
time of writing, the RECOVERY 2 trial is yet to be published, but the rapid
improvement in inflammatory markers including CRP and Ferritin, along
withadramatic improvement inclinicalstate,suggestthatrelativelymod-
est doses of parenteral steroid have life-saving potential at far lower cost
and greater worldwide availability than biological therapies such as
TocilizumaborAnakinra.
Trials of Tocilizumab in RECOVERY2 and of Anakinra coordinated by the
Hyperinflammation Histio UK Haemophagocytosis Across Specialty
Collaboration (HASC), as well as international randomised controlled tri-
als will be critical in determining the optimal treatment strategy for this
subset of critically ill COVID-19 patients. The experience of our patient
suggests that one arm of such studies should include a relatively modest
dose of parenteral steroid, be that Dexamethasone or
Methylprednisolone, particularly given that COVID-19 is affecting coun-
triesacrossthedeveloping,aswellasthedeveloped,world.
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Casereport-Introduction:ThemostrecognisedpresentationofSARS-
CoV-2 infection thus far has been respiratory, with hypoxia secondary to
bilateral pneumoniaandsevereacute respiratorydistresssyndromeasa
resultof thehostresponsetothevirus.
We describe the investigation and management of a case of severe life
threatening myocarditis, with no respiratory symptoms, occurring in a
younghealthcare-workerduringtheearlypandemic.
Case report - Case description: A 37-year-old male healthcare-worker
presentedwithdizziness, fever,anddiarrhoea.Hehadnopreviousmedi-
cal history. A month prior he had experienced a 5-day fever which self-
resolved.
On presentation, he was in cardiogenic shock with raised temperature.
Bloodtestsdemonstrated lymphocytopenia, raised troponin (peak490ng/
L)andBNP>35,000ng/L.Hewastransferreddirectlytocriticalcare.
Repeated PCR-swab testing for SARS-CoV-2 were negative. All other
viral-testingand autoimmune screen werenegative. ECG showed sinus-
rhythm and CT-chest demonstrated lower-lobe consolidation with pleu-
ral-effusions.
Echocardiogram revealed significantly impaired biventricular-function
withLVEFof21%.HehadevidenceofLV-wall thickening,bi-atrialdilation
andraisedpulmonary-arterysystolicpressures.Despite IVantibiotics for
pneumonia and shock-dose hydrocortisone 50mg QDS, he deteriorated
requiringtwoinotropes.HewasdiscussedwiththeECMO-teamataterti-
ary-centre who suggested referral to our centre for consideration of
immunosuppressionandthepatientwastransferred.
Serologywassent forSARS-CoV-2toGOSHonaresearchbasisasat the
timetherewasnotcommerciallyavailableorapprovedassay.
CardiovascularMagnetic Resonance (CMR) was delayed due to inability
to lie flat.Aftermuchdiscussion (Pre-RECOVERYtrial results)0.75mg/kg
prednisolonewasstartedwithrapideffect. Inotropeswereweanedwithin
24 hours with subsequent step-down to a cardiac ward. CMR-imaging
confirmedmyocarditiswithcharacteristic tissuecharacterisation (raised
T1/T2 mapping) and patchy late gadolinium-enhancement. Serial echo-
cardiograms and serum cardiac biomarkers all improved in keeping with
theclinicalpicture.Theserological result returnedand revealed the pres-
enceoftheSARS-CoV-2IgG.
ACE-inhibitors, beta-blockade and diuretics were utilised to manage
secondaryheart failure frommyocarditis.Hewasdischargedonweaning
oral prednisolone with close follow-up from the rheumatology and cardi-
ology teams. Blood tests 1-month post-discharge demonstrated nor-
malisation of troponin and BNP. Repeat CMR demonstrated
normalisation of LV function with no evidence of oedema or myocarditis,
withonlyresidual lategadolinium-enhancement.
Casereport-Discussion:Thispreviouslyhealthyyoungmanpresented
during the initial peak of the COVID-19 pandemic and had considerable
occupational exposure. At that point, although multiple confirmed cases
of this condition had been identified, experience was still limited regard-
ingextra-pulmonarymanifestations.
Sincethat timeourunderstandingofthevariabilityofCOVID-19hasbecome
apparent.Literaturedescribesavarietyofpresentationsbeyondpulmonary
includingcardiac,ENT,neurologicalandgastrointestinal,aswellassystemic
manifestationincludinghyperinflammatorystatesandvasculitis.
Myocarditiswasidentifiedatanearlystagefromimagingandbloodtests,
and this was presumed to be likely viral in origin. At that time, there were

