
Case description: This 38 year old female patient was diagnosed with
seropositive inflammatory arthritis at the age of 28. She was treated ini-
tiallywithtripleDMARDtherapy(methotrexate,sulfasalazineandhydrox-
ychloroquine). She developed septic arthritis of the right hip two years
later, requiring an open washout, although joint fluid cultures were nega-
tive.Threemonthspost-operatively,shewasbackontripleDMARDther-
apy, but her inflammatory arthritis was flaring (DAS28 6.54). Anti-TNF
therapy (adalimumab) was therefore commenced, with a plan to closely
monitor the right hip radiologically for any signs of infection. This therapy
was very effective in controlling the inflammatory arthritis. Three years
later, the patient developed dyspnoea and a cough productive of green
sputumwithstreaksofblood.ACTscanof thechestdemonstratedmulti-
ple nodules in both lungs, some of which were cavitating. Sputum cul-
tures grew staphylococcus aureus sensitive to flucloxacillin and
clarithromycin. A bronchoscopy was performed, and washings were
negative for acid fast bacilli and pneumocystic jiroveci (PCP). Cytology
wasnegative formalignantcells.Themethotrexateandanti-TNFtherapy
were held, but sulfasalazine continued (partly also because the patient
expressed the wish to become pregnant soon). Although the respiratory
symptoms improved with antibiotics, symptoms would flare soon after
the antibiotic course ended. The antibiotics were continued long term on
the advice of the microbiologist (and would continue until December
2016). The patient then became pregnant (complicated by gestational
diabetes), and three months into the pregnancy she again developed a
presumedsepticarthritisof therighthip.Anopenwashoutwasagainper-
formed, but joint fluid cultures were negative. Shortly after childbirth, her
inflammatoryarthritiswasseverely flaringandshewasnoted tobeshow-
ingsignsofulnardeviationof theMCPjoints.Thepatientwasverykeen to
restart treatmentasthearthritiswasseverelyaffectingher functionalabil-
ities.Anti-TNFtherapywasthereforerestarted,alongwith theprophylac-
tic antibiotics to cover staphylococcus aureus. Etanercept was favoured
this timeover adalimumab owing to its shorter half-life. This was stopped
after one year however due to reduced efficacy. After multiple courses of
steroids to control the inflammatory arthritis, reduced mobility because
of her joint problems and pregnancy, this patient suffered from weight
gainthatqualifiedher forbariatricsurgery.Furthermore,aspartof investi-
gations foranaemia, sheunderwentanupperGIendoscopy that showed
moderate to severe gastritis that precluded the use of further NSAIDs. In
order to control her inflammatory arthritis, she was started on rituximab
infusions in July 2016, alongside methotrexate and sulfasalazine. She
hadthreecoursesofrituximab;eachcourseprovidingaroundfivemonths
ofsymptomrelief.Fourmonthsafterthethirdcourse,however,shedevel-
oped a cough productive of green sputum and streaks of blood. A repeat
CT chest showed new bilateralbronchiectasis, as well as the old residual
lung nodules, with no cavitation. Immunoglobulins were normal and an
Immunologyspecialistopinionwassoughtastowhether there isanypre-
existing immunodeficiency to account for these recurrent infections.
Immune function studies were all normal with no evidence of additional
riskfactorsother thanher immunosuppressivetherapy.Shewasseenina
combined chest-rheumatology clinic. Sputum clearance exercises were
given, treatment for a recurrent staphylococcus aureus chest infection
andthen long-termantibiotics.She ishoping to try foranotherpregnancy
andisstartingoncertolizumab.
