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Welcome Message
from the President
Dr Olivia Dolan
Welcome to the Autumn meeting of the IAD 2021. Following on from the successes of our Spring Meeting
2021 we are continuing with a virtual format. The programme has been arranged to include most of the familiar elements of our annual Autumn meeting and will take place on Friday October 15th.
The morning will start as usual with the Registrars’ Symposium and oral presentations for the Rogers prize for
the ‘Best Clinical Research’ paper. Poster presentations at this meeting will focus on interesting cases. Once
again, we have received a record number of abstracts. I would like to thank Nicola Cooke and the Scientific
Committee for all their hard work judging the abstracts and organising an excellent scientific programme.
We are extremely fortunate to have three excellent guest speakers, Professor Olivier Chosidow, Dr Sharon
Belmo and Professor Chris Bunker, who will share with us their expertise on very different and challenging
topics, Emergency Dermatology, Dermatology for Skin of Colour and Male Genital Lichen Sclerosus. You will
have the opportunity to interact with the speakers during the live Q and A session at the end of the morning.
The continued support from our Pharmaceutical colleagues has been invaluable to the Association during
these challenging times. The conference booklet and delegate box will include information and contact details for some of our sponsors. However, as we are now all working in different ways, please take the opportunity to interact with our sponsors using the links and electronic correspondence sent on their behalf both
during and after the meeting.
I would like to thank my co-Directors for their dedication and commitment to the Association. We are a small
charity and rely upon the good will of members to run the society for the benefit of all the members and our
patients. I would encourage any member who wishes to become more closely involved with the IAD to do so.
Thank you also to Jacqui Carroll who has successfully planned and organised this meeting against a background of ongoing uncertainty. Jacqui’s hard work during the past few years has contributed very significantly to the stability of the IAD and we can look to the future with optimism.
Our next meeting in Spring 2022 will take place at the Grand Hotel Malahide. The clinical meeting will be
hosted by colleagues at the Mater Hospital Dublin. We can once again look forward to meeting as a group
and enjoy both the academic and social aspects of the meeting.
Finally, I am very pleased to announce that Dr Siobhán McCarthy is the very worthy first recipient of the Dr
Paul Collins City of Dublin Skin and Cancer Hospital Charity Cutaneous Allergy Fellowship.
Siobhán is due to take up a speciality training post in Cutaneous Allergy at St John’s Institute of Dermatology,
London. We wish her a successful and rewarding year ahead.

Dr Olivia Dolan
President
Irish Association of Dermatologists
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UP TO 5 YEARS OF PROVEN PSORIASIS
CONTROL, REINFORCED BY
REAL-WORLD EXPERIENCE1–4

Clear the way to a bright future

EASY CHOICE,
LASTING CHANGE
5 reasons to make ILUMETRI® your IL-23 of choice for patients
with moderate-to-severe psoriasis
4x

CONFIDENCE IN
SUSTAINED EFFICACY

IMPROVED QUALITY
OF LIFE

CONVENIENT
DOSING SCHEDULE

for up to 5 years.1

with more than 50% of
patients (W28 responders)
reporting that psoriasis no
longer affected their lives
after just 3 injections (DLQI
0/1 in 52% of n=299 patients).5

with only 4 injections per
year during maintenance
and flexible dosing to adapt
to patient needs.6

CONSISTENT,
FAVOURABLE
SAFETY PROFILE

MORE COST EFFECTIVE
than other biologics,7† with
flat pricing across doses.8

confirmed by 5-year data,
with low rates of AEs of
special interest,* including
severe infections,
malignancies and MACE.1

ILUMETRI® received regulatory approval in September 2018 from the EMA. It is not currently reimbursed in the Republic of Ireland but is available to people living in
Northern Ireland through the NHS. We will update this information if access to ILUMETRI® is approved.
*AEs of special interest also included malignancies, non-melanoma skin cancer, injection site reactions and drug-related hypersensitivity reactions.1 †When assessed at Week 28,
compared with other targeted treatments that are usually assessed between 12 weeks and 16 weeks (such as brodalumab, guselkumab, ixekizumab, infliximab and secukinumab).7
References: 1. Thaçi D, et al. Br J Dermatol 2021. DOI: 10.1111/bjd.19866. 2. Tsianakas A, et al. Interim analysis of the non-interventional study TILOT: effectiveness of tildrakizumab in
long-term treatment of moderate to severe plaque psoriasis in routine practice. EADV Congress. 29–31 October 2020. Poster: P1336. 3. Drerup K, et al. Real world data from a large
prospective cohort study (KTC) using tildrakizumab in psoriasis. EADV Congress. 29– 1 October 2020. Poster: P1294. 4. Burlando M, et al. Drugs Context 2021;10:2–6. 5. Reich K, et
al. Lancet 2017;15:276–288. 6. ILUMETRI® Summary of Product Characteristics. Almirall. 7. NICE. Tildrakizumab for treating moderate to severe plaque psoriasis. Available at: https://
www.nice.org.uk/guidance/ta575. 8. ILUMETRI® MIMS. Available at: https://www.mims.co.uk/drugs/skin/psoriasis-seborrhoea-ichthyosis/ilumetri.

Prescribing Information
Please consult the Summary of Product Characteristics (SmPC) before prescribing.
ILUMETRI® 100 mg solution for injection in pre-filled syringe.
Active Ingredient: Each pre-filled syringe contains 100 mg of tildrakizumab in
1 ml. Tildrakizumab is a humanised IgG1/k monoclonal antibody produced in Chinese Hamster
Ovary (CHO) cells by recombinant DNA technology. Indication: ILUMETRI is indicated for the
treatment of adults with moderate to severe plaque psoriasis who are candidates for systemic
therapy. Dosage and Administration: The recommended dose of ILUMETRI is 100 mg by
subcutaneous injection at weeks 0, and 4 and every 12 weeks thereafter. In patients with certain
characteristics (e.g. high disease burden, body weight ≥ 90 kg) 200 mg may provide greater
efficacy. Consideration should be given to discontinuing treatment in patients who have shown
no response after 28 weeks of treatment. Some patients with initial partial response may
subsequently improve with continued treatment beyond 28 weeks. Injection sites should be
alternated. Elderly: No dose adjustment is required. Paediatric population: No data available.
Renal or hepatic Impairment: No dosage recommendations can be made. Consult SmPC and
package leaflet for full method of administration. Contraindications, Precautions and Warnings:
Contraindications: Hypersensitivity to the active substance or to any of the excipients listed
in SmPC section 6.1. Clinically important active infection, e.g. active tuberculosis. Precautions:
In order to improve traceability always record the batch number of the administered product.
ILUMETRI may have the potential to increase the risk of infections. If a patient develops a serious
infection, the patient should be closely monitored and treatment with ILUMETRI should not be
administered until the infection resolves. Exercise caution in patients with a chronic infection
or a history of recurrent or recent serious infection. Instruct patients to seek medical advice
if signs or symptoms of an infection occur. Patients should be evaluated for tuberculosis (TB)
prior to initiation of treatment and monitored for signs and symptoms of active TB during and
after treatment. In patients with a past history of latent or active TB, consideration for anti-TB
therapy should be given. Discontinue use if a serious hypersensitivity occurs. All appropriate
immunisations should be completed prior to start of treatment with ILUMETRI. Patients
treated with ILUMETRI should not receive live vaccine during treatment and for at least 17
weeks after treatment. Consult SmPC and package leaflet for more information. Fertility,
pregnancy and lactation: Women of childbearing potential should use effective methods of
contraception during treatment and for 17 weeks after treatment. As a precautionary measure,
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it is preferable to avoid the use of ILUMETRI during pregnancy. A decision must be made whether
to discontinue breast-feeding or to discontinue/abstain from ILUMETRI therapy taking into
account the benefit of breast-feeding for the child and the benefit of therapy for the woman.
The effect of ILUMETRI on human fertility has not been evaluated. Consult SmPC and package
leaflet for more information. Adverse Reactions: Very common (≥1/10):Upper respiratory tract
infections, including nasopharyngitis. Common (≥1/100 to <1/10): Headache, gastroenteritis,
nausea, diarrhoea, injection site pain, back pain. Consult SmPC and package leaflet for further
information. Legal Category: Ireland: Subject to prescription which may not be renewed (A).
United Kingdom: POM Price: United Kingdom: UK NHS Cost: (excluding VAT). 1 x 100 mg solution
in a pre-filled syringe - £3,241 2 x 100 mg solution in a pre-filled syringe - £3,241 Marketing
Authorisation Number(s): EU/1/18/1323/001 EU/1/18/1323/002 Further information
available from: Almirall Limited, Harman House, 1 George Street, Uxbridge, Middlesex,
UB8 1QQ, UK.
Date of Revision: 05/2020. Item code: IE-ILU-2000011

UK-Adverse events should be reported. Reporting forms and information
can be found at MHRA https://yellowcard.mhra.gov.uk
Adverse events should be also reported to Almirall Ltd. Tel. 0800 0087 399
IE-Adverse events should be reported. Reporting forms and information
can be found at HPRA Website: www.hpra.ie, email: medsafety@hpra.ie
Adverse events should be also reported to Almirall Ltd.
Tel. +353 (0) 1431 9836

Discover more at almirallmed.co.uk

September 2021 IE-ILU-2100067

AUTUMN WEBINAR 2021

Agenda
9.00-9.05am

IAD President, Dr Olivia Dolan
Welcome and introduction to meeting

9.05-10.05am

Registrars’ Symposium – Rogers Prize

10.05-10.15am

Pharmaceutical Interaction

10.15-10.55am

Professor Olivier Chosidow
Consultant Dermatologist
Hospital Henri Mondor, Créteil, France.
“Emergency Dermatology”

10.55 – 11.10am

Coffee break supported by Relife
& Poster presentations supported by Novartis

11.10-11.50am

Dr Sharon Belmo
Consultant Dermatologist
Stratum Dermatology Clinics, London.
“Dermatology for Skin of Colour”

11.50am -12.30pm

Professor Chris Bunker
Consultant Dermatologist
University College London and Chelsea and Westminster Hospitals
“Male Genital Lichen Sclerosus - From Dyspareunia
to Penis Cancer”

12.30-12.40pm

Pharmaceutical Interaction

12.40-1.10pm

Q & A with guest speakers

1.10pm

Presentation of Rogers & Poster Prizes
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We’ve only scratched the
surface on understanding the
JAK/STAT pathway’s role in
atopic dermatitis (AD)
Key cytokines, including
IL-4, IL-13, IL-22, IL-31, and
TSLP, contribute to this
chronic, relapsing-remitting
inflammatory skin disease.
Many of these cytokines are
also thought to contribute
to itch, a symptom
responsible for much of
the disease burden.1-5

Pfizer does not currently have any JAK inhibitors approved for the treatment of AD
References:
1. Gittler JK, Shemer A, Suárez-Fariñas M, et al. Progressive activation of TH2/TH22 cytokines and selective epidermal proteins
characterizes acute and chronic atopic dermatitis. J Allergy Clin Immunol. 2012;130(6):1344-1354. 2. Eichenfield LF, Tom WL,
Chamlin SL, et al. Guidelines of care for the management of atopic dermatitis: section 1. Diagnosis and assessment of atopic
dermatitis. J Am Acad Dermatol. 2014;70(2):338-351. 3. Sidbury R, Davis DM, Cohen DE, et al. Guidelines of care for the
management of atopic dermatitis: section 3. Management and treatment with phototherapy and systemic agents. J Am Acad
Dermatol. 2014;71(2):327-349. 4. Katoh N, Ohya Y, Ikeda M, et al. Clinical practice guidelines for the management of atopic
dermatitis 2018. J Dermatol. 2019;46(12):1053-1101. 5. Brandt EB and Sivaprasad U. Th2 Cytokines and Atopic Dermatitis. J Clin
Cell Immunol. 2011; 2(3):110.
PP-INP-IRL-0073 | Date of preparation April 2021
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Speaker Biograpies
PROFESSOR OLIVIER CHOSIDOW

Olivier CHOSIDOW is Professor of Dermatology and past chair of the Department of
Dermatology at the University Paris-est Creteil, Henri Mondor Hospital, Creteil, France.
Dermatologist since 1987, he obtained his PhD in clinical pharmacology in 1995 and
graduated in clinical epidemiology in 1997. He was President of the French Society of Dermatology in 20132014, is an external advisor of the ILDS-WHO committee, belongs to the IACS (International Alliance for
the Control of Scabies) steering committee, and is an ISD board member. He received an EADV clinical care
award in 2015 and an ILDS certificate of appreciation in 2016.
He is involved in Emergency Dermatology (since his internship in the Creteil skin ICU), Skin Infectious
Diseases, including necrotizing fasciitis and scabies, and Severe Cutaneous Adverse Reactions to Drugs
(SCARs). He is heading numerous randomized clinical trials -mostly academic, granted by the French
Ministry of Health- and observational studies in the field, accordingly. As a clinician researcher, he authored
more than 550 articles, including NEJM, Lancet/Lancet ID, BMJ, JAAD, JAMA Derm, BJD, JID, IJD, …, and
delivered around 580 talks at the national, European and international level.

DR SHARON BELMO

Dr Sharon Belmo is a London based Consultant Dermatologist. Her specialist interests
are skin of colour and hair loss, and she is a passionate advocate for diversity in medicine.
Dr Belmo obtained her medical degree from the University of Dundee in 2006 and completed dermatology specialist training in Nottingham, 2016. Following this, she underwent an ethnic skin and
hair observership in Paris, before settling in London. She is the clinical lead of the Centre of Evidence Based
Dermatology Skin of Colour Resource in which she launched in 2016. Dr Belmo is particularly interested in
afro-textured hair and is the medical advisor to the CARF UK CCCA support group.
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PROF. CHRIS BUNKER

MA MD FRCP AGM

Chris Bunker is an NHS Consultant Dermatologist at University College and Chelsea &
Westminster, Hospitals, London. Prof. Bunker has a Personal Chair at both Imperial
College and University College, London.
He was educated at St Catharine’s College, Cambridge and Westminster Medical School, London and
trained in General Medicine in Derby, Oxford and London. He underwent specialist training in Dermatology
at The Middlesex and University College Hospitals, London. He was awarded the Cambridge University Sir
Walter Langdon-Brown prize for his MD thesis.
Prof. Bunker is a Past-President of the British Association of Dermatologists (2012-14), St John’s Hospital
Dermatological Society, the Dermatology Section of the Royal Society of Medicine and the Dowling Club.
He has delivered the Royal College of Physicians Ingram Lecture (twice), the Dowling Oration and the
Neil Smith Lecture. Over 30 years he has given over 300 invited lectures.
He is currently the Secretary of the British Skin Foundation and the Treasurer of the Dowling Club.
He has been an Adviser to the All Party Parliamentary Group on Skin at the Palace of Westminster
(the UK Government) for nearly 30 years.
Prof. Bunker is a general Dermatologist with 30 years’ experience as a Consultant in teaching hospitals
and has trained over 120 other Consultants and taught thousands of medical students. He has published
over 390 papers, case reports, books and chapters in books. His clinical and research interests include
male genital dermatoses, complex medical and inpatient Dermatology (including severe drug reactions and
TEN), melanoma, and HIV Dermatology. He has published ~380 papers, books, chapters, case reports and
letters. His research metrics are: h-index 43; i10-index 171; citations ~8000. According to Google Scholar,
Prof Bunker is the sixth most cited UK Dermatologist in the world; those in the UK ‘ahead’ of him are, or
were, all full-time, salaried university academics. Recently, he has established an innovative e-publishing
venture (Bruce Shrink Ltd.) for the commissioning, sale and dissemination of medical and academic
textbooks.
Prof. Bunker has received a National Silver Clinical Excellence Award from the NHS. In 2019 he was
awarded the Sir Archibald Gray Medal by the British Association of Dermatologists - its ultimate accolade
for outstanding contributions to British Dermatology.
Internationally, Prof. Bunker ‘s standing has been recognised by election to the illustrious American
Dermatological Association (2008) and European Dermatology Forum (2013). He is also an Honorary
elected Member of Honorary Member of the Société Francaise de Dermatologie (2020)
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IE21038 IR-REL-141-2021

ACTIVE DEFENCE
AGAINST ACNE

Clinically proven to effectively treat acne
lesions with high tolerability. Take care of
your skin with PapiXTM
Take care of your skin with PapiXTM. A multi action defence against
acne breakouts, oily, blemished, or acneic skin. With nicotinamide,
salicylic acid and urea peroxide. An easy to use regime for acne
prone skin.

RELIFETM. MY SKIN SAYS HOW I FEEL.
Distributed by: A.Menarini Pharmaceuticals
Ireland Ltd, Castlecourt,Monkstown Farm,
Monkstown, Glenageary, Co. Dublin.

www.relife.ie
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Oral Case Presentations
Rogers Prize
Friday 15th October 2021
Oral 01. 9.05am
Linking Leukocyte Populations and Insulin Resistance in Hidradenitis Suppurativa
J. MacMahon, C. Fitzmaurice, C. Gallagher, A. M. Tobin
Tallaght University Hospital, Trinity College Dublin

Oral 02. 09.15am
BALTIC score- a novel predictive model reducing cellulitis misdiagnoses
D. McBriar, C. Lavery, D. O’Kane, C. McCourt
Royal Victoria Hospital, Belfast City Hospital,

Oral 03. 09.25am
Maskne – what lies beneath
L. Kiely, G. O’Briain, C. O’Connor, J.F. Bourke,
South Infirmary Victoria University Hospital, University College Cork.

Oral 04. 9.35am
Paediatric patch testing; a 10 year review
C. O’Grady, J.F. Bourke
South Infirmary Victoria University Hospital

Oral 05. 09.45am
Burden of Treatment in Adult Patients with Atopic Dermatitis
E. Nic Dhonncha,1 C. O’Connor,1, 2 N. Cosgrove,3 M. Murphy1,2
1. Department of Dermatology, South Infirmary Victoria University Hospital, Cork,
2. University College Cork
3 .Department of Clinical Medicine, School of Medicine, Trinity College Dublin

Oral 06. 9.55am
Comparison of photographic photonic assessment and conventional clinical assessment in diagnosis of
contact allergy with patch testing: a pilot study
L. Kiely, E. Gilhooley, C. O’Connor, C. Gallagher, G. O’Connell, M. McAuliffe, J. F. Bourke
South Infirmary Victoria University Hospital Cork, Munster Technological University
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where it matters…1-11
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…BECAUSE CONFIDENCE

STARTS WITH

CLEARANCE

Kyntheum® (brodalumab) is indicated for the treatment of moderate to severe
plaque psoriasis in adult patients who are candidates for systemic therapy1

Prescribing Information for Kyntheum®
(brodalumab) 210 mg
solution for injection in pre-filled syringe
Please refer to the full Summary of Product Characteristics (SmPC)
(www.medicines.ie) before prescribing.
This medicinal product is subject to additional monitoring. This
will allow quick identification of new safety information. Healthcare
professionals are asked to report any suspected adverse reactions.
Indication: Treatment of moderate to severe plaque psoriasis in
adult patients who are candidates for systemic therapy. Active
ingredient: Each pre-filled syringe contains 210 mg brodalumab in
1.5 ml solution. 1 ml solution contains 140 mg brodalumab. Dosage
and administration: Posology: Adults: The recommended dose is
210 mg administered by subcutaneous injection at weeks 0, 1, and 2
followed by 210 mg every 2 weeks. Consideration should be given to
discontinuing treatment in patients who have shown no response after
12-16 weeks of treatment. Some patients with initial partial response
may subsequently improve with continued treatment beyond 16 weeks.
Administer by subcutaneous (SC) injection. Each pre-filled syringe
is for single use only. Elderly: No dose adjustment recommended.
Hepatic and renal impairment: No dose recommendations can be
made. Children and adolescents below the age of 18 years: Safety
and efficacy of Kyntheum have not been established. Method of
administration: Kyntheum should not be injected into areas where the
skin is tender, bruised, red, hard, thick, scaly, or affected by psoriasis.
The pre-filled syringe must not be shaken. After proper training in SC
injection technique, patients may self-inject Kyntheum when deemed
appropriate by a physician. Patients should be instructed to inject the
full amount of Kyntheum according to the instructions provided in
the package leaflet. Contraindications: Hypersensitivity to the active
substance or to any of the excipients. Active Crohn’s disease. Clinically
important active infections (e.g. active tuberculosis). Precautions and
warnings: Inflammatory bowel disease (including Crohn’s disease and
ulcerative colitis): Cases of new or exacerbations of inflammatory bowel
disease have been reported with IL-17 inhibitors. Therefore Kyntheum
is not recommended in patients with inflammatory bowel disease. If a
patient develops signs and symptoms of inflammatory bowel disease,
or experiences an exacerbation of pre-existing inflammatory bowel

disease, Kyntheum should be discontinued and appropriate medical
management should be initiated. Suicidal ideation and behaviour: A
causal association between treatment with Kyntheum and increased
risk of suicidal ideation and behaviour has not been established.
Carefully weigh the risk and benefit of treatment with Kyntheum
for patients with a history of depression and/or suicidal ideation
or behaviour, or patients who develop such symptoms. Patients,
caregivers and families should be advised of the need to be alert for
the emergence or worsening of depression, suicidal ideation, anxiety,
or other mood changes, and they should contact their healthcare
provider if such events occur. If a patient suffers from new or worsening
symptoms of depression and/or suicidal ideation or behaviour is
identified, it is recommended to discontinue treatment with Kyntheum.
Hypersensitivity reactions: In the event of an anaphylactic reaction, or
any other serious allergic reaction, administration of Kyntheum should
be discontinued and appropriate therapy initiated. Infections: Kyntheum
may increase the risk of infections. Caution should be exercised when
considering the use of Kyntheum in patients with a chronic infection or
a history of recurrent infection. Patients should be instructed to seek
medical advice if signs or symptoms suggestive of an infection occur. If
a patient develops a serious infection, they should be closely monitored
and Kyntheum should not be administered until the infection resolves.
Kyntheum should not be given to patients with active tuberculosis.
Anti-tuberculosis therapy should be considered prior to initiation of
Kyntheum in patients with latent tuberculosis. Reduced absolute
neutrophil count: A decrease in absolute neutrophil count, generally
transient and reversible, has been observed in 5.6% of patients
receiving Kyntheum. Vaccinations: It is recommended that patients
be brought up-to-date with all immunisations in accordance with
local immunisation guidelines prior to initiation of treatment with
Kyntheum. Live vaccines should not be given concurrently with
Kyntheum. The safety and efficacy of Kyntheum in combination with
immunosuppressants, including biologics, or phototherapy have not
been evaluated. Drug interactions: Live vaccines should not be given
concurrently with Kyntheum. Fertility, pregnancy and lactation: Women
of childbearing potential: Use an effective method of contraception
during treatment and for at least 12 weeks after treatment. Pregnancy:

A welcome break for patients
with moderate to severe plaque
psoriasis. With Kyntheum®, 25%
of patients (n=1,236) reached PASI
75 at 2.1 weeks (vs. 4.8 weeks for
ustekinumab (n=613; p<0.001).2
Clearance rates were also sustained
through to 2 years, in an observed
data analysis of PASI 75, 90 and 100
(n=90 at 120 weeks, no p values
calculated).3

There are no or limited amount of data from the use of brodalumab
in pregnant women. As a precautionary measure, it is preferable to
avoid the use of Kyntheum in pregnancy. Benefit risk for exposure
of the infant to live vaccines following third trimester exposure to
Kyntheum should be discussed with a physician. Breast-feeding: It is
unknown whether brodalumab is excreted in human milk. A risk to the
newborns/infants cannot be excluded. Whether to discontinue breastfeeding or discontinue Kyntheum therapy should be decided, taking
into account the benefit of breast-feeding for the child and the benefit
of therapy for the woman. Fertility: No data are available on the effect
of brodalumab on human fertility. Side effects: Common (≥1/100
to <1/10): Influenza, tinea infections (including tinea pedis, tinea
versicolor, tinea cruris), neutropenia, headache, oropharyngeal pain,
diarrhoea, nausea, arthralgia, myalgia, fatigue, injection site reactions
(including injection site erythema, pain, pruritus, bruising, haemorrhage).
Uncommon (≥1/1,000 to <1/100): Candida infections (including
oral, genital and oesophageal infections), conjunctivitis. Precautions
for storage: Store in a refrigerator (2°C-8°C). Do not freeze. Keep
the pre-filled syringe in the outer carton in order to protect from light.
Kyntheum may be stored at room temperature (up to 25°C) once,
in the outer carton, for a maximum single period of 14 days. Once
Kyntheum has been removed from the refrigerator and has reached
room temperature (up to 25°C) it must either be used within 14 days
or discarded. Legal category: POM. Marketing authorisation number
and holder: EU/1/16/1155/001, LEO Pharma A/S, Ballerup, Denmark.
Last revised: July 2020.
Reporting of Suspected Adverse Reactions
Adverse events should be reported.
Reporting forms and information can be obtained from:
HPRA Pharmacovigilance, Earlsfort Terrace, Dublin 2,
Tel: +353 1 6764971, Fax: +353 1 6762517,
Website: www.hpra.ie, e-mail: medsafety@hpra.ie.
Adverse events should also be reported to Drug Safety
at LEO Pharma by calling +353 1 4908924 or
e-mail: medical-info.ie@leo-pharma.com

References: 1. Kyntheum® SPC, UK: www.medicines.org.uk / IE: www.medicines.ie. Last accessed: March 2021. 2. Blauvelt A, et al. J Am Acad Dermatol 2017;77:372–74. 3. Puig L, et al. J Am Acad Dermatol 2020;82(2):352–9.
4. Baker KF and Isaacs JD. Ann Rheum Dis 2018;77:175–87. 5. Lebwohl M, et al. N Engl J Med 2015;373:1318–28. 6. Papp KA, et al. Br J Dermatol 2018;179(2):320–328. 7. Segaert S, et al. Poster P0457. Presented at 27th
EADV Congress, 12−16 September 2018, Paris, France. 8. Philipp S, et al. Abstract ID: 3440. Presented at 27th EADV Congress, 12−16 September 2018, Paris, France. 9. Lebwohl M, et al. Poster 5296. Presented at Annual Meeting
of the American Academy of Dermatology, Orlando, FL, March 3-7, 2017. 10. Elewski B, et al. J Dermatolog Treat 2020;DOI: 10.1080/09546634.2020.1749546. 11. Hsu S, et al. Br J Dermatol 2020;182:880–888.
Further information can be found in the Summary of Product Characteristics or from:
LEO Pharma, Cashel Road, Dublin 12, Ireland. E-mail: medical-info.ie@leo-pharma.com
® Registered trademark
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Rogers Prize Oral Presentations Abstracts
ORAL 01. 9.05AM

ORAL 2. 9.15AM

Linking Leukocyte Populations and Insulin
Resistance in Hidradenitis Suppurativa

BALTIC score- a novel predictive model
reducing cellulitis misdiagnoses

J. MacMahon, C. Fitzmaurice, C. Gallagher,
A. M. Tobin
Tallaght University Hospital, Trinity College Dublin

D. McBriar, C. Lavery, D. O’Kane, C. McCourt
Royal Victoria Hospital, Belfast City Hospital

Hidradenitis suppurativa (HS) is a painful chronic
inflammatory skin condition whose pathogenesis is
not fully understood. Elevated HOMA-IR (Homeostatic Model Assessment of Insulin Resistance) and
differential leukocyte counts compared to healthy
age-sex matched controls, suggests a role for insulin
resistance and dysregulated systemic inflammation
in driving HS.
Aims: To investigate the relationship between insulin
resistance and systemic leukocyte profiles and to
understand the role of these factors in driving HS.
Methods: The study was designed as a retrospective
cohort study on patients with a HS diagnosis but
not diabetes mellitus, who presented to a dermatology outpatients department. Correlation analysis
was performed and odds ratios were calculated to
investigate the relationship of insulin resistance and
raised leukocyte count.
Results: Significant differences in leukocyte count
(p=0.005), neutrophil count (p=0.005) and neutrophil/lymphocyte ratio (p=0.02) in insulin resistant
patients versus non-insulin resistant patients was
observed. Positive correlation was shown in HOMA-IR versus leukocyte count, and versus neutrophil
count. Odds ratio was increased for leucocytosis
in those with insulin resistance versus those without
insulin resistance (OR=6.250, p=0.01).
Conclusions: There were increased levels of leukocytes and altered systemic leukocyte profiles for
insulin resistant patients with HS versus those without. A positive correlation between HOMA-IR versus
leukocytes and versus neutrophils represents a novel
finding in HS. More study is required to see if the
patterns observed in peripheral blood are present in
the HS lesional skin and to compare these patterns
in peripheral blood to that of age-sex-BMI matched
healthy controls.
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Despite being a vanishingly rare diagnosis, bilateral lower limb cellulitis is a frequent referral to
Dermatology from the Emergency Department
(ED). This common misdiagnosis leads to unnecessary and potentially harmful treatment via
inappropriate antibiotic prescription. Enhancing
education and instituting targeted clinical guidelines
improves patient care and yields earlier initiation
of appropriate treatment. Raff et al developed the
ALT-70 score as a predictive model assessing the
likelihood of cellulitis in patients presenting to ED.
Encompassing four variables - age, distribution,
haemodynamic stability and white cell count - each
is weighted to calculate a total score. 0-2 renders
an 83.3% likelihood of ‘pseudocellulitis’; that ≥5 an
82.2% likelihood of true cellulitis, coupled with a
positive predictive value of 84% when reassessed at
48 hours.
We modified this scoring system for implementation
locally, producing the BALTIC (Belfast modified
ALT-70 for Identifying Cellulitis) score, adding a
user-friendly traffic light system; red representing
≥5 (likely cellulitis), green 0-2 (likely venous stasis)
and orange 3-4 (guidance provided prompting consideration for alternate diagnoses). We validated
its efficacy by retrospectively reviewing the records
of all attendances to ED with lower limb cellulitis in
the Royal Victoria Hospital and Mater Infirmorum
Hospital, Belfast, January-June 2019, comparing
the ED diagnosis with that on hospital discharge,
retrospectively applying the BALTIC score. We
identified a score ≥3 yielding 100% sensitivity, and a
score ≥5 100% specificity, for a diagnosis of cellulitis. We propose the BALTIC score as a useful aid for
the discerning clinician to improve patient care and
minimise harm.
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ORAL 03. 9.25AM

ORAL 04. 9.35AM

Maskne – what lies beneath

Paediatric patch testing; a 10 year review

L. Kiely, G. O’Briain, C. O’Connor, J.F. Bourke,
South Infirmary Victoria University Hospital,
University College Cork.

C. O’Grady, J.F. Bourke
South Infirmary Victoria University Hospital

COVID-19 has necessitated the use of personal
protective equipment (PPE) to prevent transmission
of infection, however this has resulted in a marked
increase in occupational dermatoses. Although
mask associated acne (“Maskne”) has become
a well-recognised comorbidity amongst healthcare
workers (HCWs), its prevalence has been
poorly described.
We sought to evaluate the prevalence and
contributory factors for the development of
maskne in HCWs.
A multi-centre cross-sectional study of HCWs
across three university hospitals was performed
from April to May 2021. 700 questionnaires were
distributed enquiring about the history of acne,
level and duration of PPE exposure, development
of acne since the onset of COVID-19, identifiable
contributing or alleviating factors. Data was collected on Microsoft Excel and analysed using SPSS.
Out of 337 HCWs, 55%(n=180) developed
mask-associated acne since March 2020,
however, only 12.8%(n=23) sought medical advice.
Female staff were more likely to report development
of acne compared to males (P < 0.0001) as was a
younger age group (P=0.035).
Both personal and family history of acne was
significantly associated with the development
of maskne (P=0.013 and P=0.031 respectively).
Staff working in a “hot and sweaty” environment
were more likely to develop acne (P=0.047).
Use of emollients under the masks was also
significantly associated with the development of
maskne (p=0.017) as was the use of face shields
and googles (P= 0.031).

Allergic contact dermatitis (ACD) can have a
significant impact on a child’s quality of life and
that of their care-givers. Although rates of ACD
are thought to be similar in both paediatric and
adult populations, patch testing is done much less
frequently in children.
Aim
The aim of our study was to evaluate patch testing
in paediatric patients attending our department
over a 10 year period.
Methods
We conducted a retrospective review of all paediatric patients who had undergone patch testing in our
department between 2011 and 2021.
Results
In total, 54 patients under the age of 16 underwent
patch testing in our department during this time.
Mean age was 9.8 years, with a range from 5 to
15 years. Thirty-four patients (62.9%) were female
and 20 (37.2%) were male. Seventeen patients
(31.4%) had positive patch tests. The most commonly detected allergens were limonene (n:5) and
linalool (n:4). Other detected allergens included
aminoglycosides, nickel, cobalt, abitol, methylisothiazolinone, fragrance mix, benzyl peroxide, bsalam
peru and propiolis. Five patients also tested positive
to products they had brought in for patch testing
themselves which included sunscreen, dressings and
branded creams.
Conclusion
Although patch testing in paediatric patients may
have additional challenges when compared to adult
populations, our results illustrate that patch testing
can have an important role patch in the diagnosis of
ACD in a paediatric population.

As mask use amongst HCWs is required for the
foreseeable future, it is necessary to identify the
extent of the problem and the associated risk
factors to optimise prevention and management.
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NOW RECOMMENDED BY

NICE* 1

PUT

PSORIASIS ON HIGH ALERT
T H E N E X T I N N OVAT I O N I N S K I N H A S A R R I V E D
BIMZLEX® (bimekizumab) is indicated for the treatment of moderate to severe
plaque psoriasis in adults who are candidates for systemic therapy.2

Could more of your patients with moderate to severe plaque psoriasis
have an opportunity to achieve complete skin clearance?
Find out now at BIMZELX.co.uk

*NICE recommendation applies to severe disease (PASI ≥ 10 and DLQI > 10) and when the disease has not
responded to other systemic treatments, or they are contraindicated or not tolerated.1
The most frequently reported adverse reactions with BIMZELX were upper respiratory tract infections
(14.5%) (most frequently nasopharyngitis) and oral candidiasis (7.3%).2
This medication is subject to additional monitoring. This will allow quick identification
of new safety information. Healthcare professionals are asked to report any suspected
adverse events.
PRESCRIBING INFORMATION
(Please consult the Summary of Product Characteristics (SmPC) before prescribing)
Bimzelx® (Bimekizumab)
Active Ingredient: Bimekizumab – solution for injection in pre-filled syringe or pre-filled pen: 160 mg
of bimekizumab in 1 mL of solution (160 mg/mL). Indications: Moderate to severe plaque psoriasis in
adults who are candidates for systemic therapy. Dosage and Administration: Should be initiated and
supervised by a physician experienced in the diagnosis and treatment of plaque psoriasis. Recommended
dose: 320 mg (given as two subcutaneous injections of 160 mg each) at week 0, 4, 8, 12, 16 and every
8 weeks thereafter. For some patients with a body weight ≥ 120 kg who did not achieve complete skin
clearance at week 16, 320 mg every 4 weeks after week 16 may further improve treatment response.
Consider discontinuing if no improvement by 16 weeks of treatment. Renal or hepatic impairment: No
dose adjustment needed. Elderly: No dose adjustment needed. Administer by subcutaneous injection to
thigh, abdomen or upper arm. Rotate injection sites and do not inject into psoriatic plaques or skin that
is tender, bruised, erythematous or indurated. Do not shake pre-filled syringe or pre-filled pen. Patients
may be trained to self-inject. Contraindications: Hypersensitivity to bimekizumab or any excipient;
Clinically important active infections (e.g. active tuberculosis).Warnings and Precautions: Record name
and batch number of administered product. Infection: Bimekizumab may increase the risk of infections
e.g. upper respiratory tract infections, oral candidiasis. Caution when considering use in patients with a
chronic infection or a history of recurrent infection. Must not be initiated if any clinically important active
infection until infection resolves or is adequately treated. Advise patients to seek medical advice if signs or
symptoms suggestive of an infection occur. If a clinically important infection develops or is not responding
to standard therapy, carefully monitor and do not administer bimekizumab until infection resolves.
TB: Evaluate for TB infection prior to initiating bimekizumab – do not give if active TB. While on bimekizumab,
monitor for signs and symptoms of active TB. Consider anti-TB therapy prior to bimekizumab initiation if
past history of latent or active TB in whom adequate treatment course cannot be confirmed. Inflammatory
bowel disease: Bimekizumab is not recommended in patients with inflammatory bowel disease. Cases
of new or exacerbations of inflammatory bowel disease have been reported. If inflammatory bowel
disease signs/symptoms develop or patient experiences exacerbation of pre-existing inflammatory
bowel disease, discontinue bimekizumab and initiate medical management. Hypersensitivity: Serious
hypersensitivity reactions including anaphylactic reactions have been observed with IL-17 inhibitors. If a
serious hypersensitivity reaction occurs, discontinue immediately and treat. Vaccinations: Complete all
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CHALLENGE EXPECTATIONS
age appropriate immunisations prior to bimekizumab initiation. Do not give live vaccines to bimekizumab
patients. Patients may receive inactivated or non-live vaccinations. Interactions: A clinically relevant
effect on CYP450 substrates with a narrow therapeutic index in which the dose is individually adjusted
e.g. warfarin, cannot be excluded. Therapeutic monitoring should be considered. Fertility, pregnancy
and lactation: Women of child-bearing potential should use an effective method of contraception during
treatment and for at least 17 weeks after treatment. Avoid use of bimekizumab during pregnancy and
breastfeeding. Discontinue breastfeeding or discontinue bimekizumab during breastfeeding. It is unknown
whether bimekizumab is excreted in human milk, hence a risk to the newborn/infant cannot be excluded. No
data available on human fertility. Driving and use of machines: No or negligible influence on ability to drive
and use machines. Adverse Effects: Refer to SmPC for full information. Very Common (≥ 1/10): upper
respiratory tract infection; Common (≥ 1/100 to < 1/10): oral candidiasis, tinea infections, ear infections,
herpes simplex infections, oropharyngeal candidiasis, gastroenteritis, folliculitis; headache, dermatitis and
eczema, acne, injection site reactions, fatigue; Uncommon (≥ 1/1,000 to < 1/100): mucosal and cutaneous
candidiasis (including oesophageal candidiasis), conjunctivitis, neutropenia, inflammatory bowel disease.
Storage precautions: Store in a refrigerator (2ºC – 8ºC), do not freeze. Keep in outer carton to protect from
light. Bimzelx can be kept at up to 25ºC for a single period of maximum 25 days with protection from light.
Product should be discarded after this period or by the expiry date, whichever occurs first.
Legal Category: POM. Marketing Authorisation Numbers: Northern Ireland: EU/1/21/1575/002
(2 x 1 Pre-filled Syringes), EU/1/21/1575/006 (2 x 1 Pre-filled Pens) Great Britain: PLGB
00039/0802 (Pre-filled Syringe), PLGB 00039/0803 (Pre-filled Pen). UK NHS Costs: £2,443
per pack of 2 pre-filled syringes or pens of 160 mg each. Marketing Authorisation Holder:
UCB Pharma S.A., Allée de la Recherche 60, B-1070 Brussels, Belgium (Northern Ireland).
UCB Pharma Ltd, 208 Bath Road, Slough, Berkshire, SL1 3WE, United Kingdom (Great Britain).
Further information is available from: UCB Pharma Ltd, 208 Bath Road, Slough, Berkshire, SL1 3WE.
Tel: +44 (0)1753 777100 Email: ucbcares.uk@ucb.com
Date of Revision: September 2021 IE-P-BK-PSO-2100102. Bimzelx is a registered trademark.
UK: Adverse events should be reported. Reporting forms and information can be found at
www.mhra.gov.uk/yellowcard.
Adverse events should also be reported to UCB Pharma Ltd.
IE-P-BK-PSO-2100045 Date of preparation: September 2021
©UCB Pharma Limited. All rights reserved.
BIMZELX® is a registered trademark of the UCB Group of Companies.
References: 1. National Institute for Health and Care Excellence. 2021. Final Appraisal Document.
Bimekizumab for treating moderate to severe plaque psoriasis. 2. BIMZELX (bimekizumab)
Summary of Product Characteristics. 2021. Available at: https://www.medicines.org.uk. Accessed
September 2021.
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Lasting, consistent relief*1
NEW INDICATION IN PsA
Sustained efficacy out to 5 years with over
50% of patients still achieving PASI 100
response and over 80% PASI 90 response1
Superior PASI 90 responses vs.
secukinumab and adalimumab at week
482-4 and ustekinumab at week 525

An established tolerability profile comparable
to ustekinumab5, with 5 years of safety data†1
Long-term quality of life with 7 in 10 patients
achieving DLQI 0/1 out to 4 years6
Sustained improvements in ACR20, ACR50
and ACR70 in psoriatic arthritis out to 1 year7,8

PASI = Psoriasis Area and Severity Index * of PsO out to 5 year † The most common adverse drug reaction for both products was upper respiratory infection

Tremfya▼ 100 mg solution for injection in pre-filled pen
PRESCRIBING
INFORMATION.
ACTIVE
INGREDIENT(S):
Guselkumab. Please refer to Summary of Product Characteristics
(SmPC) before prescribing. INDICATION(S): Treatment of
moderate to severe plaque psoriasis in adults who are candidates
for systemic therapy. Treatment of active psoriatic arthritis in adult
patients, alone or in combination with methotrexate, who have
had an inadequate response or have been intolerant to a prior
disease-modifying antirheumatic drug (DMARD) therapy. DOSAGE
& ADMINISTRATION: For use under guidance/supervision of
physician experienced in diagnosis and treatment of conditions for
which Tremfya is indicated. Subcutaneous injection. Avoid areas
showing psoriasis. Adults: For both indications, 100 mg at weeks 0
and 4, followed by maintenance dose every 8 weeks. In the case of
psoriatic arthritis, for patients at high risk for joint damage according
to clinical judgement, consider a dose of 100 mg every 4 weeks.
Consider discontinuation if no response after 16 weeks of treatment
for plaque psoriasis and 24 weeks for psoriatic arthritis. Children: No
data available in children/adolescents <18 years. Elderly: No dose
adjustment required, limited information in subjects aged ≥ 65 years,
very limited information > 75 years. Renal & Hepatic impairment:
Not studied. CONTRAINDICATIONS: Serious hypersensitivity to
active substance or excipients; clinically important, active infection.
SPECIAL WARNINGS & PRECAUTIONS: Infections: Potential to
increase risk. If signs/symptoms of clinically important chronic/
acute infection occur, monitor closely and discontinue Tremfya until
resolved. Tuberculosis: Evaluate patients for TB pre-treatment;
monitor for signs/symptoms of active TB during and after treatment.
Consider anti-TB therapy prior to Tremfya if past history of latent/
active TB and adequate treatment course not confirmed. Serious

hypersensitivity reaction: Includes anaphylaxis. Some serious
hypersensitivity reactions occurred several days after treatment
and included urticaria and dyspnoea. If occurs, discontinue
Tremfya immediately and initiate appropriate therapy. Hepatic
Transaminase Elevations: An increased incidence of liver enzyme
elevations has been observed in patients treated with Tremfya q4w
compared to patients treated with Tremfya q8w or placebo. When
prescribing Tremfya q4w in psoriatic arthritis, consider evaluating
liver enzymes at baseline and thereafter according to routine patient
management. If increases in ALT or AST are observed and druginduced liver injury is suspected, Tremfya should be temporarily
interrupted until this diagnosis is excluded. Immunisations:
Consider completing all appropriate immunisations prior to
Tremfya. Do not use live vaccines concurrently with Tremfya; no
data available; before live vaccination, withhold Tremfya for at
least 12 weeks and resume at least 2 weeks after vaccination.
SIDE EFFECTS: Very common: Respiratory tract infection.
Common: headache, diarrhoea, arthralgia, injection site reactions,
transaminases increased. Other side effects: hypersensitivity,
anaphylaxis, rash, herpes simplex infections, neutrophil count
decreased. Refer to SmPC for other side effects. LEGAL
CATEGORY: Prescription Only Medicine (POM). PRESENTATIONS,
PACK SIZES, MARKETING AUTHORISATION NUMBER(S): Prefilled pen, x1, EU/1/17/1234/002. MARKETING AUTHORISATION
HOLDER: Janssen-Cilag International NV, Turnhoutseweg 30,
B-2340 Beerse, Belgium. FURTHER INFORMATION IS AVAILABLE
FROM: Janssen Sciences Ireland UC, Barnahely, Ringaskiddy,
IRL - Co. Cork, P43 FA46. Prescribing information last revised:
November 2020.