limited case reports of COVID-19 induced myocarditis, although this
remained a differential once routine viral-screening returned negative.
Repeated viral swabs for COVID-19 returned negative, however it was
notedthathe initiallydidhavesymptomsamonthprior,and itwasunclear
whether his acute presentation was related to active COVID-19 infection
or thesequelaeof this.Serumantibody testsweresent toaspecialist lab-
oratory,andthisultimatelyconfirmedpreviousCOVID-19exposure.
The decision was made to implement high-dose prednisolone therapy to
managewhatwasfelt tobealikelysecondary inflammatoryphenomenon
of COVID-19 at a time when this was not really recognised. Therewas ini-
tial caution regarding this approach due to previous significant negative
outcomesofsteroiduseintheSARSandMERSpandemics.
Inthesubsequentperiodafterthisgentleman’scase,thepreliminaryfind-
ings from the RECOVERY trial were made available, from which national
guidance advisesdexamethasoneas theonlycurrent licensed therapy in
managing COVID-19 in certain circumstances. Use and subsequent
recovery following high-dose prednisolone suggests similar principles
withthis treatment,aswellasmanagingcaseswhomaypresentwithnon-
pulmonaryinvolvementofCOVID-19.
Casereport -Key learningpoints:Ourexperience in thiscasesuggests
multiple factors from which we can learn from, although since the time of
thisgentleman’spresentation, agreaterunderstanding ofCOVID-19has
alreadyhighlightedkeyareasof learning.
For this case, the recognition of possible myocarditis without respiratory
symptoms as among the possible presentations of COVID-19 is notable.
We were able to utilise different methods of imaging to assess the extent
of cardiac inflammation and cardiac function. Of highlight would be
through use of Cardiovascular Magnetic Resonance, which was imple-
mented as part of the initial diagnostic process, as well as ongoing moni-
toring post-discharge. With this method we can identify subtle changes
of the myocardiumwhichcanhelp detect early relapse,and in futuremay
beofsignificancefordiagnosisandmonitoringofpotential futureCOVID-
19associatedmyocarditis.
As we hope to one day move towards a post-COVID-19 global climate,
perhaps the most important learning point is the possibility of delayed
organ/systemic manifestationsecondary to COVID-19 infection. For this
case, the presumption is that he may have developed the primary infec-
tion1monthprior topresentation.Thecontextof repeatednegativePCR-
swab results, but the subsequent confirmation of prior exposure on anti-
body testing would potentially support this. His first presentation
appearedtobeamildself-limiting illness,althoughhis lateracutepresen-
tation was that of significant potential risk, which fortunately he was able
to recover from. This however highlights a particular concern regarding
the long-term impact of COVID-19 not just on chronic co-morbidity such
as long term cardiac failure or respiratory disease, but also the potential
re-presentationof thosewhoaredeemedtohavefully recoveredfromthe
virus. As timecontinues following the firstwave ofcases, we must remain
vigilantoffuturecomplicationsyettomanifest.
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Case report - Introduction: Chikungunya is a tropical arbovirus trans-
mitted by female Aedes Aegypti or Aedes Abopitus mosquitos. It is not
indigenous to UK but occurs in epidemics in Africa and Asia. It often
presentswithpyrexia,arthralgiaorarthritis,myalgiaandamaculopapular
rash and can mimic both peripheral and axial inflammatory arthritis as
well as more common forms of viral arthritis. It can also become chronic
leading todisablingsymptoms.Thediagnosisshouldbeconsidered inall
patientspresentingwithearly inflammatoryarthritiswhohavetravelled to
affectedareas.
Case report - Case description: A 57-year-old female developed sud-
den onset fever along with a macular rash whilst visiting South East Asia.
She then developed widespread joint pains and severe inactivity stiff-
ness, particularly affecting her ankles. The rash and fever settled after a
few days, but her arthralgia persisted in her cervical spine and both small
and large joints. She had a history of recurrent episcleritis and had been
investigated foraxial spondyloarthropathy twoyears previously,butMRI
imaging of the spine and sacroiliac joints did not show any inflammatory
changes.
Examination in the rheumatologyclinicconfirmed rightmedial epicondy-
litis,bilateralshoulder tenderness, tendernessover theextensor tendons
ofthefeetandpainfulcervicalspinemovement.
Investigations revealed high inflammatory markers; CRP 29 (0-10 mg/L)
and ESR 48 (0-15 mm/hr), a positive rheumatoid factor but negative anti
CCPantibodiesandanormalwhitecellcount.
Acute seronegative spondyloarthropathy was suspected but
Chikungunya serology was requested at the suggestion of the patient,
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because of the history of a mosquito bite. IgM and IgG antibodies were
positiveonimmunofluorescence,confirmingrecent infection.
She was initially given intramuscular depomedrone and non-steroidal
anti-inflammatorydrugs (NSAIDs)withashort responsebut requiredoral
prednisolone 20mgdaily tosuppress the inflammation inher feet.AnMRI
confirmed an ankle effusion and peroneal tenosynovitis. After 6 months
her symptoms improved, and she was able to stop prednisolone com-
pletelyandsheremainswell9monthsafter theinitial infection.
Case report - Discussion: Chikungunya infection causes musculoske-
letal symptoms in all affected patients, but the clinical presentation can
highlyvariable, frommildjointpaintoerosivearthritis.
It can be divided into three phases: incubation phase, acute phase, and
chronic phase. The incubation phase varies between one to twelve days
afterthemosquitobite.
The acute phase begins with high fever, headache, polyarthralgia/arthri-
tis, lymphadenopathy,andanorexia. Joint involvement isoftendistaland
symmetrical affecting the hands, wrists, shoulders, knees, ankles, and
feet.Amaculopapular rashiscommon.DenguevirusandZikavirus infec-
tioncanpresentsimilarly.
Treatment for acute Chikungunya fever is supportive. Analgesic, anti-
pyreticandNSAIDsareusedforsymptomrelief.
During the chronic phase, infected people develop symmetrical, migra-
tory,oligoarticularorpolyarticulararthritiswithmorningstiffnessandjoint
oedema,whichcanlast frommonthstoyears.
Our patient had a previous history which was consistent with seronega-
tivespondyloarthropathy,anacutepresentationof inflammatory arthritis
and results and imaging which supported this diagnosis. The correct
diagnosis could easily have been missed if a travel history had not been
takenandthepatient’ssuspicionsignored.
The best treatment for chronic Chikungunya arthritis is unclear. NSAIDs
areoften the first treatmentbut,as in thiscasesystemicsteroidsareoften
necessary. Conventional synthetic DMARDs have also been reported
efficacious.BiologicDMARDShavebeenusedinresistantcases.
Case report - Key learning points: Chikungunya has emerged as a
globaldiseaseaffectingmillionsofpeoplewithsignificantmusculoskele-
tal morbidity. Any patient has travelled to endemic areas including Africa
and Asia, with fever and joint pain should be screened for Chikungunya
virusaswellasDenguevirus,andZikavirus.
Diagnosis is either by RT PCR (positive 0-7 days of infection or
Immunoglobulin M (detectable after 5 – 10 day of infection and persists
for fewmonths).
Treatment issupportive inacutephase,mayrequire lowdosesofsteroids
toaidresolutionofsymptoms.ConventionalDMARDShaveshownbene-
fit inchronicphasewithongoingsynovitis/tenosynovitis.
Patients may know more about rare, endemic diseases than their
Europeandoctorsandtheir suspicionsaboutpotentialdiagnosesshould
alwaysbeconsidered.
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Case report - Introduction: Bacterial and fungal infections are recog-
nised complications of viral pneumonia, particularly in patients who are
critically ill. We describe a case of fungal sacroiliitis complicating severe
COVID-19 pneumonia following a prolonged intensive care unit (ICU)
admission.
Candida albicans sacroilitis is a rarely reported infection with few case
reports in the literature. Candida osteoarticular infections can present as
septic arthritis, with knee involvement in 75% of cases, or osteomyelitis.
Thelatterpresentationdiffersbasedonage-vertebral involvement(51%)
is more common in adults while children are more likely to present with
infection inthe longbones, ribs,orsternum.
Case report - Case description: A 48-year-old Afro-Caribbean gentle-
man with a history of hypertension and obesity was admitted to the ICU
with clinical, laboratory and radiographic features of COVID-19 infection
despite persistently negative swabs. Whilst in ICU he required mechani-
cal ventilation. His stay was further complicated by multiple infections,
pulmonary emboli, and the presence of a cavitating lesion in the left lung.
Cultures from bronchoalveolar lavage and a central venous catheter line
grew Serratia Mascense, candida glabrata and pseudomonas were iso-
lated from his urine. He was treated with multiple antibiotics including
meropenem,tazocin,ceftazidimeandavibactam.
After 61 days in the ICU he was transferred to the ward. He developed
severe pain in his right hip which was worse on movement. This was fol-
lowed by urinary incontinence and sensory deficit in the right L2/L3 der-
matome. He underwent magnetic resonance imaging (MRI) of his spine
and sacroiliac joints which showed right sided sacroiliitis and oedema

