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Ad	hoc	committee	guidelines	for	housing	society

The	Fungal	Genetics	Conference	is	the	premier	meeting	for	the	international	community	of	fungal	geneticists.	The	conference	presents	cutting-edge	research	covering	a	wide	range	of	topics,	including	comparative	and	functional	genomics,	gene	regulation,	cell	biology,	biochemistry	and	metabolism,	population	and	evolutionary	genetics,	host-pathogen
interactions,	gene	education	and	more.	In	addition	to	the	Perkins/Metzenberg	lecture,	the	2022	meeting	will	feature	a	plenary	session	on	equity	and	inclusion,	workshops	organized	by	participants	and	a	wide	range	of	professional	development	and	networking	events	for	every	stage	of	career.	After	postponing	the	meeting	to	2021,	we	are	pleased	that
the	31st	Fungal	Genetics	Conference	will	be	held	in	person	at	the	grounds	of	the	Asilomar	Conference	in	the	beautiful	Pacific	Grove,	California.	This	107-acre	coastal	state	park	is	located	on	the	Monterey	Peninsula.	With	miles	of	trails	that	take	you	along	the	scenic	coastline	and	through	the	park,	it’s	the	perfect	place	to	learn,	share	research	and	meet
colleagues.	We	would	love	to	see	everyone	in	Pacific	Grove,	although	we	realize	some	may	not	be	able	to	travel.	For	those	who	fail	to	do	so	#fungal22	in	Pacific	Grove,	the	virtual	registration	will	offer	opportunities	to	present	in	addition	to	online	access	to	abstract	oral	presentations,	PDF	posters,	professional	development	events	and	more.	Gillian
Turgeon	Cornell	University	Gillian	Turgeon	is	Professor	and	Chair	of	the	Plant	Pathology	and	Biology	of	Plant	Microbes	in	the	School	of	Plant	Integrative	Sciences	at	Cornell	University.	His	research	focuses	on	the	molecular	mechanisms	of	fungal	virulence	for	plant	hosts	(interorganism	recognition)	and	filamentous	ascomycete	coupling	(intraorganism
recognition),	both	with	particular	attention	to	anosrep-ni	anosrep-ni	ad	enoizartsiger	orol	al	eraibmac	onossop	itnaraihcid	I	.otnemom	otseuq	ni	iliciffid	onos	oiggaiv	id	inaip	irutuf	i	eredner	ehc	omaidnerpmoC	.iradnoces	itilobatem	id	Virtual	or	virtual	per	person.	In	addition	to	implementing	a	warrant	of	vaccination	for	all	participants	in	person,	GSA
will	adher	you	at	the	latest	CDC,	state	and	local	guidelines	to	create	the	most	secure	meeting	environment.	Please	review	our	conference	policies	for	information	on	complete	policy	on	vaccinations,	cancellations,	code	of	conduct	and	registration	changes.	The	Genetics	Society	of	America	(GSA)	is	an	international	community	of	biologists	of	all	career
phases	and	over	50	countries.	15	March	-	20,	2022	Registration	PDF	Split	View	Article	content	of	content	and	video	tables	Video	Audio	Additional	data	The	introduction	and	extensive	use	of	new	immunosuppressive	agents,	including	biological	agents	and	jak	inhibitors,	have	revolutionized	the	treatment	of	inflammatory	intestinal	disease	[IBD]	In
recent	decades.	With	this	immunosuppression,	the	opportunistic	infection	potential	is	a	security	key	concern.	Opportunistic	infections	put	particular	problems	for	the	clinician;	They	are	potentially	serious,	often	difficult	to	recognize,	associated	with	morbilità	or	appreciable	mortality	and	are	demanding	to	treat	effectively.	The	first	guideline	on
opportunistic	infections	was	published	in	20091	followed	by	an	update	in	2014.2	New	evidence	in	this	field	and	vaccination	strategies	for	IBD	immunosuppresse	patients	led	the	European	Organization	of	Crohn	and	Colite	[here]	to	update	the	Previous	consensus	on	opportunistic	infections	in	IBD.	The	current	document	is	focused	on	viral,
mycobacteria,	bacterial,	fungal	and	parasitic	infections	and	on	vaccination	strategies	for	patients	with	IBD	immunosuppresso.	The	destination	audience	includes	IBD,	Gastroenterologists,	surgeons	and	pediatric	specialists.	To	organize	this	work,	35	Pico	[formatted	as	a	population,	intervention,	control	and	results]	were	raised	by	the	coordinators,
which	clinically	relevant	questions	in	opportunistic	infections	in	opportunistic	infections	in	opportunistic	infections	in	opportunistic	infections	in	IBD	and	in	the	field	of	vaccination.	These	were	based	on	both	previous	ones	from	2009	and	2014	and	on	new	clinical	issues	relevant	in	this	field.	The	working	group	consisted	of	gastroenterologists,
virologists,	experts	in	infectious	diseases	and	paediatric	patients.	Each	PICO	application	was	assigned	to	two	members	of	the	working	group.	Poiche.	©	not	all	relevant	clinical	issues	could	be	addressed	with	PIC	questions,	further	non-PIC	questions	on	clinically	relevant	topics	were	developed.	In	an	initial	conference	in	October	2019,	all	participants
discussed	the	PICO	and	not	PICO	applications	and	agreed	on	the	final	series	of	questions.	The	questions	were	classified	into	four	main	themes.	The	working	groups	then	carried	out	a	systematic	search	of	their	topics	with	the	appropriate	keywords	using	Medline/Pubmed,	the	Cochrane	database	and	their	archives.	The	level	of	evidence	[EL]	was
classified	according	to	the	Oxford	Centre	for	Evidence-Based	Medicine	of	2011	[EN]	Provisional	declarations	and	recommendations	on	the	guidelines,	including	supporting	texts,	were	then	published	on	a	two-shift	online	guidance	platform	where	all	participants	were	able	to	vote	on	the	declarations	for	PICO	and	not	PICO	applications.	The	ECCO
national	representatives	also	took	part	in	the	second	round	of	voting.	The	members	of	the	working	group	then	met	during	a	final	video	conference	on	the	web	in	September	2020	to	discuss	and	vote	on	statements	and	recommendations.	The	consent	was	defined	as	an	agreement	of	the	80%	participants,	defined	a	consent	declaration	and	numbered	for
convenience	in	the	document.	Declarations	based	on	PICO	applications	are	marked	with	an	asterisk	[*].	The	final	document	on	each	topic	was	prepared	by	the	group	leader	and	his	working	group.	Declarations	should	be	read	in	the	context	of	the	support	comments	and	not	separately.	For	Coherence,	the	Coordinators	reorganised	the	declarations	and
recommendations	and	merged	them	into	the	final	manuscript.	The	final	text	has	been	critically	reviewed	by	itnega	da	enoizisopse	,ovisserpposonummi	otnemattart[	inretse	irottaf	]2	e	e	,itnatimocnoc	eittalam	,	Ãte	ilauq[	etneizap	la	inretni	irottaf	]1	:ni	isividdus	eresse	onossop	oihcsir	id	irottaf	I	8»Â3.ivisserpposonummi	icamraf	id	osu	e	otillem	etebaid
,ehcinorc	eittalam	,]VIH[	anamu	azneicifedonummi​​âlled	suriv	ad	enoizefni	,atinegnoc	azneicifedonummi	,ataznava		Ãte	,enoizirtunlam	onodnerpmoc	DBI	ad	itteffa	itneizap	ien	ehcitsinutroppo	inoizefni	eL	2.otnemattart	ous	led	o	obrutsid	ortla	nu	id	etnenopsiderp	otteffe​​âlled	asuac	a	ivarg	eittalam	eracovorp	id	odarg	ni	¨Ã	am	,allun	o	atatimil	anegotap
	Ãticapac	anu	ah	,ilamron	eznatsocric	ni	,ehc	omsinagrorcim	nu	id	etrap	ad	avissergorp	etnemlareneg	enoizefni​​ânu	emoc	atinifed	eresse	²Ãup	acitsinutroppo	enoizefni​​ânU]3LE[	ataznava		Ãte​​âl	e	avitta	aittalam	al	,	Ãtilibromoc	el	,]IMB[	asebo	aeroproc	assam	id	ecidni​​âl	,enoizirtunlam	al	onos	ivittiderp	irottaf	irtlA	.]1LE[	enoizaicossa	ni	eralocitrap	ni
,ivisserpposonummi	itnega	noc	itattart	illeuq	onos	ehcitsinutroppo	inoizefni	id	oihcsir	a	DBI	DBI	noc	itneizap	ien	ehcitsinutroppo	inoizefni	id	irottiderp	I	.1.2	oihcsir	id	irottaf	e	enoizinifeD	.2	.otrepse	nu	id	ererap	li	otiresni	otats	¨Ã	,onutroppo	evo	,otnatreP	.itallortnoc	itazzimodnar	iduts	id		Ãtisracs	al	ettelfir	ehc	li	,ipmac	inucla	ni	ossab	etnemlareneg
¨Ã	aznedive	id	ollevil	lI.DBI	noc	isserpposonummi	itneizap	ien	enoizaniccav	id	eigetarts	e	]ehcimedne	inoizefni	noc	iseap	osrev	iggaiv	i	emoc[	iralocitrap	inoizautis	onougeS	.enignuf	e	ehcirettab	,ehcirettabocim	,ilariv	inoizefni	ehcificeps	us	onartnecnoc	is	itneuges	inoizes	el	,oihcsir	id	irottaf	ied	enoizinifed	allus	enoizes	anu	opoD	.OCIP	ilaizini	ednamod
elled	enidro​​âl	etnemairassecen	onottelfir	non	ehc	am	,etnavelir	etnemacinilc	enidro	nu	onouges	ehc	inoizes	esrevid	ni	osividdus	¨Ã	elanif	ottircsonam	lI.itnapicetrap	iad	otavorppa	e	otiubirtsid	eresse	id	amirp	acitsilits	aznereoc	rep	otaruc	otats	¨Ã	elanif	ottircsonam	lI	.otnematneiro	id	oppurg	led	etrap	onavecaf	non	ehc	itrepse	In	patients	with	IBD,
immunosuppressive	treatment	increases	the	risk	of	opportunistic	infections	If	you	wish,	please	contact	the	following	Web	address:	5.0	sv%11	Snitcephalous	erections	(bamixilfni	ro	bamumilada	htiw	detaert	era	ohw	sraey	56>	stneitap	rof	ksir	desaercni	dlof-02	a	ot	pu	na	se	se	ereht;noitalupop	immediatelv	ylralucitrap	a	eb	ot	raeppappa	stneitap
redlO,sraey	56	dna,05,54	sa	hcus,snoitcefni	citsinutroppo	rof	ksir	desaercni	htiw	detaicossa	was	sdlohserht	tnereffid,nevig	eb	na	ffo	ega	cificeps	oN	41,31.snoctc	Efni	hcus	rof	ksir	eht	esaercni	rehtruf]2m/gk	rep	70.1	RO[IMB	esebo	dna]13.2	RO[noitirtunlam	htoB	21.snoitcefni	citsinutroppo	fo	ksir	desaercni%03	a	htiw	detaicossa	si]IADC[xednI	ytivitcA
DC	eht	ni	esaerci	tniop-001	hcae]bamumilada	htiw	htiw	detaert	stneitap]DC	[hexaeside	are	hexacyte	hexacyte	hexacyte	hexacyte	hexacyte	hexacyte	hexacyte	hexacyte	hexacyte	hexafluorine	hexafluoride	hexafluorine	hexafluorine	hexafluorine	hexafluoride	hexafluorine	hexafluoride	hexafluorine	hexafluoride	hexafluoride	hexafluorine	hexafluoride
hexafluorine	hexafluoride	hexafluorine	hexafluoride	The	Court	held	that	the	Court	of	First	Instance	held	that	the	Court	of	First	Instance	had	not	held	that	the	Court	of	First	Instance	had	failed	to	fulfil	its	obligations	under	the	Treaty.	eerht	ro	owt	rof[5.41	ot]gurd	evisserppusonummi	eno	rof[9.2	morf	gnisaercni]RO[oitar	sddo	eht	htiw,ksir	ralucitrap	a
evah	seipareht	noitanibmoc,snoitcefni	citsinutroppo	rof	ksir	desaercni	na	htiw	detaicossa	lla	era	stnega]FNT	I'm	sorry.	I'm	sorry.	I'm	sorry.	I'm	sorry.	I'm	sorry.	I'm	sorry.	I'm	sorry.	I'm	sorry.	I'm	sorry.	I'm	sorry.	I'm	sorry.	ralucitrap	ni	seipareht	noitanibmoC	This	manuscript	includes	systemic	steroids,	methotrexate,	thiopurines,	calcination	inhibitors,