Adverse events should be reported. ▼ This medicinal product
is subject to additional monitoring and it is therefore
important to report any suspected adverse events related
to this medicinal product. Healthcare professionals are
asked to report any suspected adverse events via: HPRA
Pharmacovigilance Website: www.hpra.ie. Adverse events
should also be reported to Janssen Sciences Ireland UC on
1800 709 122 or at dsafety@its.jnj.com.
© Janssen-Cilag Limited 2020
References: 1. Griffiths C, et al. Maintenance of Response Through
5 Years of Continuous Guselkumab Treatment: Results from the
Phase 3 VOYAGE 1 Trial. Presented at the 16th Annual Coastal
Dermatology Symposium. October 15-16, 2020. New Jersey,
USA. 2. Reich K, et al. Lancet 2019;394:831-839. 3. Blauvelt A, et
al. J Am Acad Dermatol 2017;76:405-417. 4. Reich K, et al. J Am
Acad Dermatol 2017;76:418-431. 5. Langley R et al. Br J Dermatol
2018;178(1):114–123. 6. Griffiths C et al. J Dermatolog Treat
2020;1-9. 7. McInnes IB, et al. Efficacy and Safety of Guselkumab, a
Monoclonal Antibody Specific to the p19-Subunit of Interleukin-23,
Through Week 52 of a Phase 3, Randomized, Double-blind,
Placebo-controlled Study Conducted in Biologic-naive Patients
with Active PsA. Poster presented at EULAR 2020. 8. Ritchlin C,
et al. Guselkumab, an IL-23 Inhibitor That Specifically Binds to the
IL23p19-Subunit, for Active PsA: One Year Results of a Phase 3,
Randomized, Double-blind, Placebo controlled Study of Patients
who Were Biologic-Naive or TNFα Inhibitor-Experienced. Presented
at EULAR 2020.
CP-199344 | Date of Preparation: January 2021
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ORAL 05. 9.45AM
Burden of Treatment in Adult Patients with
Atopic Dermatitis
E. Nic Dhonncha,1 C. O’Connor,1, 2 N. Cosgrove,3
M. Murphy1,2
1. D
 epartment of Dermatology, South Infirmary
Victoria University Hospital, Cork,
2. University College Cork
3. D
 epartment of Clinical Medicine,
School of Medicine, Trinity College Dublin

Burden of treatment (BOT) is the workload imposed
by healthcare on patients and the effects of this on
well-being. Excessive treatment burden can lead to
negative outcomes such as reduced quality-of-life,
non-adherence and wasted resources. The aim of
this study was to quantify the BOT in patients with
atopic dermatitis (AD).
The treatment burden questionnaire (TBQ) is a tool
that has been validated in other chronic conditions

to assess BOT. It is composed of 15 items, each rated on a Likert scale ranging from 0 (not a problem)
to 10 (big problem). Item scores are summed into a
global score ranging from 0-150. We adapted this
questionnaire for use in this study.
95 adult patients with AD were included in the
study. 57% were male. Mean age was 38.8 years
(range 18-75 years). Mean duration of disease
was 21.9 years.
The mean global BOT score among our patients
with AD was 55.9/150 (median 58, range 0-133)
indicating that patients with AD experience a high
burden associated with the treatment of their skin.
Almost half (49.4%, n=47) of our patients had a
BOT score of 59 or higher, indicating that the time
and effort they are putting into the care of their AD,
is not sustainable in the long-term and that they are
at risk of treatment-related burnout.
This is the first study to examine BOT among adult
patients with AD using the TBQ, and demonstrates
that currently prescribed treatments are associated
with a high BOT.

THE RELEVANCE OF CERAMIDES
IN DIVERSE SKIN TONES
USE OF CERAVE
Increases lipid and ceramide content in
stratum corneum in 4 weeks
Features MVE technology for 24-hour hydration
Improves integrity of skin barrier
Reduces skin sensitivity to SLS

1-2 DAILY APPLICATION

TO REQUEST FREE SAMPLES PLEASE EMAIL:
Moira.WALSH@loreal.com Jackie.OCONNOR@loreal.com

FRAGRANCE
& PARABENS

3 ESSENTIAL CERAMIDES
help restore the skin barrier
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MVE TECHNOLOGY
timed-release delivery system

HYALURONIC ACID & GLYCERIN
for hydration

ALLERGY-TESTED

FREE OF FRAGRANCE
AND PARABENS

NON-COMEDOGENIC

FOR HEALTHCARE PROFESSIONAL USE ONLY
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ORAL 06. 9.55AM
Comparison of photographic photonic
assessment and conventional clinical
assessment in diagnosis of contact allergy
with patch testing: a pilot study
L. Kiely, E. Gilhooley, C. O’Connor, C. Gallagher, G.
O’Connell, M. McAuliffe, J. F. Bourke
South Infirmary Victoria University Hospital Cork,
Munster Technological University
To minimise attendance in the SARS-CoV-2 pandemic, photographic assessment of cutaneous
patch testing(PT) and photographic-phototonics
were introduced. Phototonics generates, detects
and manipulates physical light(photons) assessing
blood-flow in a clinical photograph as a surrogate
marker for cutaneous inflammation.
We aimed to assess if clinical photography and
photonic analysis can improve virtual interpretation
of PT results.
PT photographs of 30 consecutive patients were
taken using a 40-megapixel colour camera contemporaneous to PT assessment by study investigators.
Photographs were then analysed using HyperCube

using Principle Component Analysis(PCA), a technique used to reduce the dimensionality of datasets.
Phototonic images were then examined to determine a combination of variables or colour patterns
indicating a positive result.
Thirty patients were recruited from SeptemberNovember 2020. Two blinded investigators
determined whether the results were positive, ?
positive, irritant or other. Phototonic, photographic and clinical results were compared. Photonic
evaluation captured 59% of positive PT readings
while photographic assessment captured 50%.
Interpretation of results were almost identical
between investigators. Results of blinded-analysis
were poor; re-evaluation unblinded revealed errors
in study design and 90% were subsequently identified by both clinical and PCA.
PCA analysis of digital images improves pick-up
of positive PT remotely but is inferior to face-toface assessment. Unblinded review allowed us to
identify factors that resulted in inaccurate readings. Multispectral imaging to expand the range of
wavelengths assessed may enhance this further and
should be assessed as a possible alternative for remote PT in patients living remotely and in the setting
of a pandemic.
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COMMITTED TO DERMATOLOGY.

LA ROCHE-POSAY

SKIN MICROBIOTA RESEARCH SINCE 2011
Skin microbiota analysed on more than 1200 patients
18 studies and 9 publications in peer reviewed journals

MICROBIOME

SCIENCE
INGREDIENT EVIDENCE:
AQUA POSAE FILIFORMIS INGREDIENT
INFLUENCING MICROBIOTA BALANCE
Rebalances the skin microbiota
Modulates innate immunity
Regulates inflammation

For more articles on microbiome
visit our new professional website
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Switch off from dry skin
and eczema...

...with Hydromol
Emollient Therapy
Ointment | Bath & Shower

3
3
3

Emollient therapy for dry skin conditions.
Smooths, calms and protects sensitive skin.
Suitable for all ages.

September 2021 JB-001149
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Poster Presentations
IAD Spring meeting 2021
POSTER 01
Adalimumab intensification for recalcitrant pyoderma gangrenosum: a case series
A. Hollywood, T. Daly, J. Bourke
South Infirmary Hospital, Cork

POSTER 02
Xeroradiography - an essential tool in the diagnosis of Calciphylaxis
K. Mohd Idris, M. Laing.
Department of Dermatology, University Hospital Galway

POSTER 03
Between a rock and a hard place - dermatomyositis-morphoea overlap with dystrophic calcinosis cutis
E. Pender, C, MacGearailt, B. Lynch, M. Laing
Galway University Hospital

POSTER 04
Coma Conundrum – Coma blisters in non-dependent areas providing an important diagnostic clue
E. Pender, E. Keeling, C. Lizzaralde, M. Laing
Galway University Hospital

POSTER 05
Rare cutaneous manifestation of B cell chronic lymphocytic leukaemia involving the toes.
M. Costa Blasco, J. Quinn, O. O’Brien, S. Ni Raghallaigh
Beaumont Hospital, Bon Secours Hospital.

POSTER 06
“Age is just a number”: A rare facial blistering eruption in an 18-year-old female
E. Porter1, I. Timoney1, N. Leonard2, A. Ud-din1, M. Lynch1
1. University Hospital Limerick, Limerick
2. St James’ Hospital, Dublin
With acknowledgement to Dr Richard Groves, St John’s Institute of Dermatology, London
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POSTER 07
Indolent expanding plaque with satellites on buttocks
M. Costa Blasco, C. Ryan, R. Watchorn
Beaumont Hospital Dublin.

POSTER 08
Appendico-cutaneous fistula: a diagnostic dilemma
O. McFeely, E. Shudell,
Mater Misericordiae University Hospital

POSTER 09
Pityriasis Rubra Pilaris following SARS-CoV-2 vaccination
M. Costa Blasco, M. Herlihy, R. Watchorn, K. Eustace
Beaumont Hospital

POSTER 10
DRESS syndrome following vaccination with the AstraZeneca Covid-19 Vaccine
T. O’Connor, P. Ryan, G. Gibson,
University College Cork, Bon Secours Hospital Cork

POSTER 11
A keloid imitator in a patient with skin of colour
L. Kiely, L. Feeley, M. Murphy, S. O’Shea.
South Infirmary Victoria University Hospital Cork, Cork University Hospital

POSTER 12
A kaposiform haemangioendothelioma successfully treated with topical tacrolimus and
compression bandaging
E Nic Dhonncha1, M Sadlier1
1. Department of Dermatology, Children’s Health Ireland at Crumlin
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POSTER 13
Autoimmune Progesterone Dermatitis (ADP) – A case report and review of the literature.
C. Drumm, C. Harnett, N. Meah, K. Eustace.
Department of Dermatology, Connolly Hospital Blanchardstown, Dublin, Department of Dermatology,
St Helens & Knowsley Teaching Hospitals NHS Trust, Liverpool, England.

POSTER 14
COVID vaccine induced psoriasis in dupilumab treated eczema
S. O’Sullivan, O. Molloy, P. Beatty, A. Irvine
St James’ Hospital, Dublin

POSTER 15
A rare paraneoplastic cutaneous eruption
C. Quigley, SE Lowe, M. Redmond, K. Eustace
Department of Dermatology, Beaumont Hospital, Department of Histopathology, St Helens and Knowsley
NHS Teaching Hospitals NHS Trust, England, Department of Histopathology, Beaumont Hospital, Dublin

Dr Rosemarie Watson & Dr Paul Collins – IAD
Autumn meeting 2014
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Poster Presentations Abstracts
POSTER 01.

POSTER 02.

Adalimumab intensification for recalcitrant
pyoderma gangrenosum: a case series

Xeroradiography - an essential tool in the
diagnosis of Calciphylaxis

A. Hollywood, T. Daly, J. Bourke
South Infirmary Hospital, Cork

K. Mohd Idris, M. Laing.
Department of Dermatology,
University Hospital Galway

Pyoderma gangrenosum (PG) is an autoinflammatory neutrophilic dermatosis characterised by
rapidly enlarging, painful ulcers. Adalimumab, a tumour necrosis factor inhibitor, has been reported to
be effective in the management of recalcitrant PG.
However, a percentage of patients do not respond
sufficiently. We present a case series of two patients
successfully treated with dose intensification to
80mg weekly.
Patient one is a 61-year-old woman who developed
painful severe ulceration of the left breast and
right medial malleolus in 2015. Adalimumab 40mg
weekly was commenced in 2016. Despite initially improvement, the right medial malleolus ulcer
deteriorated. Further treatment with intralesional
steroids, dapsone, methotrexate, rituximab, mycophenolate mofetil, cyclosporin, IVIG, infliximab and
acitretin was ineffective. Adalimumab 40mg weekly
was recommenced in January 2021. The dose was
escalated to 80mg weekly in April 2021 with rapid
and sustained remission.
Patient two is a 32-year-old male who developed
ulceration of the left knee and right heel in 2015.
Treatment with oral steroids, minocycline and cyclosporin was ineffective. The patient has cerebral
palsy and infliximab was not considered a suitable
option due to high infection risk. Humira 40mg
subcutaneously alternative weeks was initiated in
combination with 25mg oral prednisolone in April
2016. Adalimumab dose was escalated to 40mg
weekly, then 80mg weekly in August 2016 due to
poor control. The patient remains in remission.
The management of recalcitrant PG is challenging.
An enhanced level of effectiveness was assesed
in both patients treated with adalimumab dose
intensification (80mg/week sc). Larger studies are
required to evaluate this.
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Calciphylaxis is a rare devastating skin disease
associated with significant morbidity and mortality.
Histological evaluation remains gold standard for
diagnosis; however, occasionally it’s difficult to obtain
quality tissue. Currently no imaging tools have been
systematically evaluated or recommended for its diagnosis. Xeroradiography is soft tissue radiography
of the abdominal wall using low voltage, high-resolution film similar to mammography. This tool has the
ability to demonstrate distinct focal vascular calcifications and microcalcifications.
A 54-year-old obese Caucasian female with endstage renal disease on dialysis and diabetes presented with severe painful erythematous non-healing
ulcerated skin lesions with necrotic eschars on right
lower abdomen. The lesions progressed rapidly over
the course of two months to involve the right thigh
and upper arm. Following dermatology consultation
examination revealed deep indurated ulcerating
lesions with hardening of skin in the periulcerated
areas. Autoimmune and infectious work-up including
blood and swab cultures were normal or negative.
Punch biopsies demonstrated non-specific acute
and chronic inflammation associated with ulceration
without evidence of calcium deposition. Due to a
high index of suspicion for calciphylaxis, xeroradiography was sought which revealed extensive vascular
calcification and scattered microcalcifications
supporting this diagnosis. Patient was treated
with intravenous sodium thiosulfate 75g/week
with rapid improvement of ulcers particularly of
right lower abdomen.
This case highlights the use of xeroradiography
as a diagnostic tool for calciphylaxis supporting
previous similar report by Hackett et al.
Xeroradiography is a simple non-invasive tool
which may prove useful for dermatologists
particularly in cases of high clinical suspicion of
calciphylaxis without histological evidence.
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Between a rock and a hard place dermatomyositis-morphoea overlap with
dystrophic calcinosis cutis

Coma Conundrum – Coma blisters in
non-dependent areas providing an important
diagnostic clue

E. Pender, C, MacGearailt, B. Lynch, M. Laing
Galway University Hospital

E. Pender, E. Keeling, C. Lizzaralde, M. Laing
Galway University Hospital

Correlation between systemic sclerosis (SSc) and
dermatomyositis is well described. Association
between localised scleroderma (limited plaque morphoea) and dermatomyositis is rare. Furthermore,
while dystrophic calcinosis cutis is often observed in
juvenile dermatomyositis, it is rare in adults.

Coma blisters are a well-described phenomenon,
consisting of bullous skin lesions in the setting of loss
of consciousness. Classically occurring in pressure
dependent areas, they commonly arise in patients
with barbiturate overdose, and are generally
self-limited.

A 29-year-old female presented with rash and
progressive muscle weakness. Nailfold dermoscopy
revealed cuticular overgrowth and telangiectasia,
Gottron’s papules were present at the MCPs bilaterally. Shawl sign was positive. Localised plaque morphoea was present on both thighs. Myositis panel
revealed anti-MI-2 antibodies. Antibodies generally
associated with SSc were negative. Muscle biopsy
was consistent with dermatomyositis. This patient
had previously presented with bilateral skin changes to the thighs. Skin biopsy was in keeping with
plaque morphoea. With potent topical steroids this
had significantly improved prior to presentation
with dermatomyositis. Methylprednisolone was
commenced. Rituximab and azathioprine were
initiated. Despite prompt treatment, over weeks she
developed widespread rash with firm subcutaneous
tissue on the lower back, flanks and bilateral thighs.
CT scan and biopsy confirmed calcinosis cutis.
Scleromyositis – overlap between systemic sclerosis
and dermatomyositis, is well described. However,
few cases describe localised scleroderma/dermatomyositis overlap. Rituximab has previously been
used in scleroderma/myositis overlap to good effect
and was effective in our patient. In scleromyositis,
muscle involvement is generally mild, with minimally elevated muscle enzymes. Patients generally
respond to low/moderate doses of steroid therapy.
In contrast, our patient had severe myositis and
developed widespread calcinosis cutis.

We present the case of a 52-year old lady, who
was brought by ambulance to hospital. On arrival
she was intubated and ventilated. The reason for
reduced level of consciousness was unclear. Medical
history was significant for epilepsy. On admission a
number of tense, serous fluid-filled blisters, with underlying erythematous plaques, were noted on her
dorsal hands and feet, forearms, and ankle. There
was no peripheral oedema. At time of dermatology
consultation, the lesions appeared consistent with
coma blisters.

This represents an unusual case of dermatomyositis-localised morphoea overlap with severe
myositis and calcinosis cutis, requiring treatment
with Rituximab

Given presence on non-pressure dependent areas
and the fact that the reason for loss of consciousness remained unclear, skin biopsy was taken.
Barbiturate levels were requested in the context
of epilepsy treated with phenobarbital. Skin biopsy showed sub epidermal blistering with partial
re-epithelialization and focal keratinocytic necrosis. Underlying dermis showed focal neutrophilic
inflammation and sweat gland necrosis – consistent
with coma blisters. Phenobarbital toxicity was confirmed on biochemical analysis.
The lesions self-resolved. The patient regained consciousness and was discharged, with plan to wean
off phenobarbital. While coma blisters are well
described, their presence in non-pressure bearing
areas is less common. In this case, their presence
provided some clue to the aetiology of the patient’s
presentation before barbiturate toxicity was confirmed – until then, the underlying cause for reduced
consciousness had remained a mystery.
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POSTER 05
Rare cutaneous manifestation of B cell chronic
lymphocytic leukaemia involving the toes
M. Costa Blasco, J. Quinn, O. O’Brien,
S. Ni Raghallaigh
Beaumont Hospital, Bon Secours Hospital.
B cell chronic lymphocytic leukaemia (B-CLL) presenting with cutaneous infiltration is rare, and when
it occurs, it presents most commonly on the head
and neck. We present the case of an eighty-yearold woman with a two-month history of erythema,
swelling and pain affecting all her toes. She had a
history of B-CLL diagnosed twenty years previously
that had remained stable under observation without
treatment. A toe skin biopsy showed a diffuse infiltrate of lymphoid cells occupying the dermis composed of small mature lymphoid cells with a monotonous appearance. On immunohistochemistry, the
neoplastic lymphoid cells stained positive for the
B-cell marker CD20.
Overall, the morphology and immunophenotype
were consistent with cutaneous involvement by
chronic lymphocytic leukaemia/small lymphocytic lymphoma (CLL/SLL). We concluded that her
symptoms were directly caused by skin infiltration
of B-CLL which has been only documented once
previously in literature.

