
anti-streptococcal antibody titres. She had evidence of previous infec-
tion with Parvo-virus and EBV. The extended viral screen revealed CMV
IgG and IgM to be positive and on recommendation of the gastroenterol-
ogy team, she was commenced on Valganciclovir. The obstetrics team
were in agreement with the initial plan and recommended consideration
of corticosteroids if a preterm delivery was to be considered. Her Liver
function tests continued to deteriorate with her ALT peaking at 837. Her
CMV PCR was subsequently negative placing doubt on the diagnosis of
acute CMV hepatitis . In view of the persistent acute phase response, a
rheumatology opinion was sought. Ferritin levels were elevated at
996 ng/mL and a working diagnosis of adult onset Still’s disease (AOSD)
was made. High dose oral prednisolone was commenced, following
which her symptoms of fever, arthralgia and rash improved significantly.
Despite her symptomatic improvement, her bile acid levels were still ris-
ing and therefore she underwent an emergency C-section to ensure the
safetyofherunbornbaby.Deliverywasuncomplicatedandshegavebirth
toahealthybabygirl.Her liver functiontestsstartedto improveonpredni-
solone, nonetheless a liver biopsy was organised prior to discharge.
Histology initially suggested microvascular steatosis and the stains for
CMV were negative with no definite features of AOSD. A second opinion
on the liver biopsy, revealed mild hepatitis of undetermined cause. Over
the following 6 months she was successfully weaned off the corticoste-
roidsandhascontinuedtodowellwithnosymptomsof fever, rashorsore
throat. An ultrasound scan of her hands and wrists after cessation of ste-
roids has shown no active synovitis and therefore further immunosup-
pressionwithmethotrexatehasbeendeferredatpresent.
Discussion: This case report highlights pertinent issues for clinicians
who manage these complex and potentially life-threatening cases of
AOSD. The non-specific nature of clinical features and the absence of
characteristic serological biomarkers, often makes the diagnosis a slow
and elaborate process. Furthermore, clinical decision-making becomes
challengingwhenthediagnosis isunclearat theoutsetandinvestigations
areslowtobeavailable.Asdescribedinourpatient,theliver isafrequently
involved organ in AOSD and indeed hepatic dysfunction is part of the
Yamaguchi diagnostic criteria. The incidence of hepatic dysfunction is
reported to rangebetween 35-85%. It commonlymanifests in the form of
asymptomatic elevation of transaminases but more life-threatening
acute live failure (ALF) canensue inaminority ofcases. Thevalue ofa liver
biopsy in the diagnosisofAOSD isundetermined.Andresetalperformed
liverbiopsies in fivepatientswithretrospectivelyestablisheddiagnosisof
AOSD and in none of the patients, the diagnosis was suggested or sup-
ported by histology. They concluded that a liver biopsy in the context of
AOSD is of limited value. It may be useful in ruling out previously undiag-
nosed infections, such as Hepatitis B/C, which may be aggravated by
treatments for AOSD such as corticosteroids or Methotrexate. A diag-
nostic dilemma arose in our patient when the level of hyperferritinaemia
was not as high as anticipated. In AOSD, ferritin levels of greater than
2000ng/mL are thought to result from cytokine secretion induced by the
reticuloendothelial system. However such high levels are not specific to
AOSD and can also be seen in infections, neoplastic conditions, or stor-
age disorders such as Gaucher’s disease. Ichida et al in 2014 concluded
that patients with high levels of ferritin or IL-18 presented with systemic
inflammatory disorders (non-RA subtype) whereas those with low levels,
developederosivearthritis (RAsubtype).
Key learning points: The diagnosis and management of AOSD, particu-
larly in the context of pregnancy, requires multidisciplinary expertise.
Collaborative clinical decision making ensures the delivery of optimal
patient care for the mother and their unborn baby. Our patient was man-
aged by a wide range of specialities including obstetrics, rheumatology,
gastroenterology and dermatology. Close multidisciplinary monitoring is
essential not only during pregnancy but also in the post partum period
whenthesepatientscanhave flaresor recurrences. It isvitally important to
always use all available clinical data in the diagnostic process. The
describedpatientinourcasereportwasinitiallyseenbythegastroenterolo-
gists with regard to her worsening hepatic dysfunction and a persistent
acute phase response. She was also found to have a positive CMV IgM
serologyandthereforean initialdiagnosisofviralhepatitisandarthritiswas
made and anti-virals were commenced. However her Liver function tests
continuedtodeterioratedespitetreatment leadingtoarheumatologyopin-
ion.Itwasthendecidedthatthepatternofrashandthearthritiswouldfitbet-
ter with a diagnosis of AOSD although the hyperferritinaemia was not high
as expected. Nevertheless a decision was made to treat the patient with
oral prednisolone once the viral DNA PCR was found to be negative and a
liverbiopsywasorganisedtoensurethatnoothercauseswereoverlooked.
Thiscasereportbeautifully illustratesthe fact that it isparamount toalways
keepanopenmindwhenmanagingpatientswithmultisysteminvolvement
asthelistofdifferentialdiagnosesisoftenbroad.Corticosteroidsaregener-
allyconsideredtobesafe inpregnancyandeffectivefirst-linetreatments in
AOSD.IntheGerfaud-Valentinetalstudy, inallcasesofwomenwithAOSD
during or after pregnancy, partial or complete responses were achieved
withcorticosteroidsand/orIVIGtreatment.

