocal Leukoenceophalopathy.
Whilst re-educating clinicians on the importance of monitoring 
immunoglobulin levels showed an improvement to 65% compliance, 
inadequate monitoring may lead to missed opportunities to 
intervene, placing some patients at risk of severe infections. The 
implementation of a standardised rituximab safety protocol with a 
pre-infusion checklist to confirm recent immunoglobulin levels are 
checked, would assist with safety monitoring. Once that protocol has 
been introduced, a repeat audit in 6-12 months should be performed.
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Introduction
Systemic sclerosis(SSc) is a rare connective tissue disease 
which affects the skin and internal organs. Lung involvement 
is characterised by inflammation and fibrosis leading to SSc-
ILD(Systemic sclerosis-interstitial lung disease). Screening for lung 
involvement is recommended with PFTs(pulmonary function tests) 
and HRCT(High Resolution CT). Treatment guidelines recommend 
immunosuppression such as Mycophenolate Mofetil(MMF), 
rituximab, cyclophosphamide, and an anti-fibrotic such as nintedanib. 
Monitoring is recommended with PFTs every 3-6 months for the first 
year, then less frequently when stable.

Aims/Background
We aim to audit the number of patients attending our scleroderma 
clinic who have ILD, the number on combined immunosuppressive 
therapy, and whether we are achieving the recommended frequency 
for PFTs monitoring.
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Method
The scleroderma clinic lists were reviewed to identify patients with 
SSc-ILD. The clinic letters for these patients were reviewed and the 
following recorded; number and type of immunosuppressants and 
anti-fibrotic treatment, attending respiratory clinic, PFTs in last 6, 
9, 12, >12 months, since the last rheumatology clinic appointment.

Results
A total of 20 patients with SSc-ILD were identified. 19 of our 
patients were identified as having active SSc-ILD and were included 
in the audit. The breakdown of the type of immunosuppressants is 
as follows; MMF 12, rituximab 1, MMF-rituximab combination 
4, methotrexate-rituximab combination 1, cyclophosphamide 1. 8 
were on anti-fibrotic medications. 13 were attending the respiratory 
clinic. 9 had PFTs in the preceding 6 months, 3 in the preceding 9 
months, 3 in the preceding year, and 4 were >1 year since their last 
rheumatology clinic review.

Conclusions
All of our patients are on immunosuppressants, with just under half 
being on anti-fibrotics(42%). Approximately one quarter(26%) of 
our patients were on combined immunosuppressive therapy. 4 of 
16 patients were on MMF-rituximab combination therapy, with 1 
patient being on methotrexate-rituximab combination therapy for 
a diagnosis of combined Scleroderma-Rheumatoid arthritis. While 
all of our patients had PFT monitoring, only 47% were within 6 
months. This highlights the need for more robust PFT monitoring 
for our scleroderma clinic. Possible future opportunities for this 
could include a computerised record for PFT results or a combined 
rheumatology-respiratory clinic for the monitoring and management 
of our patients with SSc-ILD.
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Introduction
Rheumatoid Arthritis (RA) and Juvenile Idiopathic Arthritis (JIA) are 
a complex conditions with overlapping symptoms, making research 
on it challenging. Electronic health records (EHRs) have greatly 
facilitated studying these conditions, but the reliability of research 
and validity of findings based on EHR data is highly dependent on 
the accuracy of diagnostic codes and algorithms used to identify RA/
JIA patients. A systematic review (SR) published in 2013 reported 
substantial variability in the accuracy of algorithms (PPV 34%-97%) 
applied to EHRs, and suggests combining different codes enhances 
the reliability of RA identification.

Aims/Background
This systematic review aimed to assess the diagnostic accuracy of 

algorithms used to identify rheumatoid arthritis (RA) and juvenile 
idiopathic arthritis (JIA) in electronic health records (EHRs).

Method
We searched MEDLINE, Embase, and CENTRAL databases and 
included studies that validated case definitions against a reference 
standard such as rheumatologist-confirmed diagnosis or ACR/
EULAR classification criteria. Title/abstract screening, full-text 
review, data extraction and quality assessment were all completed in 
duplicate. Results were synthesised narratively and using a bivariate 
random-effects meta-analysis of sensitivity and specificity.