Initial biopsy showed ulceration and dermal necrosis.
Subsequent biopsy demonstrated subepidermal
blisters with polymorphs and eosinophils. Direct
immunofluorescence demonstrated strong linear
IgG and C3 along the dermo-epidermal junction on
three separate occasions, confirming a diagnosis of
pemphigoid. Pemphigoid antibodies were present
(1:10) on indirect immunofluorescence.
Treatment with prednisolone, dapsone up to 150mg
daily, and doxycycline was commenced shortly after
presentation, with clinical improvement allowing for
tapering of corticosteroids over a period of seven
months to date.
Considered predominantly a disease of the elderly,
pemphigoid is an autoimmune blistering condition
rarely seen in youth. Late adolescent presentation is
scarcely reported. Clinical presentation and response to treatment may differ from more classic
pemphigoid seen in older age. The treatment of
choice is firstly systemic corticosteroids, with early
addition of steroid-sparing immunomodulators.
Prognosis in young adults and children is good. This
case illustrates a rare and visually striking presentation of pemphigoid in a young adult, an important
differential to consider even though unusual in this
age group.

POSTER 07

POSTER 06

Indolent expanding plaque with satellites
on buttocks

“Age is just a number”: A rare facial blistering
eruption in an 18-year-old female

M. Costa Blasco, C. Ryan, R. Watchorn
Beaumont Hospital Dublin

E. Porter1, I. Timoney1, N. Leonard2,
A. Ud-din1, M. Lynch1
1. University Hospital Limerick, Limerick
2. St James’ Hospital, Dublin
With acknowledgement to Dr Richard Groves, St
John’s Institute of Dermatology, London

A 74-year-old man was referred with a 10year
history of a plaque on the left buttock. Initially small,
it had slowly expanded over a period of 10 years to
involve most of his left buttock. Prior to presentation
to dermatology, he had undergone biopsy under
plastic surgery for a presumptive diagnosis of psoriasis, but histology was non-specific. Clinical examination showed a large hyperkeratotic plaque with
several satellite lesions. The initial dermatological
working diagnosis was of a lymphomatous process,
however repeat biopsies lacked evidence to support this. Following clinicopathological correlation,
the possibilities of mycobacterial or treponemal
infections were considered, but further biopsies for

An 18-year-old female presented reporting a onemonth history of intensely itchy blisters affecting the
head and neck. She had a history of mild eczema
and was otherwise well. On examination she had
extensive erosions localised to the face, neck and
frontal scalp with a few intact bullae. The mucosa
was normal. Over two weeks bullae emerged on the
abdomen and back.
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histology and microbiological studies demonstrated no evidence of these and histological features
remained non-specific. Following further reflection,
a diagnosis of porokeratosis ptychotropica (PP) was
considered most appropriate clinically. Currently he
is being treated with topical calcipotriol.
PP is a rare type of porokeratosis that affects flexural regions, most commonly the natal cleft. Clinical
morphology is that of warty plaques and histological evaluation demonstrates multiple classical
cornoid lamellae. The literature indicates that PP
is commonly misdiagnosed. We therefore wish to
highlight awareness of this entity, a rare but important consideration in the differential diagnosis of
gluteal rashes composed of warty plaques.

POSTER 08
Appendico-cutaneous fistula:
a diagnostic dilemma
O. McFeeley, E. Shudell,
Mater Misericordiae University Hospital
We present the diagnostic challenge of a longstanding lesion present in an immunosuppressed
patient. A 26 year old Caucasian gentleman presented to our service due to a five year history of a
nodule on his lower back. He had received a double
lung transplant in June 2014 and his medications
included Tacrolimus, Mycophenolate Mofetil and
Prednisolone. Examination revealed a suppurative
3cm by 3cm nodule on the right flank. He was systemically well.
This lesion had been extensively investigated years
prior by Dermatology and Plastic surgery in another
institution. He underwent numerous biopsies and
resections as well as treatment with topical and oral
corticosteroids, topical antibiotics, Minocycline and
Hydroxychloroquine with partial resolution.
Ultrasound imaging of the right lower back demonstrated a sinus tract from the skin to at least 2.6cm
deep. MRI revealed a fistulous tract which extended
from the intra-abdominal space to the skin overlying the lumbar spine. The diagnosis of an appendico-cutaneous fistula was made utilising CT with
contrast. The patient was referred to colorectal
surgery and underwent a laparoscopic appendec-

tomy, with complete resolution of the fistula
post-operatively.
Spontaneous appendico-cutaneous fistulae are a
rare complication of acute perforating appendicitis
and represent a diagnostic challenge.

POSTER 09
Pityriasis Rubra Pilaris following
SARS-CoV-2 vaccination
M. Costa Blasco, M. Herlihy,
R. Watchorn, K. Eustace
Beaumont Hospital
Cutaneous side effects documented in the phase
III clinic trial following the Pfizer-BioNtech vaccine
included only injection site erythema. However,
subsequent to the initial authorization and the
progression of the vaccination rollout, further dermatological adverse effects were reported. Rash,
urticaria and pruritus are some of those that have
been documented.
We present the case of an 89-year-old male who
attended our dermatology department with an
erythematous, widespread, well- demarcated, scaly
cutaneous eruption, clinically and histologically
consistent with pityriasis rubra pilaris (PRP) following vaccination with the Pfizer-BioNtech mRNA
vaccine. He developed mild erythema on his arms,
head and trunk after the first dose of the vaccine,
followed by a severe flare of his cutaneous symptoms after the second dose resulting in an inpatient
admission. A diagnostic skin biopsy was taken and
the histological findings were consistent with a diagnosis of PRP. He was commenced on a treatment
regimen of acitretin 25mg daily without clinical
improvement after three months leading to consideration of ustekinumab as second line therapy.
A reaction of this type has been documented twice
in the literature. While a rarity, as more members of
the public are vaccinated against SARS-CoV-2, it is
likely that such reactions will become more frequent.
As mentioned above, during initial trials it appeared
that skin adverse effects were infrequent so further
surveillance and studies will be necessary to elucidate the extent of dermatological side effects of
mRNA vaccines.
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DRESS syndrome following vaccination with the
AstraZeneca Covid-19 Vaccine

A keloid imitator in a patient with skin of colour

T. O’Connor, P. Ryan, G. Gibson,
University College Cork, Bon Secours Hospital Cork
Drug reaction with eosinophilia and systemic
symptoms (DRESS) syndrome is a serious hypersensitivity syndrome usually occurring after exposure
to a drug.
A 45 year old woman presented with an 8 day history of a generalized rash associated with facial and
extremity oedema and chills. She had received the
AstraZeneca Covid-19 vaccine, first dose, 7 weeks
prior to onset of the rash.
Examination showed erythema and oedema of the
eyelids and lips with pink papules and plaques on
the face, trunk and extremities. There was oedema
of the arms and legs. There was conjunctivitis and
cervical lymphadenopathy.
The eosinophil count was elevated. CT scan
showed serositis.
Skin biopsy showed spongiosis, vacuolar interface
change and a lichenoid band of lymphocytes with
perivascular lymphocytes and eosinophils.
The patient was commenced on intravenous hydrocortisone and was improving. Five days later,
on switching to oral prednisolone, she relapsed.
Her eosinophil count rose further and liver enzymes
rose slightly. Intravenous methylprednisolone was
administered for 3 days with marked improvement.
Oral prednisolone 60mg daily was commenced and
slowly weaned.
This case highlights the importance of a vaccination history in a patient with features of DRESS
syndrome. This is particularly relevant in the case
of vaccines requiring 2 doses as the second dose
should be withheld, as should boosters of the same
vaccine. DRESS syndrome often has a longer latent
period than other drug reactions and thus the drug
history should include exposures in the preceding
8 weeks.
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L. Kiely, L. Feeley, M. Murphy, S. O’Shea.
South Infirmary Victoria University Hospital Cork,
Cork University Hospital
A 43-year-old female presented to the pigmented
lesion clinic with a lesion on the right chest-wall.
The patient was of South African descent with
Fitzpatrick skin type VI and was receiving treatment
for HIV. The lesion had been present for 2 years
and was itchy at times. There was no change in size,
shape or colour.
On examination, there was a 10mm, symmetrical,
firm, hyperpigmented nodule on the right chestwall, clinically suggestive of a keloid scar. There
was no history of preceding trauma or surgery. A
punch biopsy was performed, the histology of which
showed a dermal proliferation of cystic structures
lined by apocrine-type epithelium with papillary
projections. A peripheral myoepithelial lining was
present, confirmed by p63 immunohistochemical
staining. Findings were consistent with a tubular
apocrine adenoma(TAA).
TAA is a rare, benign, adnexal neoplasm of apocrine origin, which is most often located on the
scalp. First described in 1972, it usually presents as
a painless nodule, characterized by a dermal proliferation of well-differentiated apocrine tubules on a
background of hyalinized stroma. Histologically, it
overlaps with other sweat gland neoplasms, such as
papillary eccrine adenoma and syringocystadenoma papilliferum.
TAA tends to follow a benign course, however, perineural invasion has been described. BRAF mutations have been identified in 60% lesions. Surgical
excision is the treatment of choice. TAA has been
reported to resemble pigmented BCC.
This case illustrates the presentation of a rare adnexal tumour, located at an atypical site, in a patient
with skin of colour
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Think PDT first for treating AK;
think METVIX as a first option for
proven clinical outcomes1–3

METVIX® is indicated in adults (≥18 years) for the treatment of: Thin or non-hyperkeratotic and non-pigmented actinic keratoses on the face and
scalp • Superficial and/or nodular basal cell carcinoma (BCC) (Unsuitable for other available therapies due to possible treatment related morbidity
and poor cosmetic outcome; such as lesions on the mid-face or ears, lesions on severely sun damaged skin, large lesions, or recurrent lesions) •
Squamous cell carcinoma (SCC) in situ (Bowen ́s disease) when surgical excision is considered less appropriate1

PI Metvix 160 mg/g cream Prescribing Information (UK & IRE)
Presentation: Cream containing 160mg/g of methyl aminolevulinate (as hydrochloride). Indications: Treatment
in adults over 18 years of thin or non-hyperkeratotic and non-pigmented actinic keratoses (AK) on the face and
scalp. Only for treatment of superficial and/or nodular basal cell carcinoma (BCC) unsuitable for other available
therapies due to possible treatment related morbidity and poor cosmetic outcome; such as lesions on the midface or ears, lesions on severely sun damaged skin, large lesions, or recurrent lesions. Treatment of squamous
cell carcinoma in situ (Bowen´s disease) when surgical excision is considered less appropriate. Dosage and
administration: Please refer to summary of product characteristics before use. Treatment of AK lesions and/or
field cancerization, BCC and Bowen’s disease using red-light lamp: For treatment of AK, one session of
photodynamic therapy should be administered. For treatment of BCC, two sessions should be administered with
an interval of one week between sessions. Before applying Metvix cream, the surface of AK and superficial BCC
lesions should be prepared to remove scales and crusts and roughen the surface of the lesions. Exposed tumour
material should be removed gently without any attempt to excise beyond the tumour margins. Using a spatula,
apply the cream (about 1mm thick) to the lesion area (for field cancerization, up to 20 cm², approximately) and
approximately 5-10mm of the surrounding area. Cover the treated area with an occlusive dressing for 3 hours.
Remove dressing and clean with saline. Immediately after cleaning the lesions, illuminate the treatment area
with a red-light source (must be CE-marked), either with a narrow spectrum around 630 nm and light dose of
approximately 37 J/cm² or a broader and continuous spectrum in a range between 570-670 nm with a light dose
of 75 J/cm2. Healthy, untreated skin surrounding the lesions does not need to be protected during illumination.
Multiple lesions may be treated during the same treatment session. Lesion response should be assessed after
three months, and it is recommended to confirm the response of BCC lesions by histological biopsy. AK and BCC
lesion sites that show incomplete response may be retreated if desired. Treatment of AK lesions and/or field
cancerization with natural daylight: Daylight treatment may be used to treat mild to moderate AK lesions. One
treatment should be given. Treatment lesions should be evaluated after three months and if there is incomplete
response, a second treatment may be given. Daylight treatment can be used if the temperature conditions are
suitable to stay comfortably outdoors for 2 hours. If the weather is rainy, or is likely to become so, daylight
treatment should not be used. A sunscreen should be applied. Once sunscreen has dried, scales and crusts
should be removed from the lesion(s) or fields of cancerization and the skin surface roughened before applying
a thin layer of Metvix to the treatment areas. No occlusion is necessary. Patients should go outside after Metvix
application or, at the latest, 30 minutes later in order to avoid excessive protoporphyrin IX accumulation which
would lead to greater pain on light exposure. In order to minimize pain and ensure maximum efficacy the patient
should then stay outdoors for 2 continuous hours in full daylight and avoid going indoors. On sunny days, should
the patient feel uncomfortable in direct sunlight, shelter in the shade may be taken. Following the 2-hour
exposure period, Metvix should be washed off. Multiple lesions may be treated during the same treatment
session. Lesion response should be assessed after three months. AK and BCC lesion sites that show incomplete
response may be retreated if desired. Treatment of AK lesions and/or field cancerization using artificial daylight
device (CE-marked): Scales and crusts should be removed, and the skin surface roughened before applying a
thin layer of Metvix to the areas to be treated. Occlusion is not necessary. Sunscreen is not needed, as patients
are not exposed to ultraviolet light. Lesion should be exposed after Metvix application or, at the latest, 30 minutes
later in order to avoid excessive protoporphyrin IX accumulation which would lead to greater pain on light
exposure. In order to minimize pain and ensure maximum efficacy, the patient should be exposed to artificial
daylight for 2 continuous hours in a comfortable position. Following the 2-hour exposure period, Metvix should
be washed off. The devices should have a continuous light spectrum of 400-750 nm and an illuminance greater
than 12,000 lux at the lesion surface. Healthy, untreated skin surrounding the lesions does not need to be
protected during illumination. Multiple lesions may be treated during the same treatment session. AK and BCC
lesion sites that show incomplete response may be retreated if desired. Contraindications: Hypersensitivity to
the active or excipients, including arachis oil or peanut or soya. Morpheaform basal cell carcinoma. Porphyria.
Precautions and Warnings: Photodynamic therapy, when using red light or an artificial daylight lamp, should
only be administered in the presence of a health care professional trained in the use of photodynamic therapy
with Metvix. When using daylight treatment, a sunscreen should be applied to all areas exposed to daylight, prior
to lesion preparation. Sunscreen used should offer adequate protection (SPF30 or higher) and must not include
physical filters (e.g. titanium dioxide, zinc oxide, iron oxide). Only sunscreens with chemical filters should be used
with daylight treatment. Not recommended during pregnancy. Only limited experience is available in relation to
the treatment of actinic keratosis and/or Bowen’s disease amongst transplant patients on concomitant
immunosuppressive therapy. A close monitoring of these patients, with re-treatment if necessary is

recommended in this population. There is no experience in treating Bowens disease in patients with a history of
arsenic exposure. There is no experience of treating pigmented or highly infiltrating lesions with Metvix cream.
Thick (hyperkeratotic) actinic keratoses should not be treated with Metvix. Methyl aminolevulinate may cause
sensitization by skin contact resulting in angioedema, application site eczema or allergic contact dermatitis.
The excipient cetostearyl alcohol may cause local skin reactions (e.g. contact dermatitis), methyl and propyl
parahydroxybenzoate (E218, E216) may cause allergic reactions (possibly delayed). Any UV-therapy should be
discontinued before treatment. As a general precaution, sun exposure on the treated lesion sites and
surrounding skin has to be avoided for a couple of days following treatment. Direct eye contact with Metvix
cream should be avoided. Metvix cream should not be applied to the eyelids and mucous membranes. Pain
during illumination with red light may induce increased blood pressure. Measure blood pressure in patients prior
to treatment with red light. If severe pain occurs during treatment, the blood pressure should be checked. In case
of severe hypertension, the illumination with red light should be interrupted in addition to taking appropriate
symptomatic measures. Conventional Photodynamic Therapy (PDT) with a red-light lamp may be a precipitating
factor for transient global amnesia in very rare instances. If signs of confusion or disorientation are observed,
PDT must be discontinued immediately. Pregnancy and lactation: There is no or limited data from the use of
methyl aminolevulinate in pregnant women. Metvix is not recommended during pregnancy and in women of
childbearing potential not using contraception. It is unknown whether methyl aminolevulinate /metabolites are
excreted in human milk. A risk to the newborns/infants cannot be excluded. A decision must be made whether to
discontinue breastfeeding or to discontinue/abstain from Metvix therapy taking into account the benefit of
breast feeding for the child and the benefit of therapy for the woman. Undesirable effects: Metvix with red light
in AK, BCC and Bowen’s disease: Approximately 60% of patients experience reactions localised to the treatment
site that are attributable to toxic effects of the photodynamic therapy (phototoxicity) or to preparation of the
lesion. The most frequent symptoms are painful and burning skin sensation typically beginning during
illumination or soon after and lasting for a few hours with resolving on the day of treatment. The symptoms are
usually of mild or moderate severity and rarely require early termination of illumination. The most frequent signs
of phototoxicity are erythema and scab. The majority are of mild or moderate severity and persist for 1-2 weeks
or occasionally longer. Repeated treatment with Metvix is associated with reduced frequency and severity of
local phototoxic reactions. The incidence of adverse reactions in a clinical trial population of 932 patients
receiving the standard treatment regimen with red light and from post marketing surveillance are as follows.
Very common (≥1/10): pain of skin, skin burning sensation, scab, erythema; common (≥1/100, <1/10): skin
infection, skin ulcer, skin oedema, skin swelling, blister, skin haemorrhage, pruritus, skin exfoliation, skin warm,
paraesthesia, headache, application site discharge, feeling hot; uncommon (≥1/1000, ≤1/100): fatigue, eye
swelling, eye pain, wound haemorrhage, nausea, urticaria, rash, skin irritation, photosensitivity reaction, skin
hypopigmentation, skin hyperpigmentation, heat rash, skin discomfort; not known: transient global amnesia
(including confusional state and disorientation), eyelid oedema, hypertension, angioedema, face oedema
(swelling face), application site eczema, allergic contact dermatitis, rash pustular (application site pustule).
Metvix with daylight in AK: No new local adverse reactions were reported in the two phase III Metvix daylight
studies compared to the already known local adverse reactions with Metvix red light. In the two Phase III studies,
including a total of 231 patients, local related adverse events were reported less frequently on Metvix DL-PDT
than on c-PDT treated sides (45.0% and 60.1% of subjects, respectively). Prescribers should consult the
summary of product characteristics in relation to other side effects. MA Numbers: PL 10590/0048 (UK) &
PA22743/010/001 (Ireland). Packaging Quantities and Cost: Tube of 2 gram, UK - £171.50 (NHS), Ireland €227.00. Legal Category: POM. Marketing Authorisation Holder: UK: Galderma (UK) Limited, Meridien House,
69-71 Clarendon Road, Watford, Herts. WD17 1DS, UK. Tel: +44 (0) 1923 208950; IE: Galderma International
S.A.S.,Tour Europlaza, La Défense 4, 20 Avenue André Prothin, 92927, France. Date of Revision: June 2021

References: 1. Galderma. Metvix 160 mg/g cream SmPC.
2. Rubel DM, et al. Br J Dermatol 2014;171(5):1164–71. 3. Lacour JP, et al. J Eur Acad Dermatol Venereol 2015;29(12):2342–8.
IE-MVR-2100002 I Sept 2021

