
Clinical: Therapy & observation S219

P368
Rare skin disorders in IBD patients treated with anti-TNFs
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Background: Skin disorders are the most common adverse
effects associated with biological therapy among patients with
IBD. The incidence varies according to the series, from 0.5% to
60%. They include reactions at the injection site, infections,
complications mediated by the immune system (psoriasis and
lupus-like syndrome) and rare skin cancers. We describe a
series of rare dermatological manifestations in our IBD patients
treated with anti-TNFs.
Methods: We collected the cutaneous manifestations of 93
patients with IBD treated with biologics in our environment
and we consider “rare cutaneous disorders” as described with
a frequency less than 1% in most published series associated
with anti-TNFalpha.
Results: 6 of the 93 patients (6.45%) developed “de novo”
psoriasis, extension more than 5% of the body surface that
forced the withdrawal of the anti-TNF. Only one had the
typical palmoplantar location while the rest had plates in limbs,
trunk and scalp (4 with Infliximab and 2 with Adalimumab).
In 5 patients the lesions disappeared after cessation of
treatment and the use of topical corticosteroids. In one case
improvement was achieved with ustekinumab. The two patients
with Adalimumab also associated universal alopecia. The first
was a 21 year old woman with Crohn’s disease (CD) with a
history of childhood alopecia areata. She developed alopecia
universalis after 6 months of treatment with anti-TNF, being
then in combination therapy with azathioprine (AZA). The
suspension of the drug did not involve the appearance of hair.
The second was a 28 year old woman, also with CD, without
co-treatment, after 8 months of therapy, in current treatment
with ustekinumab for psoriasis with clearly improvement and
progressive appearance of hair.
A 20 year old male with ulcerative colitis treated with AZA
and infliximab (IFX) developed molluscum contagiosum, with
papules on the lower extremities. Complete resolution was
achieved with podophyllin for 4 weeks and disruption of
immunosuppressive therapy. IFX has later continued without
relapse.
Conclusions: In our series, we found a frequency of 6.45% of
severe psoriasiform reactions as paradoxical effect of anti-
TNFalpha. We found two cases of alopecia universalis (2.5%)
and one of them had previously suffered alopecia areata, which
may involve a risk for developing this injury using anti-TNFs.
Ustekinumab seems to be an appropriate alternative for these
cases.
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Background: Iron deficiency (ID) and iron deficiency anaemia
(IDA) cause fatigue and impaired physical and cognitive
function in inflammatory bowel disease (IBD). In children
with IBD, up to 90% will be iron deficient at diagnosis
and remain resistant to treatment because of recurrent
inflammation. Improvement of iron with systemic therapy is
associated with improved quality of life scores independent
of disease. Previously, intravenous replacement has been
hindered by iron toxicity limiting dosing (eg 5 mg/kg iron
sucrose) and slow infusions (over 90 minutes) limiting access.
Ferric Carboxymaltose (FCM) is an intravenous preparation
administered rapidly in single doses up to 2000 mg over 15 20

minutes. The efficacy and tolerability of FCM has been shown
in various chronic diseases but no data has been published in
children.
Methods: From April 2012 to November 2013 the RCHB has
used rapid infusion FCM in a single dose, over 15 20 minutes
up to 15 mg/kg in children aged 6 and over with ID, with or
without anaemia (IDA). Blood testing prior to FCM infusion and
within 8 weeks post infusion included Haemoglobin (Hb), mean
corpuscular volume (MCV), ferritin, transferrin saturation (TS)
and CRP was measured as marker of coexisting inflammation.
IDA was defined as Hb <130 g/L in males, <120 g/L in females,
with microcytosis MCV <80 fl [1]. ID was defined as: without
biochemical evidence of inflammation serum ferritin <30mg/L
or TS <16%; patients with inflammation as TS <16% and
ferritin <100. Outcomes after each infusion are described.
Results: 82 patients with IBD (58 Crohn’s Disease, 24 Ulcerative
Colitis) received 125 infusions of at least one dose FCM.
Mean age 14.4, range 7 18. No child experienced serious
or anaphylactic reactions, 1 (0.8%) had a mild reaction
characterised by urticarial rash, itch and low grade fever,
resolving with antihistamine. 49/125 (39%) children had IDA,
7/125 (6%) had ID with isolated microcytosis and 69/125 (55%)
had only ID. 21 (26%) had more than one infusion. 36/49
patients with IDA had follow up iron studies. Of these, 22 (61%)
IDA had improvement of Hb >20 g/L, of whom 21 (58%) had
complete restoration of normal Hb, 18 after one infusion, 3
after two infusions. 6/7 (86%) infusions for microcytosis had
MCV normalisation with one infusion, the other patient not
having repeat iron studies. 52/69 infusions for ID had follow up
iron studies. Of these, 36/52 (69%) had normalisation of ID, 34
after one infusion, 2 patients required 2 infusions.
Conclusions: Rapid, high dose FCM in children aged 6 and over
is safe, well tolerated and efficacious for correction of ID.
Replenishing iron in IBD is important and FCM improves our
ability to meet this need.
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Background: There are limited data regarding the optimal
duration of AZA treatment in UC. Deep remission seems to be
a positive predictor of long-term remission. We evaluated the
clinical outcome after AZA withdrawal in steroid-dependent UC
patients (pts), that achieved stable deep remission.
Methods: Up to now, out of 415 UC treated with AZA at our
IBD clinic, 46 pts have interrupted the treatment for stable
deep remission, defined as a minimum of 3 years (y) period of
free-steroids clinical, laboratoristic and endoscopic remission
(Mayo Score of 0), at the time of AZA withdrawal. Each pt
received a minimum AZA dose of 2 mg/kg/day (no cases of dose
reduction due to intolerance or toxicity were considered) for
a minimum of 3 y. Relapse was defined as any recurrence of
symptoms of UC.
Results: 46 steroid-dependent UC were followed for a mean
time of 4.4 y (range 1 13) after AZA withdrawal [M/F: 25/21;
mean age at diagnosis: 28 y (range 5 55); mean age of
start AZA: 37 y (range 18 59); mean disease duration before
AZA: 8.4 y (range 1 23); pancolitis/left-sided colitis: 19/27;
endoscopic activity at baseline: mild 14 (30%), moderate
32 (70%); mean AZA duration 4.7 y (range 3 10); concomitant
therapies: 5-ASA: 42 pts (91%); traditional corticosteroid: 27 pts
(59%); beclomethasone dipropionate: 4 pts (9%); need of steroid
during AZA: 3 pts (6%); post-AZA therapies: 5-ASA mean dosage
3.2 g/day : 44 pts (96%)].