Results
A total of 35 studies were included. Algorithms varied widely in 
complexity, ranging from single ICD codes to combinations including 
disease-modifying antirheumatic drugs (DMARDs), hospitalisation 
records, and specialist diagnosis (Figure 1). Algorithms combining 
ICD codes with DMARD prescriptions (pooled sensitivity= 0.79 
95% CI 0.61-0.90, specificity= 0.96 95% CI 0.72-1.00, PPV= 
0.78 95% CI 0.63-0.88) or requiring an ICD code assigned by 
a rheumatologist (pooled sensitivity= 0.91 95% CI 0.70-0.98, 
specificity= 0.94 95% CI 0.49-1.00, PPV= 0.70 95% CI 0.64-0.75) 
showed the highest accuracy, with balanced sensitivity, specificity, 
and positive predictive value (PPV) (Figure 2). Less restrictive 
algorithms demonstrated high sensitivity but lower PPV. Substantial 
heterogeneity was observed across studies, likely due to differences 
in algorithm structure, data sources, and validation methods. Despite 
this variability, we used conceptually coherent categories to allow 
for meaningful synthesis, prioritising clinical interpretability.

Conclusions
These findings support the use of more specific algorithms when 
diagnostic certainty is essential and highlight the need for further 
validation of high-performing algorithms across diverse healthcare 
systems.
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Introduction
Juvenile Idiopathic Arthritis (JIA) is an umbrella term for causes 
of inflammatory arthritis in children and adolescents. Symptoms 
include pain, stiffness and fatigue and this can have an impact on a 
child’s ability to attend school or participate in school activities, such 
as physical education.

Aims/Background
The aim of this literature review is to identify the factors associated 
with school attendance and participation in school activities in 
children and adolescents with JIA.

Method
Using Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) methodology, the research databases Pubmed, 
EMBASE and CINAHL were searched using key words related to 
JIA and school attendance and participation. Inclusion criteria were 
being 18 years old or under, having a diagnosis of JIA and examining 
JIA’s impact on either school attendance or participation in a school 
activity. Included studies were examined for factors that affected 
attendance or participation.

Results
Twelve research articles were included in the literature review. Six 
themes were identified as affecting attendance and participation. 
They were (1) Symptoms and treatment of JIA (2) Disability (3) 
Psychological symptoms (4) Disease activity and JIA subtype (5) 
Communication and school support and (6) Factors that increased 
participation.

Conclusions
Children and adolescents with JIA have reduced levels of school 
attendance and often cannot participate fully in school life due 
to their medical condition. Targeted strategies may improve 
participation rates in this population. Further research is needed 
in this area to develop interventions and strategies to facilitate the 
optimal educational and school experience possible for this cohort.
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Introduction
Effective communication between the Rheumatology outpatient 
clinic and the Day Infusion Suite (DIS) is essential to ensure safe 
administration of biologic and anti-osteoporotic infusions. At the 
Mater Misericordiae University Hospital (MMUH), communication 
currently relies on a combination of clinic letters, referral forms, 
CNS notes, and the electronic medical record. This fragmented 
system poses risks of documentation discrepancies and treatment 
errors. This audit aimed to evaluate the quality and consistency of 
information transfer to support future process improvement.

Aims/Background
The objective of this audit was to assess the accuracy of 
documentation between Rheumatology clinic communications and 
the DIS for patients receiving rituximab, infliximab, or zoledronic 
acid. We examined discrepancies in dose and treatment interval 
documentation, the accuracy of delivered therapy, and the completion 
of pre-infusion blood test requirements.

Method
A retrospective review was conducted of patients receiving rituximab, 
infliximab, or zoledronic acid infusions between July 2017 and May 
2025. Data were collected from clinic letters, referral forms, CNS 
notes, Patient Centre, and physical prescription charts. Collected 
variables included demographics, indication, dose, treatment 
interval, and completion of necessary blood tests.