Adverse events should be reported.
For the UK: Reporting forms and information can be found at https://yellowcard.mhra.gov.uk/
or search for MHRA Yellow Card in the Google Play or Apple App Store.
For Ireland: Suspected adverse events can be reported via
HPRA Pharmacovigilance, Website: www.hpra.ie;
Adverse events should also be reported to Galderma (UK) Ltd.
E-mail: Medinfo.uk@galderma.com; Tel: +44 1 923 208950
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PRESCRIBE AMGEVITA® BY BRAND NAME
AMGEVITA®▼ (adalimumab) Brief Prescribing Information
Please refer to the Summary of Product Characteristics (SmPC) before
prescribing Pharmaceutical Form: Single dose pre-ﬁlled syringe contains
20mg adalimumab in 0.4mL (50 mg/mL) solution, 40mg adalimumab in 0.8mL
(50 mg/mL) solution or single dose pre-ﬁlled pen (SureClick®) contains 40mg
adalimumab in 0.8mL (50 mg/mL) solution. Indications and Dosage: please
refer to SmPC for full information. For subcutaneous injection. Treatment
should be initiated and supervised by specialist physicians experienced in
conditions for which AMGEVITA® is indicated. Ophthalmologists should
consult with an appropriate specialist before starting treatment. Give patients
a Patient Reminder Card. After training in injection technique, patients may
self-inject with medical follow-up as necessary. Optimise other concomitant
therapies (e.g. corticosteroids and or/immunomodulatory agents). Rheumatoid
arthritis (RA), adults: In combination with methotrexate (MTX) for: 1. Moderate
to severe, active RA with inadequate response to disease-modifying antirheumatic drugs (DMARDs) including MTX ; 2.Severe, active and progressive
RA not previously treated with MTX. Can be given as monotherapy if
intolerance to or when continued treatment with MTX is inappropriate.
Dosage: 40 mg every other week (EOW). Continue concomitant MTX. In
monotherapy, patients may require 40 mg every week or 80 mg EOW if there
is a decrease in clinical response. Reconsider treatment beyond 12 weeks if
no clinical response. Consider need for dose interruption, e.g. before surgery
or if serious infection occurs. Polyarticular juvenile idiopathic arthritis (pJIA),
paediatrics ≥ 2 years: In combination with MTX for active pJIA with inadequate
response to one or more DMARDs. Can be given as monotherapy if
intolerance to or when continued treatment with MTX is inappropriate.
Dosage: 10 kg to < 30 kg: 20 mg EOW. ≥ 30 kg: 40 mg EOW. Reconsider
treatment beyond 12 weeks if no clinical response. Enthesitis-related arthritis
(ERA), paediatrics ≥ 6 years: Active ERA with inadequate response to or
intolerance to conventional therapy. Dosage: 15 kg to < 30 kg: 20 mg EOW. ≥
30 kg: 40 mg EOW. Ankylosing spondylitis (AS), adults: Severe active AS with
inadequate response to conventional therapy. Axial spondyloarthritis without
radiographic evidence of AS (nr-axSpA), adults: Severe nr-axSpA with
objective signs of inﬂammation (elevated CRP and/or MRI), and an inadequate
response to or intolerance to nonsteroidal anti-inﬂammatory drugs. Psoriatic
arthritis (PsA), adults: Active and progressive PsA with inadequate response
to DMARDs. Dosage (AS, nr-axSpA, PsA): 40 mg EOW. Reconsider treatment
beyond 12 weeks if no clinical response. Psoriasis, adults: Moderate to severe
chronic plaque psoriasis in candidates for systemic therapy. Dosage: 80 mg at
Week 0, followed by 40 mg EOW from Week 1. Reconsider treatment beyond
16 weeks if no clinical response. Refer to SmPC. Paediatric Plaque Psoriasis,
≥ 4 years: Severe chronic plaque psoriasis with inadequate response to or if
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topical therapy and phototherapies are inappropriate. Dosage: 15 kg to < 30
kg: 20 mg followed by 20 mg EOW starting one week after initial dose. ≥ 30 kg:
40 mg then 40 mg EOW starting one week after initial dose. Reconsider
treatment beyond 16 weeks if no clinical response. Safety has been assessed
in paediatric patients with plaque psoriasis for a mean of 13 months.
Hidradenitis suppurativa (HS), adults and adolescents ≥ 12 years: Active
moderate to severe HS (acne inversa) with inadequate response to
conventional systemic therapy. Dosage, adult: 160 mg at Day 1, followed by
80 mg at Day 15. At day 29 continue with 40 mg every week or 80 mg EOW.
Reintroduction after treatment interruption: 40mg every week or 80mg EOW.
Dosage: adolescent (≥ 30 kg): 80 mg at week 0 then 40 mg EOW starting at
week 1. If response is inadequate, consider increasing to 40 mg every week
or 80 mg EOW. Dosage, adult and adolescent: Antibiotics may be continued if
necessary. Use concomitant topical antiseptic wash on a daily basis.
Reconsider treatment beyond 12 weeks if no improvement. Periodically
evaluate the beneﬁt and risk of continued treatment. Crohn’s disease (CD),
adults: Moderately to severely active CD with no response despite a full and
adequate course of, intolerance to or contraindication for a corticosteroid and/
or an immunosuppressant therapy. Dosage: Induction: 80 mg at Week 0, then
40 mg at Week 2. For a more rapid response: 160 mg at Week 0, then 80 mg
at Week 2; risk of adverse events higher during rapid induction. Maintenance:
40 mg dose EOW. Corticosteroids may be tapered in accordance with clinical
guidelines. If decrease in clinical response, can increase to 40 mg every week
or 80 mg EOW. If no response by Week 4 there may be beneﬁt from continued
therapy to Week 12. Reconsider treatment beyond 12 weeks if no clinical
response. Paediatric CD ≥ 6 years: Moderately to severely active CD with
inadequate response to, intolerance to or contraindication to conventional
therapy including primary nutrition therapy and a corticosteroid and/or an
immunomodulator. Dosage: < 40 kg: Induction: 40 mg at Week 0 then 20 mg
at Week 2. For a more rapid response: 80 mg at Week 0 then 40 mg at Week
2; risk of adverse events higher during rapid induction. Maintenance starting
at week 4: 20 mg dose EOW. If insufﬁcient response, consider 20 mg every
week. Dosage: ≥ 40 kg: Induction: 80 mg at Week 0 then 40 mg at Week 2. For
a more rapid response: 160 mg at Week 0, then 80 mg at Week 2; risk of
adverse events higher during rapid induction. Maintenance starting at week 4:
40 mg dose EOW. If insufﬁcient response, consider 40 mg every week or 80
mg EOW. Reconsider treatment beyond 12 weeks if no clinical response.
Ulcerative colitis (UC), adults: Moderately to severely active UC with
inadequate response to, intolerance to or contraindication for conventional
therapy including corticosteroids and 6-mercaptopurine (6-MP) or azathioprine
(AZA). Dosage: Induction: 160 mg at Week 0 and 80 mg at Week 2.
Maintenance: 40 mg EOW. Corticosteroids may be tapered in accordance
with clinical guidelines. If insufﬁcient response, consider increasing to 40 mg

every week or 80 mg EOW. Do not continue treatment beyond 8 weeks if no
clinical response. Paediatric UC, ≥6 years: Moderately to severely active UC
with an inadequate response to conventional therapy including corticosteroids
and/or 6-MP or AZA, or who are intolerant to or have contraindications.
Dosage: < 40 kg: Induction: 80 mg at Week 0 and 40 mg at Week 2.
Maintenance starting at week 4: 40mg EOW. Dosage: ≥ 40 kg: Induction: 160
mg Week 0 and 80 mg Week 2. Maintenance starting at week 4: 80mg EOW.
Patients reaching 18 years should continue their prescribed maintenance
dose. Reconsider treatment beyond 8 weeks if no clinical response. No
relevant use in children <6 years. Uveitis, adults: Non-infectious intermediate,
posterior and panuveitis with inadequate response to corticosteroids, in
patients in need of corticosteroid-sparing, or in whom corticosteroid treatment
is inappropriate. Dosage: 80 mg at Week 0 and 40 mg EOW from Week 1.
There is limited experience in initiation of treatment with adalimumab alone.
Treatment can be initiated in combination with corticosteroids and/or with
other non-biologic immunomodulatory agents. Concomitant corticosteroids
may be tapered starting two weeks after initiating treatment with AMGEVITA®.
Evaluate on a yearly basis the beneﬁt and risk of continued treatment.
Paediatric uveitis, ≥ 2years: Chronic non-infectious anterior uveitis with
inadequate response or intolerance to conventional therapy, or in whom
conventional therapy is inappropriate. In paediatric uveitis, there is no
experience in the treatment with AMGEVITA® without concomitant treatment
with methotrexate. Dosage: < 30 kg: 20 mg EOW in combination with MTX.
Dosage: ≥ 30 kg: 40 mg EOW in combination with MTX. A loading dose of 40
mg (< 30 kg) or 80 mg (≥ 30 kg) may be administered 1 week in advance of
maintenance therapy. No clinical data on use of loading dose in patients < 6
years. Evaluate beneﬁt and risk of continued treatment on a yearly basis.
Contraindications: Hypersensitivity to the active substance or to any
excipients; Active tuberculosis (TB) or other severe infections such as sepsis
and opportunistic infections; Moderate to severe heart failure (NYHA class III/
IV). Warnings and Precautions: Clearly record the name and batch number.
Infections: Patients taking TNF-antagonists are more susceptible to serious
infections, especially if impaired lung function. Monitor for infections, before,
during and for 4 months after treatment. Do not initiate treatment during an
active infection, until infection is controlled. Consider risk/beneﬁt prior to
treatment in patients exposed to TB or who have travelled in areas of high risk
of TB or endemic mycoses. Evaluate new infections and monitor closely. Stop
treatment if new serious infection or sepsis and treat. Exercise caution in
patients with a history of recurring infections or who are predisposed to
infections, including the use of concomitant immunosuppressive medications.
Serious Infections: Consult SmPC for details. Serious infections, including
those associated with hospitalisation or death, were reported in patients
receiving treatment. TB: Reactivation and new onset TB, both pulmonary and
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MAKES THE DIFFERENCE
AMGEVITA® 40mg SureClick® Pre-filled pen

AMGEVITA® 20mg Pre-filled syringe

AMGEVITA® 40mg Pre-filled syringe

Information for Healthcare Professionals
The Medicine Management Programme recommends
AMGEVITA® as a citrate-free formulation of adalimumab.
Prescribing AMGEVITA® has lead to significant savings for
the health service, in the order of millions of euros1,2,3
extra-pulmonary (disseminated). Screen all patients before therapy initiation
for active or inactive (latent) TB. Perform detailed medical assessment and
appropriate screening tests for TB in all patients and results recorded on
patient reminder card. If latent TB is suspected, consult physician with
appropriate expertise Despite prophylaxis, TB reactivation has occurred on
adalimumab. If active TB is diagnosed, do not initiate AMGEVITA® treatment.
Other opportunistic infections: Opportunistic infections were observed in
patients receiving adalimumab. Stop AMGEVITA® in patients with signs and
symptoms of such infections. Consult with physician with appropriate
expertise for diagnosis and administration of empiric antifungal therapy.
Hepatitis B reactivation: Reactivation of HBV has occurred in chronic carriers;
some cases were fatal. Test patients for HBV infection before initiating
treatment. HBV carriers should consult a specialist physician and be closely
monitored for reactivation of HBV infection throughout therapy and for several
months after treatment. If reactivation occurs, stop treatment and initiate
appropriate antiviral and supportive treatment. Neurological events: Caution in
patients with pre-existing or recent-onset central or peripheral nervous system
demyelinating disorders. Consider discontinuation if any of these develop.
Perform neurologic evaluation in patients with non-infectious intermediate
uveitis prior to initiation of treatment and regularly during treatment. Allergic
reactions: Reports of serious allergic reactions including anaphylaxis. For
serious allergic or anaphylactic reaction, stop AMGEVITA® immediately and
initiate appropriate therapy. Dry natural rubber: The needle cover of the pen
(SureClick®) is made from dry natural rubber (a derivative of latex), which may
cause allergic reactions. Malignancies and lymphoproliferative disorders: A
possible risk of malignancy, some fatal, including lymphomas and leukaemia,
cannot be excluded (see SmPC). Examine all patients, especially those with a
medical history of extensive immuno-suppressant therapy or psoriasis
patients with a history of PUVA treatment, for non-melanoma skin cancer prior
to and during treatment. Melanoma and Merkel cell carcinoma have also been
reported. Caution in COPD patients, and in patients with increased risk for
malignancy due to heavy smoking. Consider the potential risk with the
combination of AZA or 6-MP and AMGEVITA® (hepatosplenic T-cell lymphoma
has occurred). Caution in patients with a history of malignancy. Risk of
developing dysplasia or colon cancer unknown. Screen patients with UC,
history of dysplasia or colon carcinoma, for dysplasia before and during
treatment. Haematologic reactions: Adverse events of the haematologic
system, including medically signiﬁcant cytopenia, have been reported. Advise
patients to seek immediate medical attention if signs and symptoms of blood
dyscrasias develop. Vaccinations: Patients may receive concurrent
vaccinations, except for live vaccines. Bring paediatric patients up to date with
all immunisations prior to initiating treatment. Congestive heart failure: See
contraindications. Caution in mild heart failure (NYHA class I/II). Discontinue

treatment if new or worsening symptoms of congestive heart failure.
Autoimmune processes: Autoimmune antibodies may form. Stop treatment if
development of a lupus-like syndrome with positive antibodies against doublestranded DNA. Surgery: Consider the long half-life of AMGEVITA® for planned
surgical procedures. Monitor closely for infections. There is limited safety
experience in patients undergoing arthroplasty or surgical procedures. Elderly
patients: Serious infections were higher in patients over 65, some of which
were fatal. Consider risk of infections in these patients. Interactions: Antibody
formation was lower when AMGEVITA® was given together with MTX rather
than as monotherapy. Combination of AMGEVITA® with other biologic
DMARDs (e.g. anakinra and abatacept) or other TNF-antagonists is not
recommended. Fertility, pregnancy and lactation Only use during pregnancy if
clearly needed. Women of childbearing age to consider use of adequate
contraception during and for at least 5 months after the last treatment.
Administration of live vaccines (e.g. BCG) to infants exposed to AMGEVITA®
in utero is not recommended for 5 months following the mother’s last injection
during pregnancy. AMGEVITA® can be used during breastfeeding. Effects on
ability to drive and use machines: AMGEVITA® may have a minor inﬂuence on
the ability to drive and use machines. Adverse Reactions: Very common ≥
1/10: Respiratory tract infections, leukopenia), anaemia, lipids increased,
headache, abdominal pain, nausea and vomiting, elevated liver enzymes,
rash ), musculoskeletal pain, injection site reaction Common ≥ 1/100 to < 1/10:
Systemic infections, intestinal infections, skin and soft tissue infections, ear
infections, oral infections , reproductive tract infections , urinary tract
infections, fungal infections, joint infections, skin cancer excluding melanoma,
benign neoplasm, leucocytosis, thrombocytopenia, hypersensitivity, allergies,
hypokalaemia, uric acid increased, blood sodium abnormal, hypocalcaemia,
hyperglycaemia, hypophosphatemia, dehydration, mood alterations , anxiety,
insomnia, paraesthesias, migraine, nerve root compression, visual
impairment, conjunctivitis, blepharitis, eye swelling, vertigo, tachycardia,
hypertension, ﬂushing, haematoma, asthma, dyspnoea, cough, GI
haemorrhage, dyspepsia, gastroesophageal reﬂux disease, Sicca syndrome,
worsening or new onset of psoriasis , urticaria, bruising , dermatitis,
onychoclasis, hyperhidrosis, alopecia, pruritus, muscle spasms , renal
impairment, haematuria, chest pain, oedema, pyrexia, coagulation and
bleeding disorders, autoantibody test positive , blood lactate dehydrogenase
increased, impaired healing. Serious, including fatal, adverse reactions have
been reported including infections/sepsis, TB, opportunistic infections, allergic
reactions, HBV reactivation and malignancies. Serious haematological,
neurological and autoimmune reactions have also been reported. These
include rare reports of pancytopenia, aplastic anaemia, central and peripheral
demyelinating events and reports of lupus, lupus-related conditions and
Stevens-Johnson syndrome. Other less common and rarely reported adverse

reactions are listed in the SmPC. Pharmaceutical Precautions: Store in a
refrigerator (2°C – 8°C). Do not freeze. Keep in the outer carton in order to
protect from light. Out of the refrigerator, may be stored up to 25°C for up to 14
days. Legal Category: POM. Presentation and Marketing Authorisation
Number. AMGEVITA® 20 mg solution for injection in pre-ﬁlled syringe:
EU/1/16/1164/001 – 1 pack: cost AMGEVITA® 40 mg solution for injection in
pre-ﬁlled syringe: EU/1/16/1164/003 – 2 pack AMGEVITA® 40 mg solution for
injection in pre-ﬁlled pen: EU/1/16/1164/007 – 2 pack. Marketing Authorisation
Holder: Amgen Europe B.V. Minervum 7061, 4817 ZK Breda, The Netherlands.
Further information is available from Amgen Ireland Limited, 21 Northwood
Court, Santry, Dublin D09 TX31. AMGEVITA® is a registered trademark of
Amgen Inc. Date of PI preparation: July 2021 (Ref: IE-AMB-0721-00001)
This medicinal product is subject to additional monitoring.
Adverse reactions/events should be reported to the Health
Products Regulatory Authority (HPRA) using the available methods
via www.hpra.ie. Adverse reactions/events should also be reported
to Amgen Limited on +44 (0) 1223 436441
or Freephone 1800 535 160.
1.

2.

3.

4.

BVBM Amgevita Product Information Sheet. https://www.hse.ie/
eng/about/who/cspd/ncps/medicines-management/best-valuebiologicalmedicines/bvb-medicine-amgevita-product-informationsheet.pdf. Accessed August 2021.
Oireachtas.ie, Debates, December 2020, Written Answer by
Minister for Health. https://www.oireachtas.ie/en/debates/
question/2020-12-10/373/. Accessed August 2021.
Medicines Management Programme Best-Value Biological Medicines:
Adalimumab 20 mg solution for injection. https://www.hse.ie/eng/
about/who/cspd/ncps/medicines-management/bestvalue-medicines/
best-value-biological-medicines/mmp-report-bvbmedicineadalimumab-20mg-march-2021.pdf. Accessed Aug 2021.
AMGEVITA® (adalimumab) summary of product characteristics.
IE-AMB-0821-00004
Date of preparation: August 2021
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POSTER 12
A kaposiform haemangioendothelioma
successfully treated with topical tacrolimus
and compression bandaging
E Nic Dhonncha1, M Sadlier1
1. Department of Dermatology, Children’s Health
Ireland at Crumlin
A male infant presented at birth with a large
(5x4x3cm) tumour on his right forearm clinically
suspicious for kaposiform haemangioendothelioma (KHE). The lesion was firm, non-pulsatile and
purpuric with coarse surface telangiectasia. He
was systemically well. MR Imaging was supportive
of a superficial KHE confined to the subcutis with
no muscular invasion. Histopathology showed a
GLUT1 negative vascular tumour composed of
spindloid and glomeruloid nodules most consistent
with KHE. D-Dimers were elevated (6.22ng/ml).
Fibrinogen and platelet count were normal.
In the absence of coagulopathy, a conservative
approach was favoured. Topical tacrolimus 0.1%
was introduced at week 2 of life with compression
bandaging (double layer of Tubifast bandage).
Noticeable improvement was present after one
week of treatment. Over the following 6 months,
the lesion dramatically lightened and flattened.
D-Dimers gradually dropped and normalized by
3 months of age. Compression bandaging was
stopped after 6 months.
KHE is a rare potentially life-threatening vascular
tumour. Significant morbidity and mortality can
occur due to local invasion, compressive effects
or associated coagulopathy (Kasabach-Meritt
Phenomenon).1 No standard treatment regimens
exist. Therapeutic options include high dose corticosteroids, antiplatelet agents, sirolimus and
vincristine, often used in combination. Management
is largely dependent on lesion characteristics, presence of coagulopathy, and physician preference.
Topical tacrolimus has been reported to be effective
for superficial KHE and tufted angiomas in one
small case series.2 The exact mechanism of action
is unknown. Topical treatment with tacrolimus, and
compression for lesions on extremities should be
considered in select patients with superficial uncomplicated KHEs.
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POSTER 13
Autoimmune Progesterone Dermatitis (ADP) –
A case report and review of the literature.
C. Drumm, C. Harnett, N. Meah, K. Eustace.
Department of Dermatology, Connolly Hospital
Blanchardstown, Dublin, Department of
Dermatology, St Helens & Knowsley Teaching
Hospitals NHS Trust, Liverpool, England.
Autoimmune progesterone dermatitis (APD) is a
rare cyclical cutaneous reaction to progesterone
that occurs during the luteal phase of the menstrual cycle, usually following exposure to exogenous
progesterone. It is associated with a diverse range
of cutaneous presentations including urticaria,
angioedema and anaphylaxis, thereby posing a
diagnostic challenge.
A 24-year-old female presented with recurrent
pruritic, erythematous periorbital oedema, appearing monthly 3-5 days before menstruation.
The first episode occurred following termination of
pregnancy and subsequent commencement of the
combined oral contraceptive pill (OCP). She was trialled on courses of oral and topical steroids without
resolution. A diagnosis of APD was supported by
the temporal relationship between symptoms and
her menstrual cycle. The OCP was discontinued and
she was commenced on loratadine for symptomatic
relief. Discussion regarding additional treatment
options and follow-up is ongoing.
APD is a rare disorder of uncertain pathogenesis
and variable presentation. As such, diagnosis and
management may be challenging. Diagnosis is
made based on a clinical history of premenstrual
exacerbation of skin lesions and confirmed with
a progesterone challenge. However, progesterone testing has not been standardized. Numerous
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treatment options have been reported with varying
success. The main objective is to suppress ovulation
and progesterone secretion. OCPs are often tried
as initial therapy, but have limited success. As in our
case, OCPs may contribute to exacerbations due
to its progesterone component, further complicating treatment choice. APD should be considered
in women presenting with cyclical premenstrual
cutaneous symptoms to facilitate early diagnosis
and successful management.

