
developed organ-threatening manifestations with bilateral hearing loss.
She was stable on periodic infusions of rituximab at 6 to 9-monthly inter-
valsanddidnotdevelopotherorgan-threateningfeatures.
She had been given one dose of rituximab for a flare of her GPA. In
between rituximab doses, she was admitted with acute COVID-19 infec-
tion with related pneumonia and treated with antibiotics, fluids, and oxy-
gen. Shortly after discharge, she was readmitted with worsening
symptoms of non-resolving COVID-19 pneumonia which was evident on
chest x-ray and levofloxacin treatment was initiated. Her condition
improved and she was discharged. No mechanical respiratory support
was required. She had her 2nd dose of rituximab after it had been delayed
by about 2 weeks. She had been afebrile after the acute COVID-19 infec-
tion and her persistent positive results were explained as related viral
sheddingoveraperiodof8weeks.
One week later, she represented to hospital with fever, cough and short-
ness of breath, and her blood results showed a remarkable rise in inflam-
matory markers, including a CRP of 242. She was treated for non-
resolving COVID-19 pneumonitis with worsening chest x-ray features.
After hospital discharge, her GPA continued to flare with persistent epis-
taxis with nasal crusting. She also had worsening inflammatory arthritis
with purpuric rash on her legs. An ENT review confirmed nasal septum
perforation, but no renal involvement was found. Additional cyclophos-
phamidewascommencedvia theday-caseunit.HerSARS-CoV-2serol-
ogy was negative prior to commencing cyclophosphamide. She is now
SARS-CoV-2 positive after two doses of cyclophosphamide, but she is
afebrileandstable.
Case report – Discussion: COVID-19 infection carries a high mortality
rate in patients with multiple co-morbidities, but recent literature sug-
gests that patients on immunosuppressantsmaynot actually have fulmi-
nant COVID-19 disease. This case illustrates the challenges of treating
activevasculitis in thecontextofongoingCOVID-19infection.Hervascu-
litis remained active requiring escalation of immunosuppression with
caution, while she was concomitantly fighting SARS-CoV-2 and super-
added bacterial infection. A similar case has been published by Guilpain
et al of a 52-year-old woman with PR3-ANCA vasculitis on maintenance
therapywithrituximabandlow-doseprednisonewhodevelopedCOVID-
19 infection. They reported milder evolution of COVID-19 infection in
comparisonwithpreviousreports.
It is now well known that some disease-modifying anti-rheumatic drugs
(DMARDs) such as tocilizumab, hydroxychloroquine and tofacitinib
couldsuppress thecytokineprofile seen insevereCOVID-19 infection. In
addition, several case reports have even reported possible protective
effect of immunosuppressants against severe complications of COVID-
19 inpatientswith rheumatologicalandnon-rheumatological conditions.
Another complexity in this case was monitoring the disease progression,
sincebothCOVID-19andGPAcanhavesimilar findingsonchestCTscan
ofgroundglassopacity. Inorder tobetterunderstandtheroleof immuno-
suppressants in rheumatologicalpatientswithCOVID-19 infection,more
data is required, currently European League Against Rheumatism
(EULAR) is collecting data to monitor and report outcomes of COVID-19
in adult and paediatric population, this will provide invaluable insight for
Rheumatologists.
Casereport-Keylearningpoints

. This case poses a challenge for Rheumatologists in managing a
patient with active vasculitis and concomitant COVID-19 infection
due to limited data available literature.

. It has also stressed the importance of working in a multidisciplinary
team when managing such complex patients.

. Importance of continuous surveillance of patients receiving immu-
nosuppressive therapy is advised due to possible increased risk to
SARS-CoV-2.

O03 A CASE OF HYPERINFLAMMATORY COVID-19 THAT
RESPONDED TO TOCILIZUMAB THERAPY

Kathryn Biddle, Daniel Burrage and Nidhi Sofat

St George’s University Hospitals NHS Foundation Trust, London,
United Kingdom

Case report - Introduction: Coronavirus disease 19 (COVID-19),
caused by Severe Acute Respiratory Syndrome Coronavirus (SARS-
CoV-2), has reached pandemic level and led to over 46,000 deaths in the
UK. COVID-19 is primarily a respiratory illness and 10-20% of infected
individuals develop severe disease with interstitial pneumonia or acute
respiratory distress syndrome (ARDS). In this subgroup of patients,
severe clinical manifestations are postulated to result from a hyperactive
immune response. This has led to the proposal that immunomodulatory