5. CERTOLIZUMAB PEGOL FOR RA IN PREGNANCY

Dr Iona Thorne, Imperial College Healthcare NHS Trust, London

Ms Catherine Baker, Queen Charlotte’s Hospital and Prof Cathy
Nelson Piercy, Imperial College Healthcare NHS Hospitals Trust and
Guys and St Thomas’s NHS Hospitals Trust

Introduction: Certolizumab pegol is a PEGylated anti-TNF therapy
approved for the treatment of rheumatoid arthritis. Due to its structure, it
does not have significant placental transfer and is thought to be safer in
pregnancy than other biologic treatments used to treat RA. We describe
successful use of Certolizumab pegol in pregnancy, whereby instant
remission of rheumatoid arthritis was achieved in a patient with previous
highdiseaseactivity.
Case description: A 30 year old personal trainer was diagnosed with
seropositive non-erosive rheumatoid arthritis one year prior to concep-
tion. DAS28-CRP was 6.45 at diagnosis (tender joint count 16, swollen
joint count 8, VAS 85mm and CRP 32). As she was planning pregnancy,
Methotrexate and Leflunomide were not used. A trial of treatment with
Sulphasalazinehadresultedin intolerablesideeffects.RAwascontrolled
with hydroxychloroquine monotherapy with a DAS28-CRP of 3.4 (tender
joint count 3, swollen joint count 2, VAS 50mm and CRP 2.8) and a pre-
vioustendon injection.Pregnancywasconfirmedat6weeksandantena-
tal care was arranged in the obstetric medicine clinic. During the first
trimester,RAflared,withaDAS28-CRPof5.65.Shehadanintramuscular
depomedrone injectionat6weeksgestation,andrequiredafurther intra-
muscular depomedrone injection at 15 weeks gestation, when DAS28-
CRPwas5.72 (tender jointcountof10,swollen jointcountof8,VASof80/
100, CRP 15.6). In view of ongoing flare despite repeat intramuscular
depomedrone injections and Sulfasalazine intolerance, the patient was
extensively counselled regarding treatment options in pregnancy,
including the use of Certolizumab pegol. She was initially reticent to start
anynewtreatments inpregnancy,butafterextensivecounsellingwith the
obstetricmedicine team(includingspecialistmidwife)andrheumatology
team, sheagreed to start treatment with Certolizumabpegol.The patient
described overnight remission after the first injection, and remained in
remission throughout pregnancy and the post partum period, with a
DAS28-CRP of 1.8. Certolizumab was continued throughout pregnancy
and the postpartum period, and breastfeeding was successfully
established.
Discussion: For the majority of women with RA, disease activity
improves duringpregnancy.However,RAmay flareor remainactive dur-
ing pregnancy and treatment options are limited in these circumstances.
Certolizumab pegol is a PEGylated anti-TNF therapy that lacks the anti-
bodyFc-regionthat isresponsibleforplacental transferof immunoglobu-
lins. Inanimalmodels,nodrugis transferredplacentally,andonlyminimal
placental transferhasbeenseen tooccur inhumans.Thiscasehighlights
the role this treatment option can have in achieving symptomatic relief
anddisease remissionduringpregnancy. It is recommended thatRAdis-
ease activity be assessed with DAS28-CRP in pregnancy, as ESR rises
physiologically inpregnancy.There isalso the suggestion that the VAS of
globalhealthbeexcluded,asthisalsorises innormalpregnancy.
Key leatning points: Certolizumab pegol is a useful treatment option in
patients who have active RA in pregnancy despite use of conventional
treatments (including Hydroxychloroquine, Sulfasalazine and cortico-
steroids).EULARrecommendationsstatethatcertolizumabmaybecon-
sidered for use throughout pregnancy due to the low transplacental
passage. It isalsocompatiblewithbreastfeeding.DAS28-CRPistheopti-
malmeasureofRAdiseaseactivity inpregnancy,asESRrises.

6. A CASE OF ANTISYNTHETASE SYNDROME IN PREGNANCY

Dr Lauren Green, Oxford University Hospitals NHS Foundation
Trust, Oxford

Dr Charlotte Frise, Oxford University Hospitals NHS Trust, Oxford

Introduction: Antisynthetase syndrome (anti-SS) is a rare autoimmune
disorder characterised by autoantibodies against aminoacyl tRNA syn-
thetases, inconjunctionwith interstitial lungdisease,dermatomyositis or
polymyositis. We present an interesting case of pregnancy in a woman
with known anti-SS with anti Ro antibodies, and the associated manage-
mentprinciples.
Case description: A 36 year old woman was diagnosed with anti-SS in
2014, having presented with severe myositis and fever. She was found to
be positive for anti Jo-1, Ro and PM-Scl-75 antibodies and have mild
interstitial lung disease. Medical history included depression and osteo-
penia.Shebecamepregnant in2016,havingpreviouslybeenseen inpre-
pregnancy counselling when her medication had been optimised prior to
pregnancy.Shewas booked forantenatal careunder the high riskmater-
nal medicine team at a tertiary referral unit with input from Obstetric
Medicine. In early pregnancy, she was talking prednisolone 5mg once a
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