POSTER 14
COVID vaccine induced psoriasis in dupilumab
treated eczema
S. O’Sullivan, O. Molloy, P. Beatty, A Irvine
St James’ Hospital, Dublin
An 18-year-old man with a history of chronic atopic
dermatitis from childhood which was recalcitrant to
topical and systemic therapy was commenced on
dupilumab. He achieved excellent control of his skin
for 2.5 years. He appeared to develop a secondary
failure of dupilumab which coincided with his
second dose of the Moderna mRNA vaccine.
He reported feeling generally unwell after the first
dose. After his second dose his skin flared. This rash
was morphologically different to his prior eczematous rash and notably was not itchy. On examination
he had a diffuse erythematous rash of thin coalescent plaques with adherent scale which was clinically consistent with psoriasis.
Psoriasis and atopic dermatitis are T cell mediated
auto-inflammatory diseases. Rarely both conditions
co-exist due to polarisation of the T cell immune response. Th1 activation and its subsequent cytokines
and effector Th cells (Th17 and Th22) mediate the
pathogenesis of psoriasis whereas in atopic dermatitis the cytokine pathway is Th2 driven. Dupilumab
is a monoclonal antibody which modulates theTh2
cytokines, IL-4 and IL-13 which mediate inflammation. There have been rare reports of psoriasis
arising in the setting of dupilumab treatment for atopic dermatitis. It is postulated that the modulation
of the Th2 cascade may lead to increased activity
of the Th1 pathway normally seen in psoriasis. We
hypothesise that an increased IL6 production and
Th17 recruitment associated with mRNA vaccine in

the setting of dupilumab treatment has resulted in
this unusual presentation.

POSTER 15
A rare paraneoplastic cutaneous eruption

C. Quigley, SE Lowe, M. Redmond, K. Eustace
Department of Dermatology, Beaumont Hospital,
Department of Histopathology, St Helens and
Knowsley NHS Teaching Hospitals NHS Trust,
England, Department of Histopathology,
Beaumont Hospital, Dublin
We present the case of a 58-year-old woman who
presented with a one-week history of an intensely
pruritic eruption on her back. She had also been
newly diagnosed with a metastatic adenocarcinoma
of unknown primary in parallel. Clinically she had
scattered hyperkeratotic papules in a linear pattern
on her back. The differential diagnosis included
an acquired perforating disorder. A diagnostic
skin punch biopsy was taken from a characteristic
papule confirming the presence of marked elastin
fibres on Verhoeff-van Gieson (VVG) stain perforating through the epidermis. A diagnosis of Elastosis
perforans serpiginosa (EPS) was made. Treatment
with a medium potency topical corticosteroid was
commenced. Within one month of starting chemotherapy she had complete clinical resolution.
EPS is a rare skin disorder that belongs to a heterogenous group of skin diseases known as perforating
disorders which are defined by the transepidermal
elimination of various skin materials. There are four
subtypes of perforating disorders; acquired reactive
perforating collagenosis, EPS, perforating folliculitis
and Kyrle Disease. EPS is characterised by the transepithelial elimination of elastin fibres. Classically
presenting as hyperkeratotic papules on an erythematous base in a serpiginous, linear or arciform
pattern on the neck, trunk and extremities.
EPS has been seen in association with
D-Penicillamine, downs syndrome and connective
tissue diseases. There is only one previous case
report of paraneoplastic EPS occurring in a patient
with ovarian malignancy. And similar to that case
our patient also had a remarkable clinical improvement following chemotherapy thereby supporting
the diagnosis of a paraneoplastic presentation.
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For the treatment of active rheumatoid arthritis, severe recalcitrant disabling psoriasis & severe psoriatic arthritis in adult patients.
OF DERMATOLOGISTS
Induction ofIRISH
remissionASSOCIATION
in moderate steroid-dependent
Crohn’s disease in adult patients, in combination with corticosteroids and for
maintenance of remission, as monotherapy, in patients who have responded to methotrexate

THE METHOTREXATE AUTO-INJECTOR
WITH THE PATIENT IN MIND

Nordimet (methotrexate) Solution for injection in pre-ﬁlled pen
Please refer to the Summary of Product Characteristics (SmPC) for full
prescribing information. Further information is available on request.
Presentation: Pre-ﬁlled pen containing 7.5 mg (in 0.3 ml), 10 mg (in
0.4 ml), 12.5 mg (in 0.5 ml), 15 mg (in 0.6 ml), 17.5 mg (in 0.7 ml), 20
mg (in 0.8 ml), 22.5 mg (in 0.9 ml) and 25 mg (1.0 ml) methotrexate in
solution for injection. Indications: Active rheumatoid arthritis in adult
patients. Polyarthritic forms of severe, active juvenile idiopathic arthritis,
when the response to nonsteroidal anti-inﬂammatory drugs (NSAIDs)
has been inadequate. Severe recalcitrant disabling psoriasis, which is not
adequately responsive to other forms of therapy such as phototherapy,
PUVA, and retinoids, and severe psoriatic arthritis in adult patients.
Induction of remission in moderate steroid-dependent Crohn’s disease
in adult patients, in combination with corticosteroids and for maintenance
of remission, as monotherapy, in patients who have responded to
methotrexate. Dosage and administration: Nordimet should only
be prescribed by physicians with expertise in the use of methotrexate
and a full understanding of the risks of methotrexate therapy. Patients
must be educated and trained in the proper injection technique when
self-administering methotrexate. The ﬁrst injection of Nordimet should
be performed under direct medical supervision. Nordimet is injected
once weekly, administered subcutaneously. Rheumatoid arthritis:
Recommended initial dose is 7.5 mg of methotrexate once weekly.
Depending on the individual activity of the disease & patient tolerability,
the initial dose may be increased. A weekly dose of 25 mg should in
general not be exceeded. Once the desired therapeutic result has been
achieved, the dose should be reduced gradually to the lowest possible
effective maintenance dose. Polyarthritic forms of severe, active juvenile
idiopathic arthritis: The recommended dose is 10-15 mg/m² body surface
area (BSA) per week. In therapy-refractory cases the weekly dose may
be increased up to 20mg/m² BSA per week. Use in children < 3 years
of age is not recommended. Psoriasis vulgaris and psoriatic arthritis: A
test dose of 5 - 10 mg subcutaneously administered one week prior to
Date Of Preparation:
Aug 2021
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initiation of therapy is recommended. Recommended initial dose 7.5 mg
methotrexate once weekly. The dose is to be increased gradually but
should not, in general, exceed a weekly dose of 25 mg of methotrexate.
Once the desired therapeutic result has been achieved, dose should be
reduced gradually to the lowest possible effective maintenance dose.
In a few exceptional cases a higher dose than 25 mg might be clinically
justiﬁed, but should not exceed a maximum weekly dose of 30 mg of
methotrexate. Crohn’s disease (adult patients): 25 mg/week administered
subcutaneously. Once patients have adequately responded to
combination therapy, the corticosteroids should be tapered. Maintenance
treatment: 15 mg/week administered subcutaneously, as monotherapy, if
the patient has entered remission. Renal impairment, hepatic impairment
or elderly patients: Please refer to SmPC. Note: When switching from
oral to parenteral use, a reduction in the dose may be required, due to
the variable bioavailability of methotrexate after oral administration.
Contraindications: Hypersensitivity to methotrexate or to any of the
excipients. Severe hepatic impairment, if serum bilirubin is > 5 mg/dl (85.5
µmol/l). Alcohol abuse. Severe renal impairment (creatinine clearance <
30 ml/min). Pre-existing blood dyscrasias (e.g. bone marrow hypoplasia,
leukopenia, thrombocytopenia or signiﬁcant anaemia). Immunodeﬁciency.
Serious, acute or chronic infections such as tuberculosis & HIV. Stomatitis.
Ulcers of the oral cavity and known active gastrointestinal ulcer disease.
Pregnancy. Breast-feeding. Concurrent vaccination with live vaccines.
Special warnings and precautions: Patients must be clearly advised
that the therapy is to be administered once a week, and not every day.
Patients receiving therapy should be appropriately monitored. Doses
exceeding 20 mg/week can be associated with signiﬁcant increase in
toxicity, especially bone marrow suppression. The possible risks of effects
on reproduction, pregnancy loss and congenital malformations should
be discussed with male and female patients of childbearing potential.
Methotrexate contact with skin and mucosal membranes is to be avoided;
in cases of contamination rinse the area with plenty of water. Interactions:
Consult SmPC for detailed information on interactions. Undesirable

effects: See SmPCs for full list of undesirable effects. Very
common: Stomatitis. Dyspepsia. Appetite loss. Abdominal pain. Nausea.
Abnormal liver function tests (increased Alanine aminotransferase
(ALAT), Aspartate aminotransferase (ASAT), alkaline phosphatase and
bilirubin). Common: Leukopenia. Anaemia. Thrombopenia. Headache.
Tiredness. Drowsiness. Pneumonia. Interstitial alveolitis/pneumonitis.
Oral ulcers. Diarrhoea. Exanthema. Erythema. Pruritus. Uncommon:
Pharyngitis. Pancytopenia. Precipitation of diabetes mellitus. Depression.
Confusion. Dizziness. Enteritis. Pancreatitis. Gastrointestinal ulceration
and bleeding. Cirrhosis, Fibrosis and fatty degeneration of liver. Arthralgia,
myalgia, osteoporosis. Inﬂammation and ulceration of bladder. Renal
impairment. Rare: Infection. Conjunctivitis. Sepsis. Allergic reactions.
Anaphylactic shock. Hypogammaglobulinaemia. Visual disturbances.
Pericarditis. Pericardial effusion. Pericardial tamponade. Thromboembolic
events. Pulmonary ﬁbrosis. Pneumocystis carinii pneumonia.
Shortness of breath and bronchial asthma. Pleural effusion. Acute
hepatitis. Renal failure. Anuria. Very rare: Lymphoma. Agranulocytosis.
Lymphoproliferative disorders. Severe courses of bone marrow
depression. Acute aseptic meningitis. Convulsions. Paralysis. Impaired
vision. Retinopathy. Haematemesis. Toxic megacolon. Hepatic failure.
Stevens-Johnson syndrome. Toxic epidermal necrolysis. Not known:
Eosinophilia. Encephalopathy/Leukoencephalopathy. Pulmonary alveolar
haemorrhage. Jaw osteonecrosis (secondary to lymphoproliferative
disorders). Legal classiﬁcation: POM. MA numbers: EU/1/16/1124/001
– 008. Further information available from: Nordic Pharma Ltd,
4045 Kingswood Road, Citywest Business Park, Co Dublin. Date of
Prescribing Information: July 2021. Item code: IE/21/NOR/008-00.
Adverse events should be reported. Reporting forms and
information can be found at www.hpra.ie. Adverse events
should also be reported to Nordic Pharma Ireland; info@
nordicpharma.ie or +353(0)1 4004141
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OTEZLA® can offer
solutions to the challenges
in this new environment

OTEZLA® has an established
efficacy and safety profile
for up to 5 years†1,2

No warnings regarding risk
of serious infection2

No contraindications
for concurrent use with
live vaccination2

A short half-life of 9 hours

Minimise frequency of
clinical appointments

Immunomodulatory mode of action2

No laboratory pre-screening, and no drug
specific blood monitoring required2

Means that OTEZLA® is rapidly cleared
from the body if administration
needs to be stopped2

Confidence not compromise in immune
response, down-regulation of proinflammatory cytokines and up-regulation
of anti-inflammatory cytokines

Make OTEZLA® the positive
choice for your psoriasis and
psoriatic arthritis patients
OTEZLA® (apremilast) 10mg, 20mg and 30mg film coated-tablets Brief Prescribing Information.
Refer to the Summary of Product Characteristics (SPC) before prescribing. Further information
is available upon request. Presentation: 10mg, 20mg and 30mg film coated-tablets. Indications:
Psoriatic arthritis: OTEZLA, alone or in combination with Disease Modifying Antirheumatic Drugs
(DMARDs), is indicated for the treatment of active psoriatic arthritis (PsA) in adult patients who have
had an inadequate response or who have been intolerant to a prior DMARD therapy. Psoriasis: OTEZLA is
indicated for the treatment of moderate to severe chronic plaque psoriasis in adult patients who failed
to respond to or who have a contraindication to, or are intolerant to other systemic therapy including
ciclosporine, methotrexate or psoralen and ultraviolet-A light (PUVA). Dosage and administration:
Treatment with OTEZLA should be initiated by specialists experienced in the diagnosis and treatment
of psoriasis or psoriatic arthritis. The recommended dose of OTEZLA is 30mg twice daily taken orally in
the AM and PM, approximately 12 hours apart, with no food restrictions. The film-coated tablets should
be swallowed whole. An initial dose titration is required per the following schedule: Day 1: 10mg in the
AM; Day 2: 10mg in the AM and 10 mg in the PM; Day 3: 10mg in the AM and 20mg in the PM; Day 4: 20mg
in the AM and 20mg in the PM; Day 5: 20mg in the AM and 30mg in the PM; Day 6 and thereafter: 30mg
twice daily in the AM and PM. No re-titration is required after initial titration. If patients miss a dose, the
next dose should be taken as soon as possible. If it is close to the time for their next dose, the missed
dose should not be taken and the next dose should be taken at the regular time. Patients with severe
renal impairment: The dose of OTEZLA should be reduced to 30mg once daily in patients with severe
renal impairment (creatinine clearance of less than 30mL per minute estimated by the Cockcroft-Gault
equation). For initial dose titration in this group, it is recommended that OTEZLA is titrated using only
the AM doses and the PM doses be skipped. Paediatric population: The safety and efficacy of OTEZLA
in children aged 0 to 17 years have not been established. No data is available. Contraindications:
Hypersensitivity to the active substance(s) or to any of the excipients. OTEZLA is contraindicated in
pregnancy. Pregnancy should be excluded before treatment can be initiated. Special warnings and
precautions: Diarrhoea, nausea and vomiting: Severe diarrhoea, nausea, and vomiting associated with
the use of OTEZLA have been reported. Most events occurred within the first few weeks of treatment.
In some cases, patients were hospitalized. Patients 65 years of age or older may be at a higher risk
of complications. Discontinuation of treatment may be necessary. Psychiatric disorders: OTEZLA is
associated with an increased risk of psychiatric disorders such as insomnia and depression. Instances
of suicidal ideation and behaviour, including suicide, have been observed in patients with or without
history of depression. The risks and benefits of starting or continuing treatment with OTEZLA should
be carefully assessed if patients report previous or existing psychiatric symptoms or if concomitant
treatment with other medicinal products likely to cause psychiatric events is intended. Patients and
caregivers should be instructed to notify the prescriber of any changes in behaviour or mood and of any
suicidal ideation. If patients suffered from new or worsening psychiatric symptoms, or suicidal ideation
or suicidal attempt is identified, it is recommended to discontinue treatment with OTEZLA. Severe
renal impairment: See dosage and administration section. Underweight patients: OTEZLA may cause
weight loss. Patients who are underweight at the start of treatment should have their body weight
monitored regularly. In the event of unexplained and clinically significant weight loss, these patients
should be evaluated by a medical practitioner and discontinuation of treatment should be considered.
Lactose content: Patients with rare hereditary problems of galactose intolerance, total lactase
deficiency or glucose-galactose malabsorption should not take this medicinal product. Interactions:
Co-administration of strong cytochrome P450 3A4 (CYP3A4) enzyme inducer, rifampicin, resulted
in a reduction of systemic exposure of OTEZLA, which may result in a loss of efficacy of OTEZLA.
Therefore, the use of strong CYP3A4 enzyme inducers (e.g. rifampicin, phenobarbital, carbamazepine,

phenytoin and St. John’s Wort) with OTEZLA is not recommended. In clinical studies, OTEZLA has been
administered concomitantly with topical therapy (including corticosteroids, coal tar shampoo and
salicylic acid scalp preparations) and UVB phototherapy. OTEZLA can be co-administered with a potent
CYP3A4 inhibitor such as ketoconazole, as well as with methotrexate in psoriatic arthritis patients and
with oral contraceptives. Pregnancy, lactation and fertility: Women of childbearing potential should
use an effective method of contraception to prevent pregnancy during treatment. OTEZLA should not
be used during breast-feeding. No fertility data is available in humans. Undesirable effects: Psychiatric
disorders: In clinical studies and post-marketing experience, uncommon cases of suicidal ideation and
behaviour, were reported, while completed suicide was reported post-marketing. The most commonly
reported adverse reactions with OTEZLA in these indications are gastrointestinal (GI) disorders
including diarrhoea (15.7%) and nausea (13.9%). These GI adverse reactions generally occurred within
the first 2 weeks of treatment and usually resolved within 4 weeks. Adverse reactions reported in the
psoriatic arthritis and/or psoriasis clinical trial programme and post marketing experience include: very
common (≥ 1/10) diarrhoea*, nausea*; common (≥1/100 to <1/10) bronchitis, upper respiratory tract
infection, nasopharyngitis*, decreased appetite*, insomnia, depression, migraine*, tension headache*,
headache*, cough, vomiting*, dyspepsia, frequent bowel movements, upper abdominal pain*,
gastroesophageal reflux disease, back pain*, fatigue; uncommon (≥1/1,000 to <1/100) hypersensitivity,
suicidal ideation and behaviour, gastrointestinal haemorrhage, rash, urticaria, weight loss; not known
(cannot be estimated from the available data) angioedema. *At least one of these adverse reactions was
reported as serious. Please consult the SPC for a full description of undesirable events. Pharmaceutical
Precautions: Do not store above 30°C. Legal category: POM. Presentation and Marketing
Authorisation Numbers: Initiation pack containing 27 film coated tablets (4 x 10mg, 4 x 20mg, 19 x
30mg) - EU/1/14/981/001; 30mg film coated tablets in a pack size of 56 tablets - EU/1/14/981/002.
Marketing Authorisation Holder: Amgen Europe B.V. Minervum 7061, 4817 ZK Breda, The Netherlands.
Further information is available from Amgen Ireland Limited, 21 Northwood Court, Santry, Dublin D09
TX31. OTEZLA is a trademark owned or licensed by Amgen Inc., its subsidiaries, or affiliates. Date of
preparation: April 2020 (Ref: IE-OTZ-2000019).
Adverse reactions/events should be reported to the Health Products Regulatory Authority (HPRA)
using the available methods via www.hpra.ie. Adverse events should also be reported to Amgen
Limited on +44 (0)1223 436441.
† Otezla met the primary endpoint of the pivotal trials in psoriasis: PASI-75 response vs placebo at
16 weeks. ESTEEM 1: 33.1% (N=562) vs 5.3% (N=282); ESTEEM 2: 28.8% (N=274) vs 5.8% (N=137),
P<0.0001. OTEZLA met the primary endpoint of the pivotal trials in Psoriatic Arthritis: ACR 20 response
vs placebo at 16 weeks. PALACE 1: 38% (N=168) vs 19% (N=168), P≤0.001. PALACE 2: 32% (N=162) vs
19% (N=159) P≤0.01; PALACE 3: 41% (N=167) vs 18% (N=169) P≤0.001.2
References: 1. Kavanaugh et al. Arthritis Research & Therapy 2019: 21;118. 2. OTEZLA (apremilast).
Summary of Product Characteristics.

