
no surprise that pre-screening has evolved as we continually learn
about these drugs. The BSR biologic guidelines (2018) recommend
that we screen hepatitis B (HBV) and hepatitis C (HCV) serology prior
to commencing any biologic. However, in long-term treatment,
infection risks are posed from both new exposure and from
reactivation of latent disease in the context of immunosuppression.
The latter has been well recognised for tuberculosis, but we report a
case of hepatitis B in a patient treated for 11 years, initially with anti-
TNF for 2.5 years and subsequently with rituximab (RTX). We present
an 80-year-old female patient diagnosed with rheumatoid arthritis (RA)
in 2001, who migrated from Hong Kong in 1972. After initial treatment
with gold, sulfasalazine, methotrexate, hydroxychloroquine and leflu-
nomide, eventually etanercept (ETN) was initiated in 2010. In
accordance with earlier BSR guidance (2005) we tested for HBsAg
and HCV in 2009, prior to ETN, both were undetected. In early 2018,
hepatology advice recommended including antibodies to hepatitis B
core antigen (anti-HBc) with our screening, later specified by the
current 2018 BSR guidance. Initially, this was only undertaken in new
patients, however, we decided to re-check all patients on biologics to
include anti-HBc in 2019. Prior to this, re-screening was not under-
taken routinely at any interval or when switching biologic, unless there
were relevant risk factors. The relevant guidance and recommenda-
tions, at the time, only recognised prior screening and reactivation of
HBV. On re-testing our case in July 2021, anti-HBc was detected.
Subsequently the patient was referred to hepatology and commenced
on anti-viral treatment (tenofovir). The aim was to review all patients on
biologics not previously screened for anti-HBc, especially those in
high-risk groups.
Methods
A retrospective review of the hepatitis screening profiles of 71 patients.
These patients were actively receiving RTX or infliximab in the
preceding three years, since including anti-HBc.
Results
HBV was not detected in 55/71 (77.5%). Twelve patients (16.9%) are
yet to be re-screened. HBV was detected in four individuals (5.6%).
Our index patient, receiving RTX since 2012, underwent additional
screen in 2021, likely delayed by the pandemic. Of the other three, one
had no viral load detected and the result deemed a false positive. One
patient was new to RTX in 2019, and the final patient had HBsAg
detected with anti-HBc not detected.
Conclusion
For patients with IA receiving long-term biologic therapy, there is a
need to standardise screening protocols for viral hepatitis and to
undertake repeat testing at a reasonable interval, such as every five
years and possibly more frequently in high-risk groups.
Disclosure
A. Eden: None. S. Ellis: None. T. Marianayagam: None.
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Background/Aims
The COVID-19 pandemic led to the widespread adoption of remote
consultations. Whilst remote consultations offer many potential