around the iliopsoas muscle. He was started on vancomycin, later
changed to ceftazidime avibactam and metronidazole. An echocardio-
gramdidnotshowanyvegetations.He underwentabiopsyof hissacroil-
iac jointswhichconfirmedthepresenceof leucocytes,extendedcultures
yieldedcandidaalbicans inoneoutoftwobiopsyspecimens.
Considering ongoing pyrexia, pain and inflammatory markers, intrave-
nous fluconazole was added to his antibiotic regimen which resulted in a
marked improvement inmobility.After four weeks, ceftazidime,metroni-
dazole and avibactam were stopped, and fluconazole was administered
as oral tablets. 6 days later he became febrile and IV fluconazole was
restarted.
A repeat chest CT showed resolution of the cavity but ongoing changes
suggestiveoforganisingpneumonia. A repeat MRIof thesacroiliac joints
revealed minor improvement. Intravenous Fluconazole was continued
fora totalof8weeksandwaschanged to tablets forcompletea totalof12
weeks.
Case report - Discussion: This is a severe case of COVID-19 infection
who despite 9 negative PCR tests, on day 53, had positive IgG for SARS-
CoV-2 infection, confirming our clinical suspicion. Particularly in the ICU
setting, individuals are approximately ten times more likely to have sec-
ondary bacterial/fungal infections with more frequent detection of multi-
drug-resistantGram-negativepathogens.
This case highlights several difficulties. Urine cultures had confirmed
candida albicans, likely to be related to catheter related urinary tract
infections, andapossiblesource forourpatientbutalsoa resistantpseu-
domonas aeruginosa species. Furthermore, cultures were positive for
Serratia Mascense, candida glabrata. He had also already been treated
with prolonged, broad spectrum antimicrobial treatment. Considering
this, establishing the aetiology of the septic sacroiliitis was challenging.
The rarity of candida sacroiliitis and presence of the organism in just one
specimenmadethismoredifficult.This ledtothedecisionofarepeatsac-
roiliac biopsy to supply sufficient samples for further microbial analyses
suchas16S,18Sandmycobacteriaculture,allofwhichwerenegative.
Hebecamefebrileafter thediscontinuationofantimicrobialsandaswitch
to oral fluconazole therapy. He was extensively re-investigated and
despite resolution of the lung cavity, there were changes which could
have been consistent with an organising pneumonia. At this point he was
neutropenic, mildly eosinophilic, and therefore a drug reaction was also
considered.
RepeatMRIrevealedresolvingmuscle inflammationandminimalchange
at the bone site, with erosions and possible reactive bone marrow
oedema. Following discussion with microbiology thedecisionwas made
topersistwith intravenousFluconazole.Hecontinuedto improve,andhis
inflammatory markers normalised after 8 weeks of treatment.
Prednisolone was started for COVID-19 related pneumonitis. Long-term
antifungal treatment is advisable, and we aim to complete 12 weeks of
treatment.
Casereport-Keylearningpoints