© 2020 Amgen Inc. All rights reserved.
Amgen Ireland Ltd., 21 Northwood Court, Santry, Dublin 9
IE-OTZ-0820-00002 | Date of preparation: September 2020
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Surge in calls to Irish Skin Foundation’s
’Ask a nurse’ helpline during
the COVID-19 pandemic
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Irish Skin Foundation, Charles Institute
for Dermatology, University College Dublin,
Dublin, Ireland
E-mail: atobin@tcd.ie
Conflict of interest: the authors declare that they
have no conflicts of interest.
Accepted for publication 4 May 2021

“This article published in the May 2021 edition of the
Clinical and Experimental Dermatology (CED) highlights a rise in calls to the Irish Skin Foundation’s ‘Ask
a Nurse’ helpline, during the COVID-19 pandemic.”
The Irish Skin Foundation (ISF) is a national Irish
charity dedicated to improving the quality of life for
people living with skin conditions. The ISF offers a
unique ‘Ask a Nurse’ helpline service delivered by
Dermatology Clinical Nurse Specialists, all of whom
work in clinical practice in hospital dermatology
units in Ireland, and are up to date with best practice/current treatments. The ISF ‘Ask a nurse’ helpline has provided a valuable service (as evidenced
by the 97% user satisfaction rating since the service
was set up in 2016) in addressing the concerns of
callers and supporting patients, and even more so
during the COVID-19 pandemic.
Since the imposition of the initial lockdown and public health restrictions in Ireland in March 2020, we
noticed a spike in the number of people contacting
the ISF for assistance. Comparing the first 12 weeks
of lockdown to the same 12-week period in 2019,
the helpline recorded a 66% increase in the volume
of calls. We attribute this increased activity to the
fact that most general practitioners (GPs) were not
conducting face-to-face consultations, and some
dermatology staff in secondary care were redeployed, thus reducing dermatology services and

36

leading to the cancellation of dermatology outpatient appointments. However, the helpline continued
operating through lockdown, with increased calls
relating to undiagnosed skin conditions, provision of
outpatient services and cutaneous presentations of
COVID.
The calls received were varied, with 33% of calls
being directly related to COVID-19 concerns. Users
sought guidance regarding safety of immunosuppressant medication and COVID-19, risks associated with autoimmune disease and COVID-19, and
the presence of possible COVID-19 rashes. Other
worries related to hand dermatitis, access
to services and management of skin flares due to
cancelled treatments during lockdown. Interestingly,
we had a 221% increase in the number of people
contacting us who did not have a diagnosis, because although many were anxious that their rash
could be linked with COVID-19, they were also
reluctant to visit GP surgeries for fear of exposure to
COVID-19.
For those callers with a diagnosis, there was a 61.5%
increase in queries relating to dermatitis/eczema,
compared with the same time period in 2019. The
most common cause for concern was hand dermatitis, attributed to the increased hand hygiene measures; consequently, managing and preventing hand
dermatitis was a common query. There was a 22%
increase in queries regarding psoriasis compared
with the same time period in the previous year, and
a 20% increase related to hidradenitis suppurativa.
These queries reflected a range of concerns, including possible risks associated with immunosuppressant medication, increased COVID-19 risk associated with underlying conditions, skin flaring due to
stress about COVID-19, cocooning (shielding), how
to manage psoriasis flares due to cancelled phototherapy, and reduced access to a dermatologist or
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GP. An increase of 175% in queries to the helpline
was registered related to acne, and a 43% increase
in enquiries regarding sun protection and moles. We
could not explain these increases Taking the year
2020 as a whole, we experienced a 55% increase in
queries compared to 2019.
The ISF continues to support those people living
with skin conditions that contact the service during
COVID-19.
The increased use highlights the utility of this service
in bridging the unavoidable gaps that emerged
during the pandemic. The helpline data highlight the
importance of having a reliable source of information for dermatology patients when other services
are unavailable.
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Irish Dermatology
Clinical Case Evening
The inaugural Irish Dermatology Clinical Case Evening was held virtually on Thursday 16th September,
sponsored by Relife. This series of evenings was proposed and organised by special registrar representatives
Dr Liz Keeling and Dr Cathal O’Connor to offer alternative access to clinical learning for Irish trainees given
pandemic-related disruptions to regional and national dermatology meetings. The format of the meetings is
six case presentations by Irish registrars on a chosen theme of interest, followed by a lecture from an international expert on the topic. The organising committee were delighted with a very high number of quality
abstract submissions, as well as a very high registration and turnout rate.
Case presentations by Dr Liz Keeling, Dr Emily Pender, Dr Fiona Lynch, Dr Laura Surgenor, and Dr Catriona
Gallagher highlighted a variety of interesting dermatoses in patients with darkly pigmented skin. Dr Ophelia
Dadzie, consultant dermatologist and dermatopathologist from London, gave an insightful talk on common
and unique dermatoses in people with darkly pigmented skin. The winner of the prize for best case presentation was Dr Catriona Gallagher.
The organisers would like to thank the speakers for their excellent talks, the audience for their participation,
and Relife for supporting the virtual platform and presentation prize, ensuring that the first night of the series
was a great success.
The next Dermatology Clinical Case Evening will take place on Thursday December 2nd, on the theme of
‘connective tissue disease’.

Dr Liz Keeling
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Dr Cathal O’Connor
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The COVID-19 pandemic continues to have a significant impact on
everyone, but for many people living with skin conditions it has caused
additional problems. Since the initial phase of public health restrictions
in March 2020, the ISF recorded a significant spike in the number of
people contacting the Ask-a-Nurse Helpline.
Throughout the pandemic, many hospital-based dermatology clinics
have been facilitating face-to-face consultations for urgent cases
and conducting all other appointments by phone or video call. Faced
with barriers accessing secondary care, while spending more time
on laptops and computers working from home, people are finding the
ISF website and resources primarily through online searches which

no diagnosis increased significantly, with feedback from users of the
Ask-a-Nurse Helpline often expressing a reluctance to visit a GP during
the pandemic. The number of queries regarding eczema, dermatitis
and acne increased, illustrating the rising incidence of hand dermatitis
resulting from excessive handwashing and breakouts on the face due
to prolonged wearing of face masks.

dermatology units throughout Ireland, to help bridge the gap for people
struggling to manage their skin condition during a time when public
health services have been restricted.”
ISF CEO, David McMahon said, “We would particularly like to thank our
Foundation Partners, AbbVie, LEO Pharma, Novartis, Sanofi, UCB and
Amgen, for their generous support, without which it would not be
possible to provide access to this valuable and much-needed service
to support all those affected by skin conditions in Ireland.”

ISF Clinical Helpline Manager, Carmel Blake commented, “In 2020, the
ISF experienced a massive 55% increase in queries to our Ask-a-Nurse
Helpline when compared to 2019 figures, showing the increased
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When a plain emollient
just isn’t enough…

…Adex Gel has an Added Extra anti-inﬂammatory, nicotinamide.
Whether patients need support stepping up from a plain emollient
or stepping down from topical corticosteroids, Adex Gel can help
maintain the condition of the skin and relieve ﬂares.
✓ A highly moisturising and protective emollient with an added
anti-inﬂammatory for dry, inﬂamed skin conditions including
mild to moderate eczema, contact dermatitis and psoriasis.
✓ For continuous use, to help prevent and treat ﬂares.
✓ Can be used all over the body including on the face. Suitable
for patients aged 1 year +.
✓ Does not contain topical corticosteroids.

Essential Information:
Adex™ Gel
Presentation: White opaque gel.
Uses: Highly moisturising and protective emollient with an ancillary
anti-inflammatory medicinal substance for the treatment and routine
management of dry and/or inflamed skin conditions such as mild
to moderate atopic dermatitis, various forms of eczema, contact
dermatitis and psoriasis.
Directions: Adults, the elderly and children from 1 year of age. For
generalised all-over application to the skin. Apply three times daily
or as often as needed. Adex Gel can be used for as long as necessary
either occasionally, such as during flares, or continuously if the added
anti-inflammatory action is beneficial. Seek medical advice if there
is no improvement within 2-4 weeks.
Contra-indications, warnings, side effects etc: Do not use if
sensitive to any of the ingredients. Keep away from the eyes, inside
the nostrils and mouth. Temporary tingling, itching or stinging may
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occur with emollients when applied to damaged skin. Such symptoms
usually subside after a few days of treatment, however, if they are
troublesome or persist, stop using and seek medical advice. Rarely
skin irritation (mild rashes) or allergic skin reactions can occur on
extremely sensitive skin, these tend to occur during or soon after the
first few uses and if this occurs stop treatment. Vitamin B derivative
requirements are increased during pregnancy and infancy, however
with prolonged use over significant areas, it may be possible to exceed
the minimum recommended levels of nicotinamide in pregnancy.
Safety trials have not been conducted in pregnancy and breast feeding
therefore, as with other treatments, caution should be exercised,
particularly in the first three months of pregnancy.
Instruct patients not to smoke or go near naked flames. Fabric
(clothing, bedding, dressings etc) that has been in contact with this
product burns more easily and is a potential fire hazard. Washing
clothing and bedding may reduce product build-up but not totally
remove it.

AdexGel.ie
Ingredients: Carbomer, glycerol, isopropyl myristate, liquid paraffin,
nicotinamide, phenoxyethanol, sorbitan laurate, trolamine, purified water.
Pack sizes and NHS prices: 100g tube and 500g pump pack.
Legal category: Class III medical device with an ancillary medicinal
substance.
Further information is available from the manufacturer: Dermal
Laboratories, Tatmore Place, Gosmore, Hitchin, Herts, SG4 7QR, UK.
Date of preparation: October 2019.
‘Adex’ is a trademark.
Adverse events should be reported to Dermal.
ADXPR193/I/DEC19

Recommend Adex Gel and see the results
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Dermal: Adex Gel ROI HCP Adv Job no: 03202 Size: 297 x 210 mm Bleed: 3 mm
Supply as: HR PDF

Dermatology 10,000 steps a day
challenge undertaken by the
Dermatology team at the
Royal Victoria Hospital, Belfast

In March 2021, members of the Dermatology Team in the Royal Victoria Hospital Belfast took up the
10,000-steps-a-day challenge to raise money for Cancer Focus Northern Ireland. The local charity provides
support for patients and their families living with cancer. They fund scientific research, advocate for cancer
care policy and offer cancer detection prevention education programmes including in skin cancers. The team
was made up of staff in various roles in the department and was a fun opportunity to get active, and raise
money for a worthwhile local charity. Participants engaged in a team WhatsApp group to encourage each
other along the way. The team shared daily step-count totals, as well as providing photographic evidence of
the steps in a variety of locations, weather and attires! The support received from friends, family and colleagues meant as a team we raised £5821(€6820) for Action Cancer.
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Psoriatic disease
is deeper than skin1
Start early with
The Complete
Cosentyx Approach™*

Psoriatic disease may be progressing inside the body, even if the skin looks clear.1
With The Complete Cosentyx Approach™, you can address the underlying cause of the
disease – and decrease systemic inflammation2

Look
BETTER

Fast and sustained
long-term efficacy in skin and
persistent troublesome areas3-6

Move
BETTER

Helps prevent future irreversible
joint damage7

Feel

BETTER
Fast and significant
improvement in quality of life4,9

Joint relief for patients with PsA,
including Axial symptoms8

Make Cosentyx your 1st-line treatment for psoriatic disease
Indications

Plaque psoriasis: Cosentyx is indicated for the treatment of moderate to severe plaque psoriasis in adults who are candidates for systemic therapy. Psoriatic
arthritis: Cosentyx, alone or in combination with methotrexate (MTX), is indicated for the treatment of active psoriatic arthritis in adult patients when the
response to previous disease-modifying anti-rheumatic drug (DMARD) therapy has been inadequate. Ankylosing spondylitis: Cosentyx is indicated for the
treatment of ankylosing spondylitis in adults who have responded inadequately to conventional therapy.10
ABBREVIATED PRESCRIBING INFORMATION
a serious infection, close monitoring and discontinue treatment until the infection resolves. Should not be given to patients
Please refer to the Summary of Product Characteristics (SmPC) before prescribing.
with active tuberculosis. Anti tuberculosis therapy should be considered prior to initiation in patients with latent tuberculosis.
COSENTYX (secukinumab)
Inflammatory bowel disease: Cases of new or exacerbations of inflammatory bowel disease have been reported with
Presentations: Cosentyx 150 mg solution for injection in pre-filled pen and Cosentyx 150 mg powder for solution for injection secukinumab. Secukinumab is not recommended in patients with inflammatory bowel disease. If a patient develops signs and
Therapeutic Indications: The treatment of moderate to severe plaque psoriasis in adults who are candidates for systemic symptoms of inflammatory bowel disease or experiences an exacerbation of pre-existing inflammatory bowel disease,
therapy; the treatment of moderate to severe plaque psoriasis in children and adolescents from the age of 6 years who are secukinumab should be discontinued and appropriate medical management should be initiated. Hypersensitivity reactions: In
candidates for systemic therapy, the treatment of active ankylosing spondylitis in adults who have responded inadequately to clinical studies, rare cases of anaphylactic reactions have been observed in patients receiving secukinumab. If an anaphylactic
conventional therapy; the treatment of active non-radiographic axial spondyloarthritis with objective signs of inflammation as or other serious allergic reactions occur, administration should be discontinued immediately and appropriate therapy initiated.
indicated by elevated C-reactive protein (CRP) and/or magnetic resonance imaging (MRI) evidence in adults who have Latex-sensitive individuals: The removable cap of the Cosentyx pre filled pen contains a derivative of natural rubber latex.
responded inadequately to non steroidal anti inflammatory drugs (NSAIDs); the treatment, alone or in combination with Vaccinations: Live vaccines should not be given concurrently with secukinumab. Patients may receive concurrent inactivated
methotrexate (MTX), of active psoriatic arthritis in adult patients when the response to previous disease modifying anti or non live vaccinations. Prior to initiating therapy with Cosentyx, it is recommended that paediatric patients receive all age
rheumatic drug (DMARD) therapy has been inadequate; Dosage & Method of Administration: Adult Plaque Psoriasis: 300 mg appropriate immunisations as per current immunisation guidelines. Concomitant immunosuppressive therapy: Use in
given as two subcutaneous injections of 150 mg. Dosing at Weeks 0, 1, 2, 3 and 4, followed by monthly maintenance dosing. combination with immunosuppressants, including biologics, or phototherapy have not been evaluated. Interactions: Live
Pediatric Plaque Psoriasis: The recommended dose is based on body weight (see Table 1 in SmPC for full details) and vaccines should not be given concurrently with secukinumab. In a study in adult subjects with plaque psoriasis, no interaction
administered by subcutaneous injection with initial dosing at weeks 0, 1, 2, 3 and 4, followed by monthly maintenance dosing. was observed between secukinumab and midazolam (CYP 3A4 substrate). No interaction seen when administered
Each 75 mg dose is given as 1 subcutaneous injection of 75 mg. Each 150 mg dose is given as 1 subcutaneous injection of 150 concomitantly with methotrexate (MTX) and/or corticosteroids. Caution should be exercised when considering concomitant
mg. Each 300 mg dose is given as 2 subcutaneous injections of 150 mg. The 150 mg solution for injection in pre-filled pen is use of other immunosuppressants and secukinumab. Fertility, Pregnancy and Lactation: Women of childbearing potential
not indicated for administration to paediatric patients with a weight <50 kg. Ankylosing Spondylitis (AS, radiographic axial should use an effective method of contraception during treatment and for at least 20 weeks after treatment. It is preferable
spondyloarthritis): The recommended dose is 150 mg by subcutaneous injection with initial dosing at Weeks 0, 1, 2 3 and 4, to avoid the use of Cosentyx in pregnancy as there are no adequate data from the use of secukinumab in pregnant women. It
followed by monthly maintenance dosing. Based on clinical response, the dose can be increased to 300 mg. Non-radiographic is not known whether secukinumab is excreted in human milk. A decision on whether to discontinue breast feeding during
axial spondyloarthritis (nr-axSpA). The recommended dose is 150 mg by subcutaneous injection with initial dosing at weeks treatment and up to 20 weeks after treatment or to discontinue therapy with Cosentyx must be made taking into account the
0, 1, 2, 3 and 4, followed by monthly maintenance dosing. Psoriatic Arthritis: For patients with concomitant moderate to severe benefit of breast feeding to the child and the benefit of Cosentyx therapy to the woman. The effect of secukinumab on human
plaque psoriasis or who are anti TNF inadequate responders, the recommended dose is 300 mg by subcutaneous injection fertility has not been evaluated. Undesirable Effects: Very common (≥1/10); Upper respiratory tract infections. Common
with initial dosing at Weeks 0, 1, 2, 3 and 4, followed by monthly maintenance dosing. Each 300 mg dose is given as two (≥1/100 to <1/10); Oral herpes, tinea pedis rhinorrhoea, diarrhoea, fatigue, nausea and headache Uncommon (≥1/1,000 to
subcutaneous injections of 150 mg. For all other patients, the recommended dose is 150 mg by subcutaneous injection with <1/100); Oral candidiasis, otitis externa, urticaria, neutropenia, conjunctivitis, lower respiratory tract infections and
initial dosing at Weeks 0, 1, 2, 3 and 4, followed by monthly maintenance dosing. Based on clinical response, the dose can be inflammatory bowel disease. Rare (≥1/10,000 to <1/1,000); Anaphylactic reactions, exfoliative dermatitis. Please see
increased to 300 mg. For all of the above indications, available data suggest that a clinical response is usually achieved within Summary of Product Characteristics for further information on undesirable effects. Legal Category: POM. Marketing
16 weeks of treatment. Consideration should be given to discontinuing treatment in patients who have shown no response up Authorisation Holder: Novartis Europharm Ltd, Vista Building, Elm Park, Merrion Road, Dublin 4, Ireland. Marketing
to 16 weeks of treatment. Some patients with initially partial response may subsequently improve with continued treatment Authorisation Numbers: EU/1/14/980/001, 004-005. Prescribing Information last revised: September 2020. Full
beyond 16 weeks. The safety and efficacy of Cosentyx in children with plaque psoriasis below the age of 6 years have not been prescribing information is available upon request from: Novartis Ireland Limited, Vista Building, Elm Park Business Park, Elm
established.The safety and efficacy in children below the age of 18 years in other indications have not yet been established. Park, Dublin 4. 01-2601255 or at www.medicines.ie. Detailed information on this product is also available on the website of
Contraindications: Severe hypersensitivity reactions to the active substance or to any of the excipients. Clinically important, the European Medicines Agency http://www.ema.europa.eu.
active infection (e.g. active tuberculosis). Warnings/Precautions: Infections: Secukinumab has the potential to increase the
risk of infections. Serious infections have been observed in patients receiving secukinumab in the post-marketing setting.
Reporting suspected adverse reactions of the medicinal product is important to Novartis and the HPRA.
Infections observed in clinical studies are mainly mild or moderate upper respiratory tract infections such as nasopharyngitis
It allows continued monitoring of the benefit/risk profile of the medicinal product. All suspected adverse reactions should
not requiring treatment discontinuation. Non serious mucocutaneous candida infections more frequently reported for
be reported via HPRA Pharmacovigilance, website www.hpra.ie. Adverse events could also be reported to Novartis
secukinumab than placebo in psoriasis clinical studies. Caution in patients with a chronic infection or a history of recurrent
preferably via www.report.novartis.com or by email: drugsafety.dublin@novartis.com or by calling 01 2080 612.
infection. Instruct patients to seek medical advice if signs or symptoms suggestive of an infection occur. If a patient develops
* The Complete Cosentyx Approach™ is defined as efficacy in both skin and persistent psoriasis manifestations in nails, scalp, palms,and soles, as well as psoriatic arthritis; controls irreversible structural damage (PsA) and improves quality of life.
PsA = psoriatic arthritis.
References: 1. Duffin KC et al. 2018 Las Vegas Dermatology Seminar. 1-3 November 2018; Las Vegas, NV, USA. Poster. 2. Krueger J et al. 24th World Congress of Dermatology. 10-15 June 2019; Milan, Italy. Poster 505. 3. Langley RG et al. N Engl J Med.
2014;371(4):326-338. 4. Bissonnette R et al. J Eur Acad Dermatol Venereol. 2018;32(9):1507-1514. 5. Reich K et al. 2017 Winter Clinical Dermatology Conference. 13-18 January 2017; Kohala Coast, HI, USA. Poster. 6. Reich K et al. 3rd Inflammatory Skin
Disease Summit. 12-15 December 2018; Vienna, Austria. Poster LB 6. 7. Novartis data on file. CAIN457F2342 (FUTURE 5): Week 104 Interim Report. May 2019. 8. Baraliakos X et al. Ann Rheum Dis. 2019;78. Abstract OP0235. 9. Strober B et al. J Am Acad
Dermatol. 2017;76(4):655-661. 10. Cosentyx Summary of Product Characteristics accessed October 2020.
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> LILLY'S COMMITMENT TO DERMATOLOGY

> LILLY IN IRELAND 2

Lilly has been in
Ireland since
1978 and
employs around
2,000 people,
with an
additional 500
contract staff

Lilly currently has a license for two medicines
across 3 indications to treat a spectrum of
patients with dermatologic conditions
We have been leveraging our expertise in
chronic conditions to help create brighter
futures for adults with rheumatic diseases

Global Business Solutions
Active Pharmaceutical Ingredient Manufacturing

Our work today is underlined by
our promise of uniting caring with

discovery

References:
1. Eli Lilly. 2021. Key Facts. [ONLINE] Available at: https://www.lilly.com/who-we-are /about-lilly/key-facts. [Last accessed 23
March 2021].
2. Eli Lilly Ireland. 2021. Lilly in Ireland. [ONLINE] Available at: https://www.lilly.ie/who-we-are/lilly-Ireland. [Last accessed 23
March 2021].

© 2021 Eli Lilly and Company. All rights reserved.
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The inaugural Quality in Care (QiC)
Dermatology Awards
The inaugural Quality in Care (QiC) Dermatology Awards in association with Dermatology in practice were
presented on Thursday 9th September.
The awards took place at the Reading office of the QiC Dermatology Awards sponsor, Sanofi Genzyme, and
were presented by Dr Hilary Jones. The award for `Outstanding Services in Dermatology’ was presented to
Sister Heather Kirker, department manager based at The Royal Victoria Hospital, Belfast.
Sister Kirker has worked within the Belfast Heath & Social Care Trust dermatology nursing service for over
34 years. She has been at the forefront of nursing innovation and development within the service, ensuring a
person-centred approach to patient care.
Her work has greatly improved Red Flag waiting times for patients with possible skin cancers alongside developing the first nurse in Northern Ireland with a specialist interest in genital Dermatology.
Sister Kirker continues to inspire the next generation of Dermatology nurses in Northern Ireland.