medications could be used for the treatment of COVID-19. Here, we
report a case of COVID-19 that was treated with the IL-6 inhibitor,
tocilizumab.
Case report - Case description: A 54-year-old Middle Eastern woman
presented toA&Ewith aone-week history of fever, cough, headacheand
ageusia. Her past medical history was significant for asthma, chronic
headaches, gastro-oesophageal reflux syndrome and subarachnoid
haemorrhage. On presentation, she had a low-grade temperature
(37.8 �C) but her observations were otherwise normal, and her oxygen
saturationswere99%onroomair.Examinationrevealedrightbasalchest
crackles. Bloods showed a mild lymphopenia (0.9x109/l) and a raised
CRP (82mg/l) and a chest radiograph demonstrated bibasal shadowing.
ThepatientwasdiagnosedwithprobableCOVID-19anddischargedwith
a course of oral doxycycline and a plan for review in the ambulatory unit
the following day. When reviewed the next day, her oxygen saturations
had fallen to 90% on room air. At this point, her SARS-CoV-2 assay had
beenresultedaspositiveandadecisionwasmadetoadmitherforoxygen
therapy.
The patient continued to deteriorate despite optimal supportive therapy
and the addition of intravenous benzylpenicillin for possible superadded
bacterial infection. On day 7 of admission, her respiratory rate was 32-38
breaths per minute, and she required 13l/min of oxygen. Her bloods
revealed CRP 474mg/L, D dimer>6000 ng/ml, ferritin 224 lg/L, neutro-
phils9.5x109/l and lymphocytes 0.6x109/l. Therewerenosigns ofsuper-
added bacterial infection despite a thorough infection screen. Given her
clinical deterioration, she was reviewed by the critical care team for con-
sideration of transfer to higher-level care. The ward team decided to
administer a single dose of the anti-IL-6 agent tocilizumab for the treat-
mentofacytokinestormsecondarytoCOVID-19infection.
Within 24 hours of tocilizumab treatment, her oxygen requirements fell to
5l/min and her work of breathing significantly improved. On day 15 of
admission,shewasdischargedwithsaturationsof92%onroomair.
Case report - Discussion: The patient described in this case showed
significant clinical deterioration with features suggestive of cytokine
storm secondary to COVID-19. IL-6 is thought to be a key cytokine
responsible for initiating the acute phase response and we postulate that
IL-6 levels were raised in this patient. Unfortunately, we did not have the
assayavailable tomeasure this.Thetreatingclinical teamdecidedtopre-
scribe a single dose of tocilizumab on a compassionate use basis. This
resulted inarapidclinical improvementandthepatientwassubsequently
discharged without the need for intensive care. In this case, we propose
that tocilizumab inhibited further cytokine activation and prevented the
positive feedback loop of inflammation that can otherwise result in rapid
clinicaldeterioration.
There are several interesting points to be noted from this case. In this
patient, tocilizumab resulted in a rapid reduction in CRP levels. This is
thought to correspond to the inhibition of IL-6 mediated release of acute
phase proteins by the liver. Therefore, it should be noted that post-tocili-
zumab treatment, patients should be closely monitored for superadded
bacterial infectionastheymaynotmountafull immuneresponse.
Larger trials of tocilizumab for the treatment of COVID-19 are currently
underway and are required to confirm the efficacy of IL-6 inhibition for
COVID-19. The phase III COVACTA trial of tocilizumab in COVID-19
patientsdidnotmeetitsprimaryendpointof improvedclinicalstatushow-
evera trend towardsshorterhospitaladmissionswasseen.Furtherstud-
ies are ongoing to investigate the role of tocilizumab in other treatment
settings, including in combination with an antiviral medication. Further
information is requiredtodeterminewhichpatientsshouldreceive immu-
nomodulatory medications and at which point in their illness. Data is also
needed to understand the most efficacious dosing regimen for tocilizu-
mabanditsside-effectprofile inCOVID-19patients.
Case report - Key learning points: The COVID-19 pandemic has
affected millions of people worldwide and has led to an unprecedented
effort from the scientific community to understand the pathophysiology
of the disease and to find effective treatments. Emerging evidence sug-
gests that SARS-CoV-2 can induce a hyperactive immune response in a
subgroup of patients who develop highly elevated levels of acute phase
proteins. It has been proposed that the overactive immune response is
responsible for some of the severe clinical manifestations seen and this
has led to the suggestion that immunomodulatory medications could be
usedforthetreatmentofCOVID-19.
Indeed, dexamethasone has been shown to be an effective treatment
and other immunomodulatory medications including hydroxychloro-
quine, the IL-1 inhibitor anakinra and JAK-kinase inhibitors are currently
beingtrialled for thetreatmentofCOVID-19.Thiscasehighlights theclini-
cal and biochemical features of a patient who developed features sug-
gestive of a cytokine storm secondary to COVID-19 and who responded
totreatmentwith the IL-6 inhibitor tocilizumab.Furtherwork is required to
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understand the role of immunomodulatory medications for the manage-
mentofCOVID-19infection.