Results
Fifty patients received biologic therapy (rituximab n=40, infliximab 
n=10). Among rituximab patients, 40% were treated for rheumatoid 
arthritis. Discrepancies in documentation were identified in 51% 
of cases, yet 85% received the intended dose. Immunoglobulin 
monitoring was completed in 85%. Infliximab discrepancies occurred 
in 30% of patients, all due to missing referral forms, with 80% 
receiving the correct dose. Among 25 patients receiving zoledronic 
acid, discrepancies occurred in 8%, and 92% had correct dosing and 
appropriate bloods pre-infusion.

Conclusions
Significant discrepancies were identified between clinic 
documentation and DIS referrals, particularly for biologic agents. 
Despite this, the majority of patients received appropriate treatment. 
A series of process changes including a weekly infusion clinic, 
standardised proformas, and improved discharge communication are 
planned to improve documentation and safety. These changes will 
be evaluated in a future re-audit to measure impact on patient care.
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Introduction
Giant cell arteritis (GCA) is a chronic vasculitis of older adults with 
variable long-term outcomes. Understanding sustained remission, 
steroid exposure, and the role of biologic therapy over time is 
essential to improving disease management.

Aims/Background
This study assesses clinical and treatment trajectories in a real-world 
GCA cohort followed up to 48 months.
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Method
Data was analysed from a single-centre GCA cohort (n = 14 with 
complete follow-up to 48 months). Parameters examined included 
clinical and laboratory markers in addition to vascular ultrasound at 
key timepoints ( baseline, 12 months and 48 months).

Results
•	 Remission and Treatment Status: By 48 months, 4 patients were 

in treatment-free remission, 9 patients in remission on biologic 
therapy, and 1 patient in sustained remission on low-dose steroids.

•	 Tocilizumab Use: Tocilizumab was prescribed in 9 patients. At 48 
months 3 patients remained on weekly dosing, 2 on every second 
week dosing and 4 on monthly dosing.

•	 Inflammatory Markers: At 48 months, patients who were in 
treatment-free remission had average CRP 1mg/L, IL-6 levels 
5pg/ml. As expected patients receiving Tocilizumab showed 
sustained suppression of CRP and ESR.

•	 Vascular Ultrasound: At 48 months all patients had normal 
temporal and axillary ultrasound. Average OGUS for those in 
treatment free remission v treatment remission was similar (OGUS 
0.76 v OGUS 0.74)

•	 Clinical Events: No patient developed a flare of GCA after 12 
months or any GCA-associated complication in either of the 
groups

Conclusions
This 48-month cohort study highlights the heterogeneity in long-term 
outcomes in GCA. While a subset of patients achieves treatment-free 
remission, many require ongoing immunosuppression, particularly 
with biologic agents to maintain disease control. Baseline 
inflammatory markers, clinical presentation (e.g., absence of jaw 
claudication), and vascular imaging findings may help predict which 
patients are more likely to achieve drug-free remission. Tocilizumab 
appears effective in maintaining remission and controlling 
inflammation, particularly in those with higher initial disease burden.
Importantly, all patients—regardless of treatment status—showed 
normal vascular ultrasound at 48 months suggesting that long-term 
vascular inflammation was well-controlled across the cohort. These 
findings support individualised treatment strategies and underscore 
the potential role of longitudinal imaging and biomarker monitoring 
in guiding therapy.
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Introduction
DMARDs are essential in treating rheumatic diseases, but their 
use requires careful adjustment during infections, surgeries, and 
vaccinations due to immunosuppression risks. Despite existing 
guidelines, variation in clinical advice is common. This audit 
assessed rheumatology staff knowledge on advising patients about 
DMARD management in these scenarios.

Aims/Background
To assess rheumatology staff knowledge and clinical practice 
regarding the management of cDMARDs and bDMARDs during 
infections, elective surgeries, and vaccination scenarios.Background:
Disease Modifying Anti-Rheumatic Drugs (DMARDs), both 
conventional (cDMARDs) and biologic (bDMARDs), are commonly 
used in rheumatology. Guidance on their management during periods 
of infection or elective surgery is essential for patient safety and 
optimal outcomes. Despite availability of international guidelines, 
variation in clinical practice exists.