Discussion:Thiscase demonstrates the balancing act between treating
infection and suppressing inflammation. Disease control in this patient is
crucial, given thesignsofdeformity developingatayoungage.However,
the twoepisodesofsepticarthritisandchronic recurrentstaphylococcus
aureus chest infections make this challenging. Notwithstanding the
immunosuppressive aspects of treatment, this lady was affected
adversely by corticosteroids and NSAID use as well. A multidisciplinary
approach involving rheumatology, orthopaedics, respiratory, immunol-
ogy and microbiology was used in this patient’s care. Following the first
episode of septic arthritis, it was recognised that immunomodulatory
therapy could mask the signs of sepsis, so serial imaging of the hip was
used to ensure that a joint effusion is promptly identified. It was also
important to ensure that an adequate period of time elapses after the
infection resolvesbeforestarting theanti-TNFtherapy.After the firstsep-
tic arthritis, treatment was started after 12 months. After the CT chest, a
widerangeofdifferentialswereconsideredfor thecavitating lung lesions,
including malignancy, vasculitis, rheumatoid nodules and infection,
including TB reactivation following TNF inhibitor use (though the patient
had a negative quantiferon test pre-treatment). Since sputum cultures
were positive, the symptoms had improved and there was radiographic
regression with antibiotics, staphylococcus aureus chronic recurrent
infection was deemed the cause. One possible option is to use long term
prophylactic antibiotics during immunosuppression, although this car-
rieswith it theriskofC.Difficile infectionandriskofdevelopmentof resist-
antorganisms.Immunology input is important incasessuchasthiswhere
infectionsare recurrent. Immunology investigationswerenormal, includ-
ing immunoglobulins, B-cell function and neutrophil respiratory burst

test. It was thought that she had secondary staphylococcal infection
relatingtorheumatoidassociatedcavitatinglungdisease.
Key Learning Points: Manage these patients with a multidisciplinary
team approach. Patients on biologics may not manifest typical signs of
infectionorsepsis,ahigh indexofsuspicion isneededto identify infection
early.Considerprophylacticantibioticsinpatientswithchronicinfections
whereculturesandsensitivitiesareknown.
Where infections are recurrent, consider other causes of immune dys-
function.Anewbiologicoption isavailableduringpregnancy.
Disclosure:A.Jubber:None.M.ZunSwe:None.R.Jeffery:None.
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Introduction: Psoriatic arthropathy (PsA) is a common diagnosis partic-
ularly in those with known psoriasis presenting with inflammatory
arthropathy. The main stay of initial management for PsA is similar in
nature to that of rheumatoid arthritis (RA) starting with disease modifying
agents suchasmethotrexate,sulphalazaineor leflunomide.Traditionally
the first line biologic therapy for PsA and RA were anti-TNF inhibitors. For
several years RA has had a number of alternative mode of action biologic
therapies such as tocilizumab, rituximab, and abatacept, two of which
may now be used first line. It is only recently that new biologics have
emerged with alternative modes of action for psoriasis and PsA. These
include secukinumab (anti-IL17) and ustekinumab (anti-IL12/23). These
new biologics have been shown to treat both the skin and joints in PsA.
Neitherof thesebiologicsare licensedforthetreatmentofRA.Thenewest
generation of advanced treatment for inflammatory arthritis are the small
molecules.TheJAK inhibitor, tofacitinib is licensed forRAandhasshown
efficacy in clinical trials for PsA. We present a case of a middle aged gen-
tlemanwith lifelong,severepsoriasis, referredbydermatologywithanoli-
goarthritis.HewasdiagnosedandtreatedasPsAwith initial treatment for
PsA being moderately effective including TNF alpha inhibition. Due to
skindeteriorationhewasswitched toaPsAspecificbiologic therapywith
resolution of skin but severe deterioration of joints, culminating in devel-
opment of a rapidly progressive symmetrical polyarthopathy with devel-
opmentofnodulesathiselbowssidebysidewithpsoriaticplaques.