O04 LARGE VESSEL VASCULITIS RELATED TO COVID-19
INFECTION

Zoe Rutter-Locher, Bhashkar Mukherjee, Thomas Mason and
Begona Lopez

Guy’s and St Thomas’ NHS Trust, London, United Kingdom

Case report - Introduction: By June 2020, 175,000 cases of COVID-19
had been identified in London alone. The most common symptoms
include fever, headache, loss of smell, cough, myalgia, and sore throat.
The major complication is acute respiratory distress syndrome (ARDS)
but systemic complications such as cardiomyopathy, acute kidney
injury, encephalopathy and coagulopathyare being identified. A delayed
multi-system inflammatory syndrome in children has also been recog-
nised and further complications are likely to be identified as our experi-
ence increases. Here, we report the case of a patient with large vessel
vasculitis who initially presented with symptoms highly likely to be due to
COVID-19infection.
Case report - Case description: A 36-year-old black African nurse pre-
sented in May 2020, with acute onset 7 days prior of high-grade fevers,
rigors, nights sweats, generalised myalgia, sore throat, headache with
photophobia, anosmia, dysgeusia and a widespread rash. She was a
smoker with no other relevant medical, travel nor sexual history, and no
drug use. A COVID-19 swab on day 2 had been negative and she had
takenacourseofDoxycycline.
Examination revealed firm palpable subcutaneous nodules on lower
limbs,upperbackandforeheadandcervical lymphadenopathy.Shewas
photophobic with no meningism. The rest of her physical examination
wasnormal.BPwas116/97 mmHg,heart rate109bpmandsatO2100%.
Investigations demonstrated C-reactive protein 330mg/L, erythrocyte
sedimentation rate 140, Ferritin 479, lymphopaenia 0.7x109, eGFR 54
with no haematoproteinuria, D-dimer 3.05 mg/L with INR 1.1, aPTT 1.3,
fibrinogen 8.8 g/L. Hb, WCC, liver function, CK, serumACE and triglycer-
ides were normal. Infectious screen revealed negative blood cultures,
HIV, Hepatitis B and C, EBV, CMV and Treponema pallidum serology. CT
brain and CSF analysis were normal including bacterial culture and viral
PCR. ANA, ENA, dsDNA, ANCA and aPL antibodies were negative with
normal complement levels. Throat swab grew group A streptococcus
and shewas treated with broad spectrum antibiotics for7days maintain-
ing fevers up to 39oC. Skin biopsy was non-specific with negative direct
immunofluorescence but showed microvascular thrombi in the papillary
dermis. COVID-19 PCR tests (three naso-pharyngeal swabs and one
stoolPCR)andIgGtest (day38)werenegative.CTshowednopneumoni-
tis but non-specific retroperitoneal stranding with medium/large vessel
vasculitis involving both proximal renal arteries and a 6 cm segment of
midabdominalaortaonPET-CT.Westartedoralprednisolone40mgwith
immediate resolution of her fevers, myalgia, and inflammatory markers,
remainingwellamonthlater.
Case report - Discussion: Takayasu’s arteritis is the most common
autoimmune large vessel vasculitis (LVV) affecting young females and
involves inflammation of the arterial wall ultimately resulting in stenosis
and obstruction of the vessel. However, it is rare in patients with African
heritage and usually presents with a prolonged prodromal phase. Given
theatypicalpresentationandsymptomsconsistentwithCOVID-19infec-
tion we feel that this patients’ LVV may have been a complication of
COVID-19 infection.The relationshipbetween infectionsandvasculitis is
complex.TBandsyphiliscauseaortitisandarelationshipbetween infec-
tion and vasculitis has been proven in HBV associated PAN and HCV
associatedcryoglobulinemia.
Experimental data supports a possible association between CMV and
herpes virus and Takayasu arteritis. It could, therefore, be hypothesised
that COVID-19 infection can trigger LVV. Our patient had a throat swab
positive for Streptococcus pyogenes which is an uncommon cause of
infective endocarditis and mycotic aneurism, but this patient had no evi-
dence of either endocarditis or aneurism formation and so it was felt the
throat swab finding was incidental. Our patient had repeated negative
COVID-19nasopharyngealswabsandanegativeantibodytestatday38.
Although this argues against a diagnosis of COVID-19 related illness, the
relative lackof informationwecurrentlyhave regardingsensitivitiesof the
tests, at what point COVID-19 PCR becomes negative in the illness and
when/if patients develop antibodies, means these negative tests in the
presence of typical symptoms cannot exclude the diagnosis. We believe
thiscaseisextremely importanttohighlightapossiblenovel inflammatory
complication of COVID-19 infection. We decided to treat this patient in
line with guidance for the management of LVV, including the introduction
of methotrexate, but it will be interesting to observe her long-term
outcome.