vedolizumab,	anti-TNF	agents,	IL-12/IL-23	antibodies	and	JAK	inhibitors.	The	different	degrees	of	immunosuppression	are	specified	in	Table	1.	Data	on	the	impact	of	immunosuppressive	drugs	on	the	development	of	opportunistic	infections	are	mixed.	A	recent	systematic	review	and	analysis	of	the	network	[including	randomised	clinical	trials	of	38]
did	not	find	a	significant	increase	in	infections	with	different	treatments	[including	combination	therapies]	compared	to	placebo.	In	addition,	the	SONIC	study	did	not	reveal	differences	between	azathioprine	alone,	infliximab	alone,	and	infliximab	plus	azathioprine	combined.	In	contrast,	retrospective	case-control	studies	and	future	registries	have
shown	an	increased	risk	for	patients	on	infliximab,	steroids,	azathioprine	or	6-mercaptopurine	[MP]	and	those	on	combination	therapies.	4.17	Infliximab	confers	a	particularly	high	risk,	which	appears	to	be	higher	than	other	IBD	therapies	such	as	thiopurines.	17€	A	more	recent	meta-analysis	of	fifteen	observational	studies	has	shown	an	increased	risk
of	infections	with	combination	therapy	compared	to	anti-TNF	agents	alone	and	with	anti-TNF	agents	compared	to	other	immunosuppressive	agents.	20	specific	immunosuppressive	drugs	are	associated	with	specific	risks	of	infection,	such	as	mycobacteria	and	bacterial	infection	with	anti-TNF	agents	and	viral	infection	with	thiopurines.	18,21	Table	1.
IBD	therapeutic	agents	and	different	degrees	of	immunosuppression.	Vedolizumab	shows	a	trend	towards	lower	levels	of	non-gastrointestinal	infections.	No	increases	in	opportunistic	infections	have	been	reported,	probably	due	to	its	intestinal	selectivity.	20,22	However,	enteric	infections	such	as	those	caused	by	Clostridioid	difficile	may	occur.	No
data	comparing	ustekinumab	and	tofacitinib	are	available	Anti-TNF	and	IBD	agents.	However,	recent	data	on	rheumatology	and	dermatology	suggest	less	Serious	infections	with	TOFACITINIB	and	Ustekinumab	compared	to	anti-TNF	agents.	24,25Table	1	Classifies	IBD	therapeutic	agents	in	the	following	four	degrees	of	immunosuppression:	1)	No
immunosuppression;	(2)	selective	immunosuppression;	3)	low	immunosuppression;	and	4]	severe	moderate	immunosuppression.	The	categorisation	of	the	degree	of	immunosuppression	should	assess	the	[potential]	risk	of	opportunistic	infections	in	a	single	patient	and	decide	whether	live	vaccines	can	be	safely	administered.	There	are	still	nuances	of
immunosuppression,	particularly	within	the	immunosuppression	group,	which	cannot	be	fully	reflected	by	this	category.	©	data	that	directly	compare	different	conventional	immunosuppressive	drugs	and	different	biological	ones	are	limited,	it	is	not	possible	to	distinguish	clearly	and	unambiguously	between	moderate	and	severe	systemic
immunosuppression.	Considering	that	calcineurin	inhibitors	(cyclosporin,	tacrolimus),	anti-TNF	agents,	TOFACITINIB	and	Ustekinumab	are	all	considered	to	induce	severe	moderate	immunosuppression,	for	other	agents	the	degree	of	immunosuppression	depends	on	the	mechanism	of	action,	dose,	duration	and	route	of	administration.	The	distinction
between	non-selective	or	low-grade	immunosuppression	or	severe	moderate	immunosuppression	has	direct	clinical	implications.	