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History

The Crohn was diagnosed in 1994 at the age of 23 Y.
Initially on steroid. This stopped due to side effect.

18 inches resection of large bowel and illectomy after this.
Fast recovery and Crohn disease was in remission.

B12 injection and Questran(Colestyramine) were prescribed.

abscess in 2012 consequently an operation to remove and clean(fitted a
Seton).other small abscess developed later but they settled with Abs.

the Croh’s consultant recommended Infliximab treatment in Sept 2013.
Treatment commenced in March 2014.

She got skin rash on her feet and hands after 4 sessions of infliximab.
Hands involved first. 26" and 27" June 2014.

Seen by her own GP and diagnosed with Hand,Foot and mouth disease.

The emergency GP on 14™ July gave her oral antibiotics (Flucloxacillin)
500mg 4 times a day for 7 days and an antibiotic cream (Fucidin) to rub.

- Aweek later her hands had cleared up considerably but feet were worse.
- the emergency GP on 19" July continued the above.

- Infected Contact Dermatitis 20/07/14 in A&E, fucibet given.

- Seen by me two weeks later and given clobetasol propionate:

- Reviewed in one week time and given active heal(hydrocolloid).
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Skin presentation after treatment by
ABS and fucidin followed by fucibet
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a What is the specific therapeutic challenge in
this patient ?

» Diagnosis challenge: hand,foot& mouth disease? Infected contact
dermatitis? Psoriasis? PPP?drug induced PPP? Drug reaction?

» Patient already seen by other health professional and given
medication and topical treatment which can change the initial clinical
presentation.

e History taking and examination are paramount in diagnosis!

* Dilemma of therapeutic options as initial diagnosis of infliximab
Induced PPP. Paradoxical effect of anti-TNF!

e Question to be answered: should we stop the infliximab or choose a
treatment to commence without discontinuation?

e This needs an MDT meeting?

» Which therapeutic option are available on this case? Topical?
Systemic? With or without continuation of Anti-TNF?

 If topical< which topical to choose?
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" Evidence for use of selected treatment

Author(s)

Type of evidence e. g.

RCT, guidelines

Details of study or

publication

Key findings & conclusions

Alan Menter et al

April 2009

Mason et al :Topical
treatments for chronic
plaque psoriasis
(Review)

M. Sevrain et al 2014

Chalmers R et
al:Interventions for
chronic palmoplantar
pustulosis (Review)

NICE guidelines
2012, updated
evidence 2014

Cullen etra} 2011

randomized 4-week
comparative study

Cochrane review

Systemic review

Cochrane review

Guidelines

Retrospective

review

the efficacy and safety
of clobetasol propionate
0.05% spray to
calcipotriene 0.005%,
betamethasone
dipropionate 0.064%

Cochrane Database of
Systematic Reviews
2013

evidence-based
recommendations and
expert opinion

Cochrane Database of

Systematic Reviews
2009

guidelines

Identification of anti-
TNF-induced psoriasis
in inflammatory bowel
disease,management

75% clear by CT in comparion to C-BD
45%, Adverse events 31% for CP
spray and 33% for C-BD ointment

Corticosteroids perform at least as well
as vitamin D analogues

potent or very potent topical
corticosteroids with Occlusion(no PsA)
With PSA(NSAID + topical
corticosteroids) first line

combination of PUVA and retinoids is
better than the individual treatments.
The use of topical steroid under
hydrocolloid occlusion is beneficial

first-line topical therapies (such as
potent corticosteroids with

vitamin D analogues, dithranol and tar
preparations). Very potent
corticosteroid if the above fails

41% of those who developed psoriasis
while on anti-TNFs responded to
topical therapy.
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Review of evidence: clinical implications

- The use of very potent corticosteroid must be limited to 4

weeks and in specialist settings under careful
supervision.(NICE guidelines)

- Use of topical treatment( mostly potent corticosteroid) with

or without AntlI-TNF continuation. Cullen et al 2011

- Risk of dermal atrophy.(Cochrane review).need for a

break after 4 weeks and using other topical like Vitamin D
antagonist.(NICE guidelines)

- Any treatment decision should be made jointly by the

gastroenterologist and the dermatologist. Cullet et al 2011

Choice of long-term maintenance treatment, if response Is
clearance or nearly clear.(Cochrane review)

The use of very potent corticosteroid under hydrocolloid

occlusion.(Cochrane review)
Dr. F Didar
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Recommendations for clinical practice

Topical corticosteroid(potent or very potent) can be chosen as first
line of treatment for anti-TNF induced plantopalmar psoriasis or
other cutaneous presentation.

In case of extensive skin presentation, PUVA should be consider to
avoid systemic absorption of corticosteroid.

Use of this topical treatment limited for 4 weeks with break in which
uses of other topical like vitamin D antagonist is recommended.

The use of Anti-TNF may not stop based on response to the topical
treatment.

Topical corticosteroid usage under hydrocolloid occlusion deliver
better out come.

Betamethasone + vitamin D antagonist is more efficient than
Betamethasone itself. It can be used as first line of treatment.

Close supervision is required in usage of very potent corticosteroid.
Therapeutic approach need to be discussed in a MDT meeting.
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Reflection

As the use of TNF antagonists has increased, new cutaneous reactions like
psoriasis are being seen more in the practice.l am now aware of this.

| watch closely any patients who suffer from rheumatoid arthritis, ankylosing
spondylitis, psoriasis, Crohn’s disease, and rarely psoriatic arthritis on anti-
TNF for any skin presentation like psoriasis (in this case PPPP).

| inform my patients accordingly to look for sign and symptoms in their skin.

| need to have Close communication with rheumatologist, oncologist and
gastroenterologist in order to manage and treat the dermatological side
effect of Anti-TNF treatment in primary care dermatology.

NICE Guidelines and algorithms are very useful and practical in choosing
appropriate treatment for different types of psoriasis. | need to up date
myself from time to time with the guidelines.

A good history taking is very beneficial in diagnosis and consequently
treatment of skin disorders induced by drugs.

| am more aware of practicality and efficacy of potent corticosteroid
treatment with occlusive dressing like hydrocolloid occlusion.

My first topical treatment of choice would be combination of betamethasone
and vitamin D antagonist. In case of no response | would choose very
potent corticosteroid with close supervision for 4 weeks.

| would refer these kind of patient for systemic therapy or PUVA if they falil
first line of therapy namely topical treatment. (MDT meeting needed)

Dr. F Didar




e

References Dr. F Didar

ADISEN, E. and GURER, M.A., 2010. Therapeutic options for palmoplantar pustulosis. Clinical &
Experimental Dermatology, 35(3), pp. 219-222.

ADISEN, E., TEKIN, O., GULEKON, A. and GURER, M.A., 2009. A retrospective analysis of treatment
responses of palmoplantar psoriasis in 114 patients. Journal of the European Academy of Dermatology &
Venereology, 23(7), pp. 814-819.

ALBRECHT, L., BOURCIER, M., ASHKENAS, J., PAPP, K., SHEAR, N., TOOLE, J., VENDER, R. and
WASEL, N., 2011. Topical psoriasis therapy in the age of biologics: evidence-based treatment
recommendations. Journal of cutaneous medicine and surgery, 15(6), pp. 309-321.

CHALMERS, R., 2002. Management of palmoplantar pustulosis. Clinical & Experimental Dermatology, 27(4),
pp. 328-337.

CULLEN, G., KROSHINSKY, D., CHEIFETZ, A.S. and KORZENIK, J.R., 2011. Psoriasis associated with
anti-tumour necrosis factor therapy in inflammatory bowel disease: a new series and a review of 120 cases
from the literature. Alimentary Pharmacology & Therapeutics, 34(11-12), pp. 1318-1327.

DOGRA, S. and KHULLAR, G., 2013. Tumor necrosis factor-a antagonists: Side effects and their
management. Indian Journal of Dermatology, Venereology & Leprology, 79, pp. S35-S46.

GUENTHER, L., VAN DE KERKHOF, ,P.C.M., SNELLMAN, E., KRAGBALLE, K., CHU, A.C., TEGNER, E.,
GARCIA-DIEZ, A. and SPRINGBORG, J., 2002. Efficacy and safety of a new combination of calcipotriol and
betamethasone dipropionate (once or twice daily) compared to calcipotriol (twice daily) in the treatment of
psoriasis vulgaris: a randomized, double-blind, vehicle-controlled clinical trial. The British journal of
dermatology, 147(2), pp. 316-323.

KO, J.M., GOTTLIEB, A.B. and KERBLESKI, J.F., 2009. Induction and exacerbation of psoriasis with TNF-
blockade therapy: a review and analysis of 127 cases. The Journal Of Dermatological Treatment, 20(2), pp.
100-108.

LEBWOHL, M., SHERER, D., WASHENIK, K., KRUEGER, G.G., MENTER, A., KOO, J. and FELDMAN,
S.R., 2002. A randomized, double-blind, placebo-controlled study of clobetasol propionate 0.05% foam in the
treatment of nonscalp psoriasis. International journal of dermatology,41(5), pp. 269-274.

LEE, H.-.,, SONG, I.-., FRIEDRICH, M., GAULIARD, A., DETERT, J., ROWERT, J., AUDRING, H., KARY, S.,
BURMESTER, G.-., STERRY, W. and WORM, M., 2007. Cutaneous side-effects in patients with rheumatic
diseases during application of tumour necrosis factor- a antagonists.British Journal of Dermatology, 156(3),
pp. 486-491.




References

e MARSLAND, A.M., CHALMERS, R.J.G., HOLLIS, S., LEONARDI-BEE, J. and GRIFFITHS, C.E.M., 2006.
Interventions for chronic palmoplantar pustulosis. The Cochrane Database Of Systematic Reviews, (1), pp.
CD001433.

¢ Mason AR, Mason J, Cork M, Dooley G, Hancock H. Topical treatments for chronic plaque psoriasis.
Cochrane Database of Systematic Reviews 2013, Issue 3. Art. No.: CD005028. DOI:
10.1002/14651858.CD005028.pub3

¢ MOLA&, F. and MOTOLESE, A., 2011. Infliximab-induced intertriginous psoriasis in patient with Crohn's
disease. PAGEPress.

¢ NICE guidelines on Psoriasis,2012, https://www.nice.org.uk/guidance/cg153[Accessed 18th November
2014]

* NICE Evidence up date on psoriasis November 2014, https://www.evidence.nhs.uk/about-evidence-
services/bulletins-and-alerts/evidence-updates[Accessed 18th November 2014],

* RALLIS, E., KORFITIS, C., STAVROPOULOU, E. and PAPACONSTANTIS, M., 2010. Onset of palmoplantar
pustular psoriasis while on adalimumab for psoriatic arthritis: a 'class effect' of TNF-alpha antagonists or
simply an anti-psoriatic treatment adverse reaction? The Journal Of Dermatological Treatment, 21(1), pp. 3-
5.

 SARPEL, T.,, BASARAN, S., AKCAM, F.D., GUNASTI, S. and DENLLI, Y., 2010. Psoriasis Induced by Tumor
Necrosis Factor-Alpha Antagonist Therapy: Case Series and Literature Overview. Aves Yayincilik Ltd. STI.

e TAKAHASHI, H., HASHIMOTO, Y., ISHIDA-YAMAMOTO, A., ASHIDA, T., KOHGO, Y. and lIZUKA, H., 2007.
Psoriasiform and pustular eruption induced by infliximab. The Journal of dermatology, 34(7), pp. 468-472.

¢ TICHY, M., KOPOVA, R., STERNBERSKY, J. and DITRICHOVA, D., 2012. Psoriasis and psoriatic arthritis
induced in a patient treated with infliximab for Crohn's disease. Journal of Dermatological Treatment, 23(3),
pp. 208-211.

e WOLLINA, U., HANSEL, G., KOCH, A., SCHONLEBE, J., KOSTLER, E. and HAROSKE, G., 2008. Tumor
necrosis factor-alpha inhibitor-induced psoriasis or psoriasiform exanthemata: first 120 cases from the

Iitergture including a series of six new patients. American Journal Of Clinical Dermatology, 9(1), pp. 1-14.
Dr. F Didar