Case description: A 57 year old male with lifelong severe psoriasis was
referred in 2005 by the dermatologists to rheumatology because of the
onset of arthralgia. His psoriasis was extensive with hyperkeratotic pla-
ques involving knees, elbow, buttock, natal cleft, scrotum and groin. In
addition he had dystrophic nails. His previous dermatology treatment
included PUVA and a variety of topical ointments. He was found to have
four tenderandswollen jointsandwascommencedonmethotrexatewith
moderate improvement. In 2006, the methotrexate was titrated up to
20mgsonceweeklybeforebeingconvertedtosubcutaneousmethotrex-
ate because of side effects. At this stage he had 33 tender joints and 13
swollen joints. His joints settled and his skin showed moderate improve-
ment. In 2008, his methotrexate was increased to 25mgs subcutaneous
becauseofa flare inhispsoriasis. In2014hewascommencedongolimu-
mab in combination with methotrexate, chosen because the patient was
not keen on injections. His joints responded well but his psoriasis did not
fully respond. In 2015, his biologic therapy was switched to adalimumab
and he was referred to the biologics clinic. On assessment he has a PASI
score of 7.9and aswollen jointcountof 2and a tender joint count of 1.His
mainconcernwashisskinanditwasjointlyagreedtochangetreatmentto
re-focus on his skin. He was switched to ustekinumab. Six months after
initiationofustekinumabhisPASIwas1.6buthisarthritishadsignificantly
deteriorated,hehadaswollenandtender jointcountof20.Heresponded
to an IM corticosteroid injection but one month later his joint count
remained the same and he had developed plantar fasciitis. He was com-
menced on daily oral prednisolone and consideration was made to
increase his ustekinumab to 90mgs every 3/12 but his weight fell below
100kg. His skin remained clear. He was subsequently switched to apre-
milast and then secukinumab, neither of which he was able to tolerate.
During this time he developed a markedly elevated CRP and was investi-
gatedforpossible lymphoma.ThiswasexcludedandtheraisedCRPwas
attributed to his active arthritis. In his most recent biologics assessment
his jointswereassessedbothclinicallyandonultrasound.Thesymmetri-
cal nature and the ultrasound appearance (florid synovitis of MCPJs and
wristswithpossibleerosions)wasdeemed more consistentwith RA than
PsA. Further examination revealed nodules over both elbows, next to his
psoriaticpatches,whichaccordingto thepatienthaddevelopedover the
last three months. Radiographs now showed erosions and his ACPA and
RF were positive. He was commenced on tofactinib with (to date) good
response.
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Discussion: The patient presented with a history of severe, resistant to
treat psoriasis and the onset of arthritis. A rheumatoid latex test was per-
formed which was positive but the diagnosis was deemed to be PsA pre-
sumably due to the severe cutaneous disease. PsA is a clinically
heterogeneous disorder. Five subtypes of PsA were recognised by Moll
and Wright: oligoarthritis, polyarthritis, distal interphalangeal (DIP) joint
predominant disease, psoriatic spondylitis and/or sacroiliitis, and arthri-
tis mutilans. The CASPAR criteria for diagnosis of psoriatic arthritis has a
negative test for rheumatoid (rheumatoid factor) as a diagnostic criteria
and indeed apositive rheumatoid factor or ACPA may behelpful in deter-
mining rheumatoid arthritis with co-existing psoriasis from polyarticular
psoriatic arthritis. However In a study by Perez-Alamino et al, Anti-CCP
antibodies were found in 13.5% of a cohort of patients with Psoriatic
arthritis and ina further paper by Punzi et al state that RF was found in 5%
to13%of patients withPsA. Inourpatient, the focusof managementwas
initially biased towards treatmentof hismostdebilitating condition (cuta-
neous psoriasis) whilst also treating hisarthritis. This was notan issue ini-
tiallybecauseof thecrossover in treatmentmodalities, howeverwhenhe
developed a secondary inadequate response to his TNF alpha inhibitor
(psoriasis flare) the use of apsoriatic specific biologic led to the onsetof a
more polyarticular symmetrical form of erosive arthritis and an elevated
CRP. In addition the patient developed nodules on his elbows consisted
withRA,next tohisestablishedpsoriasis! It is frequently taught inmedical
school to examine the elbows of patients with polyarthritis to look for
psoriasis to make the diagnosis of PsAand differentiate form RA. It is rare
to see both RA nodules and psoriatic plaques. The failure to respond to
PSA specific biologic therapy led to the re-diagnosis of RA in out patient.