Casereport-Keylearningpoints

. Increasing numbers of COVID-19 related systemic inflammatory
conditions are likely to be recognised over the coming months. We
present the case of patient with large vessel vasculitis who initially
presented atypically with symptoms consistent with COVID-19
infection

. To identify these complications, COVID-19 symptoms questioning
should be part of any routine medical history

. More information is required regarding the sensitivity of COVID-19
PCR and antibody tests to aid the diagnosis of these conditions

. The long-term management of inflammatory conditions associated
with COVID-19 infection is not clear and a discussion is warranted
as to whether DMARDs should be initiated

O05 ACTIVE BECHET’S WITH LIFE THREATENING ARTERIAL
DISEASE, COMPLICATED BY CONCURRENT COVID-19
INFECTION AT THE PEAK OF THE COVID-19 PANDEMIC: DID
IMMUNOSUPPRESSION HELP OR HINDER?

Rameez Arif and Caroline Cardy
Worcestershire Royal Hospital, Worcester, United Kingdom

Case report - Introduction: Behcet’s disease is a rare chronic multi-
organ inflammatory disorder characterized by oral aphthous and genital
ulceration,oftenassociatedwithseveralsystemicmanifestations.These
include skin lesions, arthritis, ocular disease, CNS, GI, and vascular
involvement. Arterial disease can affect medium and large sized arteries,
leading toaneurysmdevelopmentwith thepotential to rupture.Wereport
a case of Behcet’s disease presenting in such a manner, with multiple
aneurysmsat imminent riskofarterial rupture.Thepresentationoccurred
at the peak of the COVID-19pandemic, inApril 2020 with the patient con-
tracting the virus complicating cyclophosphamide immunosuppression
therapypostoperatively.
Case report - Case description: A 54-year-old man had been under
rheumatology follow up for numerous years. He reported recurrent oral
ulcers, and episodic fevers. He previously had confirmed cerebral sinus
thrombosis, aseptic endocarditis, multiple pulmonary emboli and was
investigatedfor inflammatoryboweldisease.
HepresentedacutelytoAEwithapainful, tenderleftcalfandalargepulsa-
tile mass in the calf. He reported paraesthesia in his left leg/foot sugges-
tive of nerve compression. CT angiogram performed, revealed a
large6.5cmx4cmleft tibioperoneal trunk (TPT)pseudoaneurysm(Fig.1),
and 1.2cm right anterior tibial (ATA) pseudoaneurysm (Fig 2). There was
also a 3.8cm infrarenal inflammatory abdominal aortic pseudoaneurysm
(Fig 3), and finally a 2.3cm right lower lobe pulmonary artery aneurysm.
Laboratory investigations revealed raised inflammatory markers, with
ESRof120andCRP73.AdiagnosisofvascularBehcet’swassuspected.
Urgent surgical intervention was deemed necessary to prevent limb and
life-threateningcomplicationsofarterial rupture.Heunderwentopensur-
gical decompression and graft repair of the left TPT aneurysm.
Endovascularstentingof infrarenalAAAwasperformedandtherightATA
aneurysm was ligated and excised. The pulmonary artery aneurysm was
managed conservatively, but interval CT Imaging post immunosuppres-
sion treatment showed complete resolution. This undoubtedly was due
toimmunosuppressiontherapy.
The firstcyclophosphamideandmethylprednisolone infusionweregiven
day 1 post-op. The following day he developed a fever and a dry cough.
He subsequently tested positive for SARS-COV-2. This was at the height
of the COVID-19 pandemic. He required supplementary oxygen, but his
conditiondidnotdeteriorate further,andhemadeacomplete recovery.A
difficultdilemmawasposedbetween immunosuppressionandtheriskof
infection having been diagnosed with COVID-19. An MDT approach was
adopted, and input was sought from the Birmingham Bechet’s centre of
excellence. He continued immunosuppressive treatment once recov-
eredfromthevirus.
Casereport -Discussion:Bechet’sdisease isconsidereda formofsys-
temic vasculitis and is unique in its ability to involve blood vessels of all
sizes from the arterial and venous systems. Vascular manifestations in
Bechet’s disease are associated with increased mortality and morbidity
with manifestations more common in men. Arterial rupture is the leading
cause of sudden death in patients with Bechet’s disease. Endovascular
and perivascular inflammation of large vessels can lead to haemorrhage,
aneurysm formation with risk of rupture, stenosis, and thrombus
development.
To preventpotential life-threatening complicationsof vascular Bechet’s,
a combination of surgical/radiological and medical management is often
required. High dose corticosteroids and cyclophosphamide infusions
are typically used, with aim to achieve disease remission. It is recom-
mended that if surgical/radiological interventions are indicated, it should
ideally be performed when the disease is quiescent. However, urgent
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