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CD	(colonic)	>	UC	

EIMs	adversely	impact	QOL	(	e.g.	PSC,	VTE)		

Clinical	spectrum	of	EIMs	varies	from	mild	transitory	to	very	severe	lesions	-	
some\mes	more	incapacita\ng	than	the	intes\nal	disease		

Most	EIMs	parallel	IBD	except	AS,	Type	2	arthropathy,	uvei\s	
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		20-40%	of	IBD	pa\ents	will	have	at	least	one	EIM	in	life\me	

Cumula\ve	probability	of	2nd	EIM	is	70%	at	10	years	follow	up	

25%	have	EIMs	before	diagnosis	



Common	genes,	inflammatory	pathways,	
environmental	factors	-	there	are	:ssue-
specific	factors	

Immune-mediated	

Reac:ve	manifesta:ons	oOen	
associated	with	intes:nal	
inflamma:on	
Reflects	common	pathogenic	
pathway	(e.g.	arthri\s,	EN,	PG,	
apthtous	stoma\\s)	
	
Autoimmune	disease	independent	
of	bowel	disease	
e.g.	AS,	PSC,	psoriasis	

Non-immunological	

Metabolic	and	other	processes	
Osteoporosis,	biliary	or	urinary	
lithiasis,	anaemia	
	
Therapy-related	
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Commoner	EIMs	

Liver	
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Skin	

Liver	

Peripheral	arthri:s	
Ankylosing	spondyli:s/	
sacroilii:s	

Episcleri:s	
Anterior	uvei:s	
Iri:s	
Conjuc:vi:s	

Primary	sclerosing	cholangi:s	
Others	
	

Erythema	nodosum	
Pyoderma	gangrenosum	
Sweet	syndrome	
Psoriasis	
Aphtous	stoma::s	
Hidrani:s	suppura:va	
An:-TNF	induced	skin		
inflamma:on	
	
	
	



Other	EIMs	

Urogenital	

Mouth,	aural,	nasal	

Brain	

Lung	

	CVD,	CVA	
Mesenteric	ischaemia	
Hyperhomocysteinaemia	4x	>	
than	in	general	popula\on	

Peripheral	neuropathy	(rare)	
Venous	sinus	thrombosis	
Stroke	
Central	demyelina\on	
PRES	(infliximab)	
Vasculi\s	/arteri\s	Nephrolithiasis	

Secondary	amyloidosis	
Others	

Mouth	ulcera\ons,	
Pseudopolyps	
Labial	swelling	
OOen	associated	with	
perineal	disease	
Nasal	septal	abscess	
Hearing	loss	

Heart	



Rare	EIMs	
Associa\on	between	IBD	and	COPD	(1.8	-2x	risk,	independent	of	smoking)	
Most	common	is	drug-induced	parenchymal	disease	(5-ASA,	MTX)	

	
NB	-	Respiratory	symptoms	in	pa\ents	receiving	cor\costeroids,	immunomodulators,	
and/or	an\-TNF	therapy	may	indicate	a	serious	opportunis\c	infec\on	

	
Harbord	M	et	al.	J	Crohn's	and	ColiEs.	2016;	239–254	

Respiratory	EIMs	
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30%	IBD	pa\ents	have	abnormal	LFTs	
	
Chronic	Pancrea::s	
Exocrine	insufficiency	>	pain	
Pancrea\c	duct	abnormali\es	

Portal	Vein	Thrombosis	
IBD-specific	factors	-	intraabdominal	
abscesses,	fistulising	dx,	coli\s	severity,	
malnutri\on,	protein	loss,	drugs	

Hepatopancrea:c	EIMs	



Primary	Sclerosing	Cholangi:s	(PSC)	
	

Strong	associa\on	with	IBD		
75%	have	UC,	10%	CD	
Only	5%	of	UC	pa\ents	and	2%	CD	develop	PSC	
Increased	ALP	
Typical	MRCP	features	or	liver	biopsy	(small-duct	PSC	or	suspected	AIH)	
Hereditary	component	(16	suscep\bility	loci)	
Complica\ons	–	biliary	strictures	
CCA	