Method
An anonymised 16-item questionnaire was distributed among 
rheumatology staff, covering recommendations related to both 
cDMARDs and bDMARDs across various clinical contexts. 
Questions addressed stopping and restarting medications in settings 
of mild or severe infection, elective surgery, vaccination, shingles 
infection, and where staff seek guidance. Responses were analysed 
to assess adherence to current best practice.

Results
total of 27 responses were received.
•	 Elective Surgery: Only 59% advised stopping methotrexate pre-

surgery; 41% continued. For biologics, 78% correctly advised 
stopping prior to surgery.

•	 Infections: 89% advised withholding cDMARDs in severe 
infection vs 63% for mild infections. For bDMARDs, 85% advised 
withholding in severe infection, but only 59% in mild cases.

•	 Vaccination: 67% would stop cDMARDs before live vaccine; 
48% did so for biologics.

•	 Shingles: 56% advised stopping DMARDs during shingles 
infection, showing uncertainty.

•	 Restarting DMARDs: Variation was noted in advised timelines 
post-infection or surgery, with only 45% providing guideline-
aligned answers.

•	 Sources of Advice: Majority relied on consultants or BSR 
guidelines; few used local protocols.

Conclusions
The audit highlights variability and uncertainty among rheumatology 
staff in advising patients on DMARD management during infection 
and surgery. Targeted educational interventions and clear local 
protocols are recommended to standardise practice and align with 
national and international guidance.
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Introduction
Rheumatoid arthritis (RA) is a chronic systemic inflammatory disease 
linked to increased morbidity and mortality from cardiovascular 
disease (CVD). Studies have shown a 45 to 60% higher mortality 
rate in RA patients due to CVD compared to the general adult 
population (Murphy et al., 2024). According to the 2022 EULAR 
recommendations, patients with RA should be considered at higher 
risk for CVD and undergo regular cardiovascular risk assessments 
(Drosos et al., 2022).

Aims/Background
2022 EULAR recommendations address three main areas: 
tools for predicting cardiovascular risk (CVR) assessment; 
interventions targeting traditional CVR factors; and interventions 
focused on disease-related CVR factors. This audit aims to 
determine the proportion of RA patients attending rheumatology 
services at University Hospital Limerick (UHL) group who are 
receiving appropriate CVR assessment in line with EULAR 2022 
recommendations.

Method
A retrospective audit of 72 RA patients’ electronic and paper-based 
medical records receiving rheumatology service was reviewed. The 
inclusion criteria were: age ≥18 years, confirmed RA diagnosis (per 
ACR/EULAR criteria), and attendance at the rheumatology clinic 
in the last 12 months (July 2024-July 2025). The exclusion criteria 
were: patients with established CVD, and incomplete or inaccessible 
records. Patients’ data was collected using an anonymized worksheet 
and included age, gender, CVR assessments (BP, BMI and risk score 
documentation). Considering the General Data Protection Regulation 
(GDPR), all identifiable patients’ data will be excluded.

Results
The total number of patients was 72 with a RA diagnosis. Females 
constituted 61% (44) while males were 39% (28). All patients’ blood 
pressure and weight have been reported, while cholesterol levels 
were checked for 88% (63) of the patients. Neither Body Mass Index 
nor CVR risk scores were documented in the clinical notes.

Conclusions
Audit results identified gaps in the CVR assessment of RA patients. 
An intervention action plan will be executed. This will include: 
educational sessions on CVR in RA for physicians; development of a 
CVR assessment checklist within clinical records, routine reminders 
for CVR screening, and collaboration with primary care physicians 
for follow-up.
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Introduction
Glucocorticoids (GC) play major role in treating inflammatory 
rheumatic diseases but carry significant risks such as osteoporosis, 
fracture and adrenal suppression. Guidelines set recommendations to 
prevent these complications.

