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pancreaticos con o sin obstruccion biliar o abscesos
hepaticos®>.

Su diagnostico inicial es fundamentalmente por la ima-
gen. Si bien debe existir una alta sospecha diagnostica, dado
que la clinica puede ser larvada y no siempre por un cuadro
clinico de dolor abdominal persistente y progresivo, incluso
con fiebre. La prueba de eleccion es la TAC que podra eva-
luar la complicaciéon y detectar el CE, como una imagen
radiopaca en el seno del area con signos radiologicos de
inflamacion o complicacion, en un gran porcentaje de los
casos, dadas las diferentes reconstrucciones en diferentes
planos que se pueden realizar®.

Su tratamiento de forma clasica ha sido quirurgico, si
bien cada vez se publican mas casos de manejo endoscépico,
siendo en su mayoria sencillo, rapido y sin complicaciones?.
Si el CE ha penetrado profundamente y no es visible desde
la luz digestiva, esta descrito su resolucion con la ayuda
de técnicas de ecoendoscopia para su deteccion y de disec-
cién submucosa para su extraccion®“. En nuestro caso el
CE estaba incluido en la pared gastrica si bien todavia se
observaba la ulceracion proximal por donde penetrd y con
una pinza de biopsia se pudo atrapar por su punta proxi-
mal y extraer. Llama la atencién la rapida mejoria clinica
del paciente tras su extraccion, hecho que se repite en la
literatura®>.

En conclusion, ante el diagnéstico de un CE afilado o pun-
tiagudo que penetra o perfora el aparato digestivo el intento
de su resolucion por endoscopia digestiva antes de la opcion
quirdrgica, es de eleccion dada la menor agresividad y alta
posibilidad de resolucion.
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Acute infection due to n
Mycobacterium marinum in a patient
with ulcerative colitis and metabolic
syndrome on infliximab therapy

Infeccién aguda por Mycobacterium marinum
en un paciente con colitis ulcerosa y sindrome
metabolico bajo tratamiento con infliximab

Opportunistic infections by atypical mycobacteria are rare
complications of anti-tumor necrosis factor (TNF)-« therapy.
We report the case of a patient with ulcerative colitis and
metabolic syndrome on infliximab who developed a cuta-
neous infection caused by Mycobacterium marinum.

A 54-year-old man was diagnosed with ulcerative rec-
tosigmoiditis in 1999 and treated with topical and oral
mesalazine with poor therapeutic adherence. There was a
history of obesity, type 2 diabetes mellitus, depressive syn-
drome and chronic heavy alcohol intake of 120 g ethanol/day
over the last 35 years. In November 2011, he was admitted
to the hospital because of a severe flare of ulcerative coli-
tis (UC). Contrast-enhanced ultrasound showed extension of
inflammation up to the splenic flexure and severe hepatic
steatosis. High-dose intravenous corticosteroids were inef-
fective. After screening for latent infections, an excellent

clinical response was obtained with infliximab at standard
induction doses. Before the second infusion dose of infli-
ximab, the patient presented with history of fever (39°C)
and appearance of a painful indurated erythematous nodule
on the back of the left hand with subsequent sporotrichoid
spread to the arm (Figures 1 and 2). He was not aware
of any trauma but reported to take care of a fish tank at
home. A skin biopsy showed positivity for non-tuberculous
mycobacteria and culture yielded growth of M. marinum.
Treatment with ethambutol (1200 mg/day) and rifampin was
prescribed, but after identification of the causative orga-
nism, rifampin was substituted by clarithromycin (500 mg
twice daily), and infliximab was stopped. During the next
4 years, the clinical course was characterized by intermit-
tent clearance and reappearance of the cutaneous infection
with negative and positive cultures, thus requiring multiple
antimicrobial combinations. In April 2014, quadruple treat-
ment with clarithromycin, trimethoprim-sulfamethoxazole,
ethambutol and rifampin (600 mg/day) was given. Definitive
clearance of the lesions and negative cultures for M. mari-
num were achieved in February 2016. During this 4-year
period, remission of the UC was maintained with mesala-
zine, although in May 2016, the patient presented a mild
flare, which was successfully treated with beclomethasone
dipropionate. Treatment with azathioprine was started. At
present, the UC is in remission, and there are no signs of
cutaneous infection.
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Figure 1

M. marinum has been rarely described as the causa-
tive organism of non-tuberculous cutaneous granulomas in
patients Crohn’s disease treated with anti-TNF-« drugs,’™*
with only a single previous case of a patient with UC treated
with infliximab.® Therefore, with the patient here described

Residual scar after antibiotic treatment.