Fortunately, the development of new agents such as the small molecule
tofacitinibmaytreatbothinflammatoryformsofarthritisaswellascutane-
ouspsoriasis.
Key Learning Points: Initial treatment for both PsA and RA is similar
including traditional first line biologic therapy in the form of TNF alpha
inhibition. Newer second line therapy using alternative modes of action
mayhelpdifferentiatewhat isPsAwithapositive rheumatoid factororRA
withco-existingpsoriasis. Inourpatientultrasoundwasuseful indifferen-
tiating RA from PsA. In our patient the development of nodules and posi-
tive serology confirmed the diagnosis of RA Modern therapies in the form
oftheJakkinaseinhibitortofacitinibhaveshownefficacyinPsA,psoriasis
andRA.
Disclosure: J. Zhang: None. R. Smith: Honoraria; Talks for Abbvie,
BMS, MSD, Pfizer). Grants/research support; PI for Pharma sponsored
research (BMS, Abbvie, Roche). S. Bartram: None. Z. Cole: None. A.
Coy:None.
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Introduction:Biologic therapiesplayanactiverole inthemanagementof
all inflammatory arthritis. They are usually well tolerated but should be
routinelymonitored for thehighriskof infectionandotherassociatedside
effects. Our case shows the importance of careful assessment of these
patients.
Case description: This is a 55 year old lady with a background gut-
associated arthropathy diagnosed in 2000. She was thoroughly investi-
gated for inflammatory bowel disease and was diagnosed spastic colon
and had subtotal colectomy and end ileostomy in the 1980s with rectal
stump. She has failed multiple DMARDs in the past including, penicill-
amine, sulphasalazine, gold, leflunomide and methotrexate. She was
one of our earliest patients to commence on biologics, with infliximab in
2001.Latershe lostefficacy in2003andthenchangedtoetanrecptwhich
caused a septic arthritis. This was successfully treated and later over the
yearstriedadalimumab,abataceptandsecukinumabinNovember2017.
Sociallysheliveswithherhusbandandrunsafamilybusiness.Asshewas
losing efficacy to abatacept in November 2017 she was commenced on
secukinumab and in December she presented to clinic with temporo-
mandibular joint pain and flare of inflammatory arthritis. As she never
responded well to steroids, this was managed with strong opioids. Two
weeks later, she was admitted with fever and pelvic pain, seen by sur-
geons and rectal stump washout was done, discharged on the following
day. This did not settle her symptoms and in next few days she was read-
mitted with overactive stoma, generally unwell, vomiting, dehydration
and one stone weight loss. She was pyrexial at 38 degrees and had a dry
blotchyrashwithCRPof154.Shewascommencedonempiricalantibiot-
ics and had a CT scan of her abdomen and pelvis. This has shown a few
enlarged lymph nodes of unclear significance and ruled out intra-
abdominal collections. She improved on antibiotics and CRP dropped
down to 54. Later we have reviewed her as a ward referral, she described

terrible joint pains in knees, ankles, shoulders and elbows and on exami-
nation had multiple tender joints, with full range of movement in her hip
with pain. The secukinumab was stopped due to the allergic looking rash
and she was given a course of oral prednisolone with an early follow up in
two weeks. Within one week shepresented toadmission unitwith severe
hip pain and a groin abscess was suspected. A repeat CT abdomen and
pelvis done at that time has shown a new psoas abscess, which was not
present in the previous CT done 12 days back. She improved with the
radiologicaldrainage of the abscess andaprolonged three month antibi-
otic course. After successful treatment of the infection she was com-
mencedonbaricitinibandisdoingverywellonit.