advantages to patients and healthcare services, they are unlikely to
be suitable for all. Guidance encourages clinicians to consider patient
preferences when choosing face-to-face vs remote consultations.
However, little is known about acceptability of, and preferences for
remote consultations, particularly amongst patients with musculoske-
letal conditions. This study aimed to explore the acceptability of, and
preferences for, remote consultations among patients with osteoporo-
sis and rheumatoid arthritis.
Methods
Data for this study derived from three UK qualitative studies: iFraP
(improving fracture prevention study), Blast Off (BO; Bisphosphonate
aLternAtive regimenS for the prevenTion of Osteoporotic Fragility
Fractures), and ERA (Exploring people with Rheumatoid Arthritis’
experience of the pandemic). Each study explored patient experiences
of accessing and receiving healthcare during the pandemic year.
Transcripts from each data set relating to remote consulting were
extracted. A minimum of two study team members worked indepen-
dently, following a consistent approach, to conduct a rapid deductive
analysis using the Theoretical Framework of Acceptability (TFA). The
TFA consists of 7 constructs to understand acceptability of, in this
context, remote consultations, including: affective attitudes; interven-
tion coherence; perceived effectiveness; burden; self-efficacy; oppor-
tunity-costs; and ethicality. Following coding, the findings of all three
studies were pooled. Analysis was facilitated by group meetings to
discuss interpretations.
Results
Findings from 1 focus group and 64 interviews with 35 people, who
had mostly experienced telephone consultations, were included the
analysis. Participants’ emotional attitudes to remote consultations,
views on fairness (ethicality) and sense making (intervention coher-
ence) varied according to their specific needs for the consultation and
values, relative to the pandemic context; participants perceived
remote consultations as making more sense and being ‘fairer’ earlier
in the pandemic. Some participants valued the reduced burden
associated with remote consultations, while others highly valued, and
did not want to give up, non-verbal communication or physical
examination associated with face-to-face consults (opportunity costs);
although perceived need for physical examination in participants with
RA was associated with strong preference for face-to-face consulta-
tions, asymptomatic participants with RA and osteoporosis also
expressed similar strong preferences. Some participants described
low confidence (self-efficacy) in being able to communicate in remote
consultations and others perceived remote consultations as ineffec-
tive, in part due to suboptimal communication.
Conclusion
Acceptability of, and preferences for remote consultation appear to be
influenced by a range of societal, healthcare provider and personal
factors and in this study, were not fixed, or condition-dependent.
Remote care by default has the potential to exacerbate health
inequalities and needs nuanced implementation. The findings have
supported the development of patient-centred recommendations for
practice that should be considered alongside clinician-focused
recommendations when deciding whether remote consultations are
appropriate.
Disclosure
Z. Paskins: Grants/research support; NIHR, Clinician Scientist Award
(CS-2018-18-ST2-010)/NIHR Academy. L. Bullock: None. F.
Manning: Grants/research support; part funded NIHR Clinical
Research Network Scholar Programme. S. Bishop: None. P.
Campbell: None. E. Cottrell: None. C. Jinks: Grants/research
support; part funded by the NIHR Applied Research Collaboration
(ARC) West Midlands. M. Narayanasamy: None. I. Scott: Grants/
research support; funded by an NIHR Advanced Research Fellowship
Award (NIHR300826). O. Sahota: None. S. Ryan: None.
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Background/Aims
The COVID-19 pandemic placed patients with rheumatoid arthritis (RA)
at increased risk of poor outcomes as a result of their condition,
compounded by use of immunosuppressant medication, and higher
prevalence of comorbidities. As a consequence, some patients were
instructed within the UK to follow strict guidelines to ‘‘shield’’, severely
restricting routine social interactions. This study explored patients’
longitudinal experiences of living with RA during the COVID-19
pandemic.
Methods
Patients with rheumatoid arthritis, from a community hospital-based
rheumatology service, participated in two semi-structured telephone
interviews at baseline in autumn 2020 and 2-4 months later. Interviews
were recorded and transcribed verbatim. Interpretative phenomen-
ological analysis was undertaken by two members of the research
team with input from two patient partners (KR and MB).
Results
15 participants (9 females, 10 retired, age range 45-79 years) were
interviewed twice. Five themes were identified: i) fear, ii) social
wellbeing, iii) physical health, iv) pre-existing self-management of RA
as a coping mechanism, and v) vulnerability. The overriding emotion
was one of fear of contracting COVID-19, which remained high
throughout both interviews. Fear was influenced by patients’ existing
knowledge of their RA and medications and the presence of other
significant co-morbidities. Further influences on fear included main-
stream media reports (increasing reporting of deaths and new variants)
and personal knowledge (family and friends who had contracted
COVID-19). The impact on social wellbeing became more pronounced
as remote communications could not replicate the benefits of physical
interaction. Participants reported no impact on their physical health,
with increased rest resulting from restricted social interaction
perceived to be beneficial. Many participants utilised the resilience
they had learned as a result of having RA to cope, including stress
management, pacing, and exercise. Being categorised as ‘‘clinically
extremely vulnerable’’ led to a reassessment of self-identity, with
participants not wanting to be perceived as being weak or helpless.
Finally, many participants used lockdown to reflect on and reassess
their personal priorities.
Conclusion
This longitudinal interview study with 15 people with RA highlights that
the main impact of the pandemic appeared to be on emotional
wellbeing brought about by fear of COVID-19, later compounded by
lack of social interaction. In this small study, participants’ physical
health was reported to be stable and participants were able to use
self-management skills to cope. The realisation of the seriousness of
contracting COVID-19 led to feelings of vulnerability and a reassess-
ment of self-identity. The study raises important issues for those
providing healthcare to people with RA, including effective commu-
nication with awareness of its likely impact, using pre-existing self-
management strategies to enhance wellbeing, and recognition of the
potential for social isolation and the implications thereof.
Disclosure
P. Campbell: None. Z. Paskins: None. S. Hider: None. A. Hassell:
None. F. Crawford-Manning: None. K. Rule: None. M. Brooks: None.
S. Ryan: None.

P061 POLYMYALGIA RHEUMATICA FOLLOWING COVID-19
VACCINATION: PRESENTATION OF FOUR PATIENTS
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Basildon university hospital, Rheumatology, Basildon, UNITED
KINGDOM

Background/Aims
Vaccination against coronavirus is a cornerstone in the fight against
the COVID-19 pandemic. Although the safety and efficacy of vaccines
was established prior to roll out, long-term data and reports of rare
adverse reactions remain inadequate. Literature reviews revealed two
cases of PMR-like syndrome, left elbow arthritis and a case of
rheumatoid arthritis (RA) flare following COVID-19 vaccination.
Additionally, a case of new onset RA and case of reactive arthritis
was reported with COVID infection.
Methods
We present four patients with polymyalgia rheumatica (PMR) following
COVID-19 vaccination. The clinical details of the four patients are
outlined in the table:
Ultrasound (US) revealed typical finding of bilateral sub deltoid bursitis
and biceps tendonitis in the first patient and there was severe right sub
deltoid bursitis with biceps tendonitis in the second patient. None of
the patients had features to suggest malignancy, giant cell arteritis,
seronegative spondyloarthropathies or connective tissue disease.
Results
After exclusion of other inflammatory causes of shoulder pain, they
were diagnosed with PMR based on clinical judgement and high
inflammatory marker at time of presentations, ultrasound findings and
significant improvement with prednisolone.
Conclusion
PMR following COVID-19 vaccination is exceptional and cannot be
proven. In these patients post vaccination chronology of events
favours this diagnosis. It is known that immunological illness may start
after viral infection or vaccination (hapten or immune stimulation). The
patients have responded well to the prednisolone similar to typical
PMR cases. We need further studies to look at possible link between
COVID-19 vaccination and PMR.
Disclosure
M. Mohareb: None. A. Bharadwaj: None. A. Nandagudi: None.

P062 COVID-19 HYPERINFLAMMATION CAN BE PREDICTED
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Background/Aims
Since early in the COVID-19 pandemic, there has been interest in the
concept that some morbidity and mortality may be due to excessive
inflammation. Several definitions of COVID-19 hyperinflammation
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