Aims/Background
American College of Rheumatology (ACR) 2022 recommends, 
patients on >2.5 mg/day GC for more than 3 months or >30 mg/
month need fracture risk assessment, with Fracture risk assessment 
tool (FRAX score) if ≥40 years old and Bone Mineral Density (BMD) 
if under 40. Treat high-risk patients with osteoporosis medications; 
low risk with calcium and vitamin D.
This study assesses adherence to ACR guidelines on fracture risk 
assessment, osteoporosis treatment, and glucocorticoid tapering.

Method
This is a retrospective study, data was collected from rheumatology 
clinics at Midwest of Ireland.
Fifty adult patients with rheumatological condition seen in the past 
12 months who are on >2.5 mg/day oral GCs for >3 months or >30 
mg/month, were included in the study. Patients on <2.5mg, GC use 
for <3 months and non-rheumatology patients were excluded.
Fracture risk assessment using the FRAX score or BMD with 
Vertebral Fracture Assessment (VFA) categorized patients into 
very high, high, moderate, and low risk groups. Adherence to 
pharmacological treatment was then evaluated for each group based 
on ACR 2022 recommendations.

Results
The mean age of study population was 69.5 years (38–87). females 
more predominant (68%). Most common diagnoses were RA (44%), 
PMR (18%), PsA (16%), SLE (10%), Other (12%). Most patients 
(61.2%) were on 5 mg/day of prednisolone. Over 67% of patients 
had been on steroids for longer than 1 year, nearly 1 in 4 had longer 
than 5 years. Only 36% had fracture risk assessments; all were BMD 
assessments, and none included FRAX scores. 18 patients (36%) were 
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at very high fracture risk, yet only 8 patients (44%) of them received 
osteoporosis treatment. In the high-risk category 5 patients (10%) 
were identified and none of them received any therapy. Just over half 
of the patients (56%) were prescribed Vitamin D and calcium. 56% 
patients were on long-term steroids without a documented tapering 
plan.

Conclusions
This study reveals important gaps in glucocorticoid prescribing. 
Addressing these gaps through education, steroid checklists with 
plans to re-audit in six months.
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Introduction
Bone health is a critical and often overlooked factor in the 
management of people living with HIV(PLHIV), particularly those 
undergoing antiretroviral therapy. HIV is an independent risk factor 
for low bone mineral density.

Aims/Background
This audit aimed to assess the uptake of DEXA scans and Vitamin 

D testing among people living with HIV, in line with guidelines 
recommending routine bone health assessments in this population 
due to increased risk of osteoporosis and vitamin D deficiency.

Method
It was a retrospective study that was carried out on PLHIV above 
the age of 50 years currently attending HIV Clinic in UHL, on 
Antiretroviral therapy. The data collection included age, gender, 
BMI of the patient, whether they had been referred for a DEXA 
Scan, if they had attended, the results, treatment if indicated and their 
Vitamin D check.

Results
A total of 111 PLHIV were included in the audit. Of these, 84 (75%) 
were referred for a DEXA scan, while 27 (24.3%) were not. Among 
those referred, 68 (61.2%) attended the scan, 14 (12.6%) were 
awaiting their appointment, and 2 (1.8%) did not attend. Scan results 
showed that 44 patients (39.6%) had normal bone density, 20 (18%) 
had osteopenia, and 4 (3.6%) had osteoporosis and were already on 
treatment. Regarding Vitamin D testing, 52 patients (47%) had their 
levels checked, while 59 (53%) had no available results, even after 
reviewing GP lab data. Of those tested: 11 were checked in 2024 (4 
had low Vitamin D), 16 in 2023 (5 low), 13 in 2022 (3 low), 3 in 
2020 (2 low), and 4 in 2019, all of whom had normal levels.

Conclusions
While the majority of patients were appropriately referred, a notable 
proportion either had not been referred or had not yet attended. 
Among those scanned, approximately one-third demonstrated 
reduced bone density, highlighting the importance of consistent 
screening and timely follow-up. Looking further, just under half of 
the cohort had undergone Vitamin D testing, and among those tested, 
a significant proportion had suboptimal levels, especially in more 
recent years. This supports the need for a more systematic approach 
to annual Vitamin D monitoring.
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