Figure 2

Erythematous painful indurated nodule on the back of the left hand, with sporotrichoid spread to the arm.

there are apparently only two case reports of M. marinum
cutaneous infections in infliximab-treated patients with UC.
Most M. marinum infections in infliximab-treated patients
stem from aquarium exposure, cleaning fish tanks,'* alt-
hough Fallon et al.? reported an infection in the leg after
swimming on holiday in the Canary Islands. Definitive dia-
gnosis, however, is established by identification of the
microorganism in cultures of skin biopsies, which is positive
in 70-80% of cases. In our patient, cultures grew M. mari-
num but PRC amplification and DNA sequencing of the hsp65
gene fragment was not performed.

The rapid onset of infection, only 10 days after starting
treatment with infliximab and the torpid clinical course,
with intermittent phases of clearance and reappearance of
lesions despite early and aggressive therapy, may be explai-
ned by associated obesity, metabolic syndrome, and chronic
liver disease present in our patient combined with anti-TNF-
« therapy.

Optimal treatment for skin lesions has not yet been
established nor the duration of treatment. In our patient,
different antimicrobial combinations were administered
but clearance of lesions was finally achieved with clarith-
romycin, trimethoprim-sulfamethoxazole, ethambutol and
rifampin quadruple regimen. It seems advisable to prolong
treatment at least between 2 and 6 months after resolution
of the lesions. Given the protracted clinical course, anti-
microbial treatment was exceptionally maintained for 48
months. The decision to discontinue treatment with infli-
ximab should be individualized but in our case biological
therapy was withdrawn.

Infection caused by M. marinum in infliximab-treated
patients with inflammatory bowel disease should be
suspected in the presence of skin lesions with a sporo-
trichoid pattern of spread, especially when minor trauma
and history of injury from fish fins or exposure to conta-
minated water such as home fish tanks are recalled by the
patients.
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Submaxilitis aguda secundaria a la L)
toma de azatioprina en paciente con
enfermedad de Crohn

Azathioprine-induce acute submandibular
sialadenitis in a patient with Crohn’s disease

El tratamiento inmunosupresor con tiopurinas es utilizado
de forma muy habitual en la enfermedad inflamatoria
intestinal’-2. Presentamos el caso de una submaxilitis en un
paciente con enfermedad de Crohn (EC) relacionada con el
uso de azatioprina (AZA) y mercaptopurina (MP). Esta es la
primera comunicacion que describe dicho efecto secunda-
rio, por lo que nos parece muy relevante su publicacion.
Varén de 39 afos con EC diagnosticada en septiembre de
2016, A2 L3 B1 segln la clasificacion de Montreal. En febrero
de 2017, ante criterios de corticodependencia, se inicid
tratamiento con AZA a dosis de 2,5mg/kg. Dos semanas
mas tarde acudio al servicio de urgencias debido aL males-
tar general y dolor submandibular intenso. Destacaba en la
exploracion fisica inflamacion bilateral de las glandulas sub-
mandibulares y en su analitica leucocitosis y una elevacion
llamativa de la proteina c reactiva (PCR) a 179 mg/| (valores
normales: <5). En ese momento se prescribio antibiotera-
pia empirica con amoxicilina/clavulanico (875/125mg/8h)

y prednisona (50mg/dia y pauta descendente durante
10 dias), junto con la suspension de azatioprina, siendo la
mejoria completa.

En la revision, 2 meses después, se encontraba asinto-
matico desde el punto de vista otorrinolaringoldgico (ORL),
sin dolor y con ausencia en la exploracion fisica de datos
inflamatorios en las glandulas salivares. Sin embargo habia
comenzado de nuevo con diarrea y dolor en la fosa iliaca
derecha, y en la analitica se apreciaban reactantes de fase
aguda alterados, por lo que se decidid, ante la ausencia de
otros casos descritos de sialoadenitis con azatioprina, ini-
ciar terapia con mercaptopurina como inmunomodulador.
Tras la primera dosis de 50mg de MP, pautada junto con
budesonida oral, el paciente presentd de nuevo dolor e infla-
macion de ambas glandulas submandibulares, sin fiebre ni
otros datos de infeccion. Se realizd una ecografia donde se
objetivaba aumento de tamano bilateral de dichas glandu-
las, sin litiasis, quistes ni otras alteraciones (fig. 1), y la
serologia para el virus de la parotiditis, citomegalovirus y
virus de Epstein-Barr demostroé infeccion pasada, con IgG
positiva e IgM negativa.

El algoritmo de Naranjo, herramienta util para evaluar la
causalidad de una reaccion adversa medicamentosa, tiene
en cuenta entre otros datos la existencia de una relacion
temporal con la administracion del farmaco, la resolucion
tras su retirada, la recidiva del efecto adverso tras la

Figura 1

Ecografia de las glandulas submandibulares derecha e izquierda. Aumento de tamafo con heterogeneidad del parén-

quima y aumento de la vascularizacion. No imagenes de litiasis ni dilatacion de conductos excretores. No colecciones peri ni

intraglandulares.
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