Discussion:Thiscase isagoodexampleof risksandbenefits inapatient
with inflammatory arthritis. Biologics are like double edged sword which
can manage the symptoms very well but they need a careful monitoring.
Biologics helps in improved quality of life, fewer admissions to the hospi-
tal and fewer side effects from corticosteroids. The main concerns are
high costs, risks of infections and uncertainty regarding long term safety.
Infections andsepticaemia is the mostcommon causeof mortality. It can
cause respiratory tract infections, urinary tract infections, mycobacterial
infections and opportunistic infections etc. Studies have shown that
standard-dose and high-dose biological drugs are associated with an
increase inserious infections in rheumatoidarthritiscomparedwith tradi-
tional DMARDs, although low-dose biological drugs are not. Past history
of serious infections, glucocorticoid dose, and older age were other
important predictors of risk of serious infections in patients treated with
biologics.
KeyLearningPoints:Thiscase isagoodexampleof risksandbenefits in
a patient with inflammatory arthritis. It can manage the symptoms very
wellbuttheyneedcarefulmonitoring.
Disclosure:B.Mekkayil:None.F.Clarke:None.
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Introduction:The use of biologic therapies in the treatment of inflamma-
toryarthropathieshave increasedsignificantly in recentyearsashavethe
variety of biologics available for us to use. Many biologics, particularly
anti-TNF antibody therapies, have been associated with an increased
risk of latent TB reactivation. Therefore, risk assessment of patients is
required as recommended by both the British Society for Rheumatology
and British Thoracic Society (BTS) guidelines. However, currently, at a
time when biologic therapies are more widely used, we are dealing with
increasedclinicalpressuresaswellasagreatersocialmixanddiversity in
our patient populations that increase the challenge of identifying who is
indeed ahigh risk patient for latent TB. This sub-optimal risk stratification
was confirmed on a regional audit. It is therefore unsurprising, that virtual
biologics clinics (VBC) have gained in acceptance and popularity. These
VBCshould intheoryhelptostandardiseandstreamlinetheprocessfrom
initial referral to commencement of the biologic including all the neces-
sary screening required. The case below highlights a patient who was
screened and commenced her biologic treatment prior to the initiation of
a VBC at Russell’s Hall Hospital Rheumatology Department, Dudley. We
then highlight the changes implemented with the initiation of our local
VBC clinic. We later discuss results that highlight the impact the VBC
seemstohavemadetoenhancepatientsafetyandefficiency.
Case description: In2014, a68year old ladywasurgently referred to the
nursespecialist’sbiologicsclinic for initiationofbiologic treatment forher
poorly controlled rheumatoid arthritis despite the use of triple DMARD
therapy with methotrexate, sulfasalazine and hydroxychloroquine. The
patient was not identified by either the doctor referring the patient or by
thenurseinclinictohaverisksforTB.AspertheBTSguidelinessheunder-
went a chest x-ray which was normal (although not formally reported).
Soon after, the patient was commenced on adalimumab in September
2014. However, a few months later in March 2015 the patient was seen in
clinicwhereshereportedadrycoughandnightsweats.Furtherquestion-
ingrevealed that thepatientwasborn inElSalvadorandtravelled toCuba
aswellasthePhilippinesregularly.ThepatientwasreferredtoourTBspe-
cialist for further assessment and a T-spot test was positive. The patient
was consequently commenced on chemoprophylaxis. The question is
however, could this all have been pre-empted? Studies have found that
the majority of cases of TB occur within the first 12 months of treatment
with an anti-TNF agent suggesting that reactivation of latent TB is the
main factorpredisposing toTB.Thiscase illustratedtheclinical variability
and inconsistency in the extent of risk assessment and highlights that
existing guidelines can miss cases of latent TB. In fact, a study in 2013
found use of just the BTS guidance for screening immunosuppressed
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