Patients with SARS-CoV-2 infection, particularly those requiring ICU
admission were at risk of developing superinfections with multidrug-
resistant Gram-negative bacteria or fungal infections.

Candida albicans sacroiliitis is rare therefore early aspiration/biopsy is
essential for the management.

Longer treatment is needed in osteoarticular candida infections, even
up to 6 or 12 months, therefor long-term close monitoring of this
patients is essential.

The utility and timing of reimaging patients following such infections is
still unclear

Close multidisciplinary and interdisciplinary team collaboration is
essential in the management of this complex patients
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Case report - Introduction: Since the emergence of Coronavirus dis-
ease 2019 (COVID-19) there has been increasing recognition of the
potential associated cardio-vascular manifestations. There have been
reports of Kawasaki like disease in children. However, in adults there are
very few reports of non-cutaneous vasculitis. Here we report the case of
an adult male presenting with an inflammatory aortitis associated with
COVID-19infection.
Case report - Case description: A 71-year-old Caucasian male with a
backgroundofcholecystectomyandrotatorcuff repairpresentedtohos-
pital inMay2020witha3-monthhistoryof feelinggenerallyunwell,weight
loss and worsening thoraco-lumbar back pain. Prior to the onset of these
symptomshehadhada2-weekillness inMarch2020clinicallyconsistent
with COVID-19 infection comprising fevers, hot sweats, dry cough, and
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