	

Treatment	
ERCP	with	sten\ng	
OLTx		
Indomethacin	(PEP)	
Prophylac\c	an\bio\cs	
Annual	surveillance	colonoscopy	
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Arthropathy	and	Arthri:s	

	
Most	common	EIM	(9-53%)	
Not	athralgia	
Axial	(F	=	M,	all	IBD	types)		
Peripheral	(F	>	M,	CD	>	UC)	
Colonic	>	SB	disease	
CD	>	UC	pancoli\s	>	L	sided	disease		
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Ankylosing	Spondyli:s	(AS)		

	
Ankylosing	Spondyli:s	(AS)	
Progressive	(1-10%),	inflammatory	back	pain	AND		
MRI/radiographic	features	of	sacroilii\s		
Radiological	evidence	of	sacroilii\s	occurs	in	20–50%	
Associated	with	HLAB27	(70%	vs	94%	in	idiopathic	SpA),		
therefore	unreliable	
Poor	prognosis,	poor	QOL	(increased	CRP	with	ac\ve	
inflamma\on	on	MRI)	
Related	to	AS	not	IBD	
	
Treatment	
Joint	management	with	rheumatologists	
Intensive	physiotherapy	
Short-term	NSAIDS	
SSZ,	MTX	have	limited	efficacy	
An\-TNF	for	intolerant/refractory	cases	
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Peripheral	Arthri:s	
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Type	1	
Pauciar\cular	(<	5	large	joints)	
Symptom	dura\on	<	10	weeks	
Asymmetric	
Parallels	ac\vity	

Type	2	
Polyar\cular	(>	5	joints	including	MCP)		
Months	to	years	
Symmetrical	
Independent	of	ac\vity	

Peripheral	arthropathy	based	on	signs	of	inflamma\on	and	exclusion		
of	other	specific	forms	of	arthri\s	
NOT	erosive	
Usually	coincides	with	IBD	
Prognosis	good	
Enthesopathies/dactyli\s	less	studied	
	

Treatment		
Trea\ng	underlying	IBD	sufficient	
Short-term	NSAIDS/local	steroids	symptoma\c	relief	
SSZ/MTX	may	have	a	role	(persistent	arthri\s)	esp	increased	ESR	
An\-TNF	(resistant	cases)	



Ocular	EIMs	
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Scleri:s	
Painful	
Rapidly	progressive	therefore	needs	urgent	referral	
Treatment		
Guided	by	an	ophthalmologist	
Topical/systemic	cor\costeroids	
AZA,	MTX	
infliximab,	adalimumab	(resistant	cases)	
	
	

	
	
Episcleri:s	
Most	common	
Painless,	asymptoma\c	
Parallels	ac\vity	
May	resolve	spontaneously	
Treatment	
Topical/systemic	NSAIDs	
Topical	cor\costeroids	(symptoma\c)	
Immunomodulators	and	an\-TNF	agents		
	
	
	



Ocular	EIMs	
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Iri:s	
Painful,	headaches,	photophobia	
Can	lead	to	loss	of	vision	
	
	

	
	
Uvei:s	
Bilateral,	symptoms	
Least	common,	most	serious	
Ooen	before	IBD	
Gene\c	associa\ons	(NOD2,	MICA)	
Immediate	slit	lamp	evalua\on	
Treatment	
Cor\costeroids,	cyclosporin	or	an\-TNFs	
	
	
	



Dermatological	EIMs	

Harbord	M	et	al.	J	Crohn's	and	ColiEs.	2016;	239–254	
Levine	J,	et	al.	Gastroenterolo	hepatol	(NY).	2011;	7:	235-241	
Trikudanathan	G,	et	al.	Drugs.2012;72(18):	2333-2349		
		
	

2-34%	of	IBD	pa\ents	
Diagnosis	is	on	clinical	grounds	based	on	characteris\c	features	
	

Erythema	nodosum	(EN)	
Associated	with	fa\gue,	arthralgia	
Parallels	disease	(CD>UC)	
Biopsy	rarely	necessary	(panniculi\s)	
Treatment	
Treat	underlying	IBD	
Cor\costeroids	
AZA,	infliximab,	or	adalimumab	
	
	
	
	
	

Pyoderma	gangrenosum	(PG)	
UC>CD	
Pathergy	
Variable	behaviour	w.r.t	clinical	course	in	
rela\on	to	disease	ac\vity	
Recurs	in	25%	
Treatment	
Daily	wound	care	
Cor\costeroids,	immunomodulators,	or		
an\-TNFs	
Topical/oral	calcineurin	inhibitors	(refractory)	
	



Drug-Induced	Dermatological	EIMs	
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Dermatological	EIMs	
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Hidrani:s	Suppura:va	(HS)	
?	Shared	IBD	pathogenesis	
NB	to	differen\ate	it	from	perianal	CD	
Typical	features:	skin	discolora\on,	
axilla,	groin	involvement	
	
	
	
	
	
	

	
An:-TNF	induced	skin	inflamma:on	
22%	of	pa\ents	treated	with	an\-TNF	
Eczematous/psoria\c	lesions	in	pa\ents	receiving	an\-TNFs	
F>M	
An\-neutrophilic	an\bodies	common	
Any	type	of	an\-TNF	
Treatment	
Topical	treatment	
An\-TNF	can	be	maintained	



Metabolic	EIMs	

Harbord	M	et	al.	J	Crohn's	and	ColiEs.	2016;	239–254	
		
	

Osteoporosis	(T<-2.5)	
Common	in	IBD	(5-37%)	
40-50%	have	osteopaenia	(T<-1	to	>-2.5)	
Factors	include	chronic	inflamma\on,	steroid	treatment,	extensive	SB	or	resec\on,	age,	
smoking,	low	physical	ac\vity,	nutri\onal	deficiencies	(e.g.	Vit	D)	
A	significant	propor\on	of	IBD	pa\ents	can	normalise	BMD	aoer	3	years	in	stable	
remission	
	
Treatment	
Treat	underlying	disease	
Weight-bearing	exercise,	stopping	smoking		
Adequate	dietary	calcium	1	g/day		
Calcium	and	Vit	D	prophylaxis	(steroids)	
Bisphosphonates	and	other	therapies		
Vitamin	D	800–1000	IU/day	
	



Haematologic	EIMs	
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Venous	thrombo-embolism	(VTE)	
At	least	2-fold	higher	in	IBD		
Related	to	IBD	ac\vity	
Fistulising	or	stenosing	disease	independently	associated	with	greater	risk	
Usual	RF	but	IBD-related	surgery	CD>UC	
NB:	other	chronic	inflammatory/bowel	diseases	e.g.	RA/CD	no	excess	risk	of	VTE	
IBD-related	mortality	is	increased	when	VTE	occurs	(17.0	vs	4.2	per	1000	hospitalisa\ons	
for	CD;	p	<	0.0001)	
	
Management	
Prophylaxis	is	recommended	in	hospital	
Considered	following	discharge	(incl	at	OPD)	and	aoer	recent	surgery	
Treatment	should	follow	established	an\thrombo\c	therapy	guidelines	(Vit	K/non-Vit	K	
antagonists,	NOACs)	
	









Summary	

		

Treat	underlying	IBD	
Treatment	based	on	severity	of	symptoms	and	disease	ac\vity		
	

EIMs	common	-	predate,	coincide	or	follow	IBD	diagnosis	

EIMs	indica:ve	of	greater	morbidity	in	IBD,		

Mul\disciplinary	team	is	best	

early	recogni\on	cri\cal	