Photos – Sister Heather Kirker & Dr Hilary Jones
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Prize Winners
BURROWS CUP 2021

Winning abstract:
Dr Oonagh Molloy
The assessment of viral infection and its
role in psoriasis pathogenesis.
O. Molloy, J. Hassan, M. Carr, G. Gonzalez,
L.Tobin, A. Petrasca, N. Fagan, K. Hedman,
C. De Gascun, B. Kirby.
St Vincent’s University Hospital,
UCD School Of Medicine.
National Virus Reference Laboratory, UCD, Belfield.
Huslab, Department of Virology, University of Helsinki, Finland.

Aims:To assess JC virus, Epstein-Barr virus seroprevalence and viruria in 500 patients with psoriasis and
healthy controls.
Methods:491 patients with moderate to severe psoriasis were recruited from a specialist clinic. The final
study group was 421. De-identified antenatal serum (281) was used as healthy controls. The JC polyomavirus IgG enzyme immunoassay adapted from an assay developed at the University of Helsinki was validated
locally, performing ELISA on 702 sera. The seroprevalence of EBV (HHV-4) in both groups was tested using
EBNA. Urine was collected in 418 patients, but PCR was only carried out on seropositive/seroequivalent
patients (274).
Results: EBV seroprevalence was 82.5% in psoriasis patients compared to 87% of healthy controls.
JCV seroprevalence was positive 65% in psoriasis patients compared to 56% of healthy controls.
73 (26.6%) of seropositive/equivalent (318) patients were found to be viruric. The seroconversion rate was
~2- 3.4% per annum over a 5-year period.
Conclusion: The EBV seroprevalence in this study is in keeping with population studies citing seroprevalence
of up to 90%.
This is the first large study of its kind adding epidemiological information on JCV infection in psoriasis patients both in the setting of immunosuppression and in treatment naїve patients. We found that 35% are JCV
negative or equivocal and therefore not at risk of developing PML. This is the first study to show JCV seroconversion rate using a locally validated inhibition ELISA which may be used as a clinical tool to risk stratify
patients treated with dimethylfumarate.
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Runner-up abstract:
Dr Roisin Hambly
CCL-20 expression in the skin of hidradenitis
suppurativa patients predicts clinical response
to adalimumab.
Roisin Hambly,1,2,3 Solene Gatault,3,4 Luis Iglesias Martinez,4 Sean Kearns,5
Daniel Johnston,3 Helen Rea,1,5 Vivian Marasigan,1,5 Kate Lynam-Loane,5
Shivashini Kirthi,1 Rosalind Hughes,1 Peter Doran,5 Jean Fletcher,6
Walter Kolch,4,7 Brian Kirby.1,2,3
1. The Charles Centre, Department of Dermatology, St Vincent’s University Hospital. 2. University College
Dublin School of Medicine and Medical Sciences. 3. Charles Institute of Dermatology, School of Medicine,
University College Dublin 4. Systems Biology Ireland, School of Medicine, University College Dublin. 5.
Clinical Research Centre, St Vincent’s University Hospital. 6. Translational Immunology, Trinity Biomedical
Science Institute, Trinity College Dublin. 7. Conway Institute of Biomolecular & Biomedical Research,
University College Dublin.
Hidradenitis suppurativa (HS) pathogenesis is multifactorial incorporating genetic, microbiome, physiological/environmental factors, follicular occlusion and immune dysregulation. Adalimumab, the only licensed
treatment, is effective in approximately 50% of patients.
This was an investigator-led, open-label, single-arm clinical trial of adalimumab in HS. Patients underwent
clinical assessment and skin biopsies at 0 and 12 weeks.
The primary aim was to examine the effect of 12 weeks of adalimumab on inflammatory profiles in skin using
whole cell RNA sequencing. Secondary aims were the efficacy of adalimumab and to identify predictors of
response to treatment using RNA sequencing.
Twenty patients with Hurley stage 2 (60%) and 3 (40%) were enrolled. Nineteen completed the study. 52.6%
achieved HiSCR.
4,244 differentially expressed genes (DEGs) were identified between lesional and non-lesional skin.
Antimicrobial peptides (AMPs) S100A7, S100A8 and S100A9 previously identified as abnormal in HS, were
in the top 20 DEGs. AMPs are part of the innate immune system and contribute to chronic inflammation in HS
through immune cell recruitment. Pathway analysis identified significant differences between lesional and
non-lesional skin particularly relating to immune function. We did not identify statistically significant DEGs
in lesional skin between week 0 and 12. Pre-treatment levels of CCL-20 RNA were higher in responders than
non-responders (p=0.0004). CCL-20 is known to be overexpressed in HS and may be important in maintaining inflammation through the Th17 pathway.
Our study provides rationale for investigating CCL-20 as a biomarker of adalimumab response in HS.
Acknowledgement: This project was conducted with the financial support of Science Foundation Ireland
and AbbVie under the SFI Strategic Partnership Programme Grant Number 15/SPP/3257. RH is currently
supported by an academic training grant under the Irish Clinical Academic Training Programme, supported
by the Wellcome Trust and the Health Research Board (Grant Number 203930/B/16/Z).
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SPRING 2021 POSTER PRIZE

Winner: Dr Julie MacMahon
HS lesion microenvironment supports
the recruitment and polarization of
pathogenic MAIT cells
J. Mac Mahon, C. Gallagher, A. Hogan, AM. Tobin,
Tallaght University Hospital, Maynooth University,

Background: Hidradenitis Suppurativa (HS) is a painful, chronic inflammatory disease of the hair follicle. Several inflammatory cytokines have been implicated in HS pathogenesis including IL-17. Mucosal
Associated Invariant T (MAIT) cells are “innate” T cells, which are capable of robust cytokine secretion. Upon
activation, MAIT cells rapidly secrete a milieu of cytokines including IL-17. The role of MAIT cells in HS is
unknown.
Methods: We investigated MAIT cell frequency, phenotype and functionality in a cohort of patients with HS
using multi-colour flow cytometry, rtPCR and ELISA. We also characterized the chemokine and cytokine
profile of the HS lesion microenvironment using ELISA and rtPCR. Finally, using tissue conditioned media we
investigated the impact of the HS lesion microenvironment on healthy MAIT cells.
Results: In this study we show that circulating MAIT cells are altered in HS with reduced frequencies and an
IL-17 phenotype. We also noted high expression of the chemokine receptor CCR6. To determine if MAIT cells
could be migrating to the lesion, we assessed the CCR6 ligand CCL20, and demonstrate that it is elevated in
the lesions from patients with HS but not adjacent skin. Using a transwell system, we show that MAIT cells actively migrate toward CCL20. Our previous work demonstrated increased IL-17+ MAIT cells in the lesions of
HS patients. Here we show that HS lesion conditioned media polarized MAIT cells towards IL-17 production.
Conclusion: The HS lesion microenvironment supports the recruitment and polarization of pathogenic MAIT
cells via a CCR6-CCL20 axis.
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Runner-Up: Dr Dr Liz Keeling
Gender and immunosuppression impact Merkel Cell Carcinoma(MCC)
diagnosis and prognosis. A population based cohort study.
E. Keeling1, E. O’Leary2, S. Deady3, JP. O’Neill4, P. Conlon4, F. Moloney5,
1. Galway University Hospital
2. National Cancer Registry Ireland
3. Beaumont Hospital
4. Mater Misericordiae University Hospital

This study examines epidemiological, clinical and outcome data for MCC within the Irish population,
including organ transplant recipients (OTR) over a 20 year period, focusing on the effect of gender
and chronic immunosuppression on diagnosis and prognosis. Cases from 1/1/1994 to 31/12/2014
were identified from NCRI. Covariates of interest: age, location, period of diagnosis, deprivation-status,
keratinocyte cancers (KC).
We identified 314 cases, female predominance (53.8%), with 100% increase in incidence in second
decade. Average age: 77.6 years (male 75.07, female 79.69). There was a statistically significant difference
between genders for location (p <0.001). 40% had a history of KC. Four patients had melanoma.
No patient developed >1 MCC. 53% occurred in the two most deprived groups. At censoring, 106 patients
were alive (56 male, 50 female). 31% of patients died from MCC, average survival 3.5 years.
Ten OTR developed MCC, all males (1 heart, 9 renal transplants). SIR for MCC in OTR: 59.96. Average
age at diagnosis 65.1 years, average time from transplantation to MCC 14.07 years. All had history of KC.
Seventy-percent died from MCC, median survival 0.14 years.
In multivariate all-cause survival analysis, OTR, older patients, MCC not located on head/neck, were at
greater risk of dying. In competing risks regression, females had a non-significantly higher hazard of dying.
OTR and less deprived were at significantly increased risk of dying from MCC.
This study suggests that while females had a reduced risk in all cause survival analysis compared to males,
this difference was not significant. In cause specific analysis, females had a higher risk of dying from MCC,
which was non significant. Interestingly, females were shown to develop MCC at an older age, more frequently on sites less typically sun exposed, are less likely to have had prior keratinocyte cancers, and have a longer
survival time than their male counterparts. This study suggests that there are a cohort of MCC patients who
tend to be younger males, with MCC that is more likely to occur on the head and neck in association with a
history of previous KCs. Further studies correlating MCPyV status and UV mutational load of tumours in these
groups are required. We further demonstrate a significantly increased incidence of MCC in male OTR, with
an earlier age at presentation, association with other KC and significantly reduced median survival.
This study, supports epidemiological trends around increasing MCC incidence but also identifies a number
of gender related patterns that warrant further investigation. As the incidence of MCC continues to increase,
clinicians should consider it as a differential diagnosis for all rapidly enlarging skin nodules and plaques.
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SHARED RESULTS

SHARED RELIEF

DUPIXENT (dupilumab) for the treatment of moderate-to-severe atopic dermatitis (AD) in
adult and adolescents (12 years or older) is now reimbursed2
DUPIXENT is indicated for the treatment of
moderate-to-severe AD in patients aged 12 years
or older who are candidates for systemic therapy1

Dupixent▼ (dupilumab) solution for injection in a pre-filled
syringe or pen (Atopic Dermatitis)
Please refer to the Summary of Product Characteristics (SmPC)
before prescribing.
Presentations: Dupixent 200 mg solution for injection in a prefilled syringe or pen, containing 200 mg of dupilumab in 1.14 ml
solution (175 mg/ml) or Dupixent 300 mg solution for injection in
a pre-filled syringe or pen, containing 300 mg of dupilumab in 2 ml
solution (150 mg/ml). Indication: Dupixent is indicated for the
treatment of moderate-to-severe atopic dermatitis in adults and
adolescents 12 years and older who are candidates for systemic
therapy. Dupixent is indicated for the treatment of severe atopic
dermatitis in children 6 to 11 years old who are candidates for
systemic therapy.Dosage and Administration: Treatment should
be initiated by healthcare professionals experienced in the
diagnosis and treatment of atopic dermatitis. Dupixent should be
administered as subcutaneous (SC) injection, into the thigh or
abdomen, except for the 5 cm around the navel. The upper arm can
be used if not self-administered. Dupixent can be used with or
without topical corticosteroids. Topical calcineurin inhibitors
should be reserved for problem areas only, such as the face, neck,
intertriginous and genital areas. Adults: the recommended initial
dose of Dupixent is 600 mg (two 300 mg injections), followed by
300 mg given every other week (EOW). Adolescents (12-17 years)
with body weight <60 kg: the recommended initial dose of
Dupixent is 400 mg (two 200 mg SC injections), followed by 200
mg EOW. Adolescents (12-17 years) with body weight ≥60 kg: the
recommended initial dose of Dupixent is 600 mg (two 300 mg SC
injections) followed by 300 mg EOW. Children 6 to 11 years of age
with body weight 15 kg to <60 kg: the recommended initial dose
of Dupixent is 300 mg on Day 1, followed by 300 mg on Day 15.
Subsequent doses of 300 mg every 4 weeks (Q4W) starting 4
weeks after Day 15 dose. The dose may be increased to 200mg
EOW in these patients based on physician’s assessment. Children
6 to 11 years of age with body weight ≥ 60 kg: the recommended
initial dose of Dupixent is 600 mg (two 300 mg injections),
followed by 300 mg EOW. Missed dose: If a dose is missed,
administer the dose as soon as possible. Thereafter, resume dosing
at the regular scheduled time. No or partial response:
Consideration should be given to discontinuing treatment in
patients who have shown no response after 16 weeks of treatment
for atopic dermatitis. Some patients with initial partial response
may subsequently improve with continued treatment beyond 16
weeks. If Dupixent treatment interruption becomes necessary,
patients can still be successfully re-treated. Proper training should
be provided to patients and/or caregivers on the preparation and
administration of Dupixent prior to use according to the
Instructions for Use (IFU) section in the package leaflet. Special
populations: Elderly patients (≥65 years): No dose adjustment
recommended. Renal impairment: No dose adjustment in patients
with mild or moderate renal impairment. Very limited data
available in patients with severe renal impairment. Hepatic

Conditional reimbursement of DUPIXENT on the High-Tech Arrangement
under a managed access protocol is confined to the treatment of
moderate-to-severe refractory AD in adults and adolescents 12 years
and older for whom immunosuppressant treatment has failed or is not
tolerated or is contraindicated.2

impairment: No data available. Paediatric patients <6 years: No
data available. Method of administration: The dupilumab prefilled pen is not intended for use in children below 12 years of age.
For children 6 to 11 years of age with severe atopic dermatitis, the
dupilumab pre-filled syringe is the presentation appropriate for
administration
to
this
population.
Contraindications:
Hypersensitivity to the active substance or to any of the excipients.
Warnings and Precautions: Traceability: In order to improve the
traceability of biological medicinal products, the name and the
batch number of the administered product should be clearly
recorded. Hypersensitivity: If a systemic hypersensitivity reaction
(immediate or delayed) occurs, administration of Dupixent should
be discontinued immediately and appropriate therapy initiated.
Anaphylactic reactions and angioedema have occurred from
minutes up to seven days post injection. Helminth infection:
Patients with known helminth infection were excluded from the
clinical trials. Dupixent may influence the immune response
against helminth infections by inhibiting IL-4/IL-13 signaling.
Patients with pre-existing helminth infections should be treated
before initiating Dupixent. If patients become infected while
receiving treatment with Dupixent and do not respond to antihelminth treatment, treatment with Dupixent should be
discontinued until infection resolves. Conjunctivitis and keratitis
related events: Conjunctivitis and keratitis related events have
been reported with dupilumab, predominantly in atopic dermatitis
patients. Some patients reported visual disturbances (e.g. blurred
vision) associated with conjunctivitis or keratitis. Patients should
be advised to report new onset or worsening eye symptoms to
their healthcare provider. Patients treated with Dupixent who
develop conjunctivitis that does not resolve following standard
treatment or signs and symptoms suggestive of keratitis should
undergo ophthalmological examination, as appropriate. Comorbid
asthma: Patients with comorbid asthma should not adjust or stop
their asthma treatments without consultation with their physicians.
Patients with comorbid asthma should be monitored carefully
following discontinuation of Dupixent. Vaccinations: Live and liveattenuated vaccines should not be given concurrently with
Dupixent as clinical safety and efficacy has not been established.
It is recommended that patients should be brought up to date with
live and live-attenuated immunisations in agreement with current
immunisation guidelines prior to treatment with Dupixent. Sodium
content: This medicinal product contains less than 1 mmol sodium
(23 mg) per 300 mg dose, i.e. is essentially “sodium-free”.
Interactions: Patients receiving Dupixent may receive concurrent
inactive or non-live vaccinations. One study evaluating the
pharmacokinetic effects of Dupixent on CYP substrates did not
indicate clinically relevant effects of Dupixent on CYP1A2, CYP3A,
CYP2C19, CYP2D6 or CYP2C9 activity. Fertility, pregnancy and
lactation: Animal studies do not indicate direct or indirect harmful
effects with respect to reproductive toxicity. There are limited data
from the use of Dupixent in pregnant women. Animal studies do
not indicate harmful effects. Dupixent should be used during

pregnancy only if the potential benefit justifies the potential risk
to the foetus. It is unknown whether Dupixent is excreted in
human milk or absorbed systemically after ingestion. A decision
must be made whether to discontinue breast-feeding or to
discontinue Dupixent therapy taking into account the benefit of
breast feeding for the child and the benefit of therapy for the
woman. Adverse effects: Adults: Common (≥1/100 to <1/10):
Arthralgia, conjunctivitis*, conjunctivitis allergic*, eosinophilia,
injection site reactions (erythema, oedema, pruritis, pain, and
swelling), oral herpes*. Uncommon (≥ 1/1,000 to < 1/100):
Angioedema, blepharitis*†, eye pruritis*†, keratitis*. Rare
(≥ 1/10,000 to < 1/1,000): Anaphylactic reaction, serum sickness
reaction, serum sickness-like reaction, ulcerative keratitis*†. *Eye
disorders and oral herpes occurred predominately in atopic
dermatitis studies. †The frequencies for eye pruritus and
blepharitis were common and ulcerative keratitis was uncommon
in atopic dermatitis studies. Serious adverse reactions: eczema
herpeticum, infections and immunogenicity have also been
reported. Adolescents (12–17 years) and children (6–11 years):
The long-term safety profile of Dupixent observed in patients
6–17 years of age was consistent with that seen in adults with
atopic dermatitis. Legal Classification: POM. List Price GB & NI:
Pack containing 2 x pre-filled syringes or pens: £1,264.89. IE: Price
on application. Marketing Authorisation Holder: Sanofi-Aventis
groupe - 54, rue La Boétie, 75008 Paris, France. Marketing
Authorisation Numbers: 2 x 200 mg pre-filled syringe:
EU/1/17/1229/010; 2 x 300 mg pre-filled syringe:
EU/1/17/1229/006. 2 x 200 mg pre-filled pen: EU/1/17/1229/014;
2 x 300 mg pre-filled pen: EU/1/17/1229/018. Further
information is available from: GB & NI: Medical Information,
Sanofi, 410 Thames Valley Park Drive, Reading, Berkshire, RG6 1PT,
UK. uk-medicalinformation@sanofi.com. IE: Sanofi, 18 Riverwalk,
Citywest Business Campus, Dublin 24 or contact IEmedinfo@
sanofi.com. Date of preparation: June 2021.
MAT-IE-2101012(v1.0)
Adverse events should be reported.
Reporting forms and information can be found at
www.mhra.gov.uk/yellowcard or search for MHRA
Yellow Card in the Google Play or Apple App Store.
Adverse events should also be reported
to the Sanofi drug safety department on
Tel: 0800 0902 314. Alternatively, send via
email to UK-drugsafety@sanofi.com
In Ireland:
www.hpra.ie email: medsafety@hpra.ie
Adverse events should also be reported to Sanofi Ireland Ltd.
Tel: 01 403 5600. Alternatively, send
via email to IEPharmacovigilance@sanofi.com

For full information please see the DUPIXENT Summary of Product Characteristics.
AD, atopic dermatitis. | References: 1. DUPIXENT Summary of Product Characteristics. Available at: https://www.medicines.org.uk/emc/product/
8553/smpc. Date accessed: October 2021. 2. HSE Managed Access Protocol Dupilumab. Available at: https://www.hse.ie/eng/about/who/cspd/ncps/
medicines-management/managed-access-protocols/dupilumab/hse-managed-access-protocol-dupilumab.pdf. Date accessed: October 2021.

Sanofi and Regeneron are collaborating in a global development programme and commercialisation for Dupixent.
Copyright © 2021 Genzyme Therapeutics Limited. All rights reserved.
MAT-IE-2101402(v1.0) | Date of preparation: October 2021
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Dates for
Diary 2022
IAD SPRING MEETING 2022
Thursday 5th - Saturday 7th May
The Grand Hotel, Malahide,
Co. Dublin &
The Mater Misericordiae
University Hospital, Dublin

10th Annual Scientific
Meeting 2021
Friday 3rd December 2021
UCD O’Reilly Hall, Dublin
- In Person & Virtual (A Hybrid Event)

IAD AUTUMN MEETING
2022
Thursday 29th
& Friday 30th September
Midlands Hotel Portlaoise

SAVE THE DATE
Call for Abstracts & Posters
Please submit abstracts
for review to:
abstracts@ccis.ie
Abstracts submission deadline:
Friday 29th October
5.00pm
For further information, please contact:

Fiona Enright - CCIS The Conference Company
fiona@ccis.ie | 061 475 908

In association
with
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WHOLE OAT
EXTRACT

OAT FLOUR

OAT OIL

CERAMIDES

NATURE.
NURTURED
BY SCIENCE.
Our triple oat complex harnesses the goodness from
the oat and combines it with protective ceramides.
Creating a formula that helps to improve the skin’s
natural microbiome balance, leaving skin more resilient
and healthy looking from day 1. That’s why 90%
of customers like yours say they felt immediate
comfort after using Aveeno® Dermexa Daily
Emollient Cream.1
So when you’re next faced with the question
– how can I treat my dry and irritated skin?
Recommend Aveeno® Dermexa.

1. HTC Survey of 144 participants, January 2021
IE-AV-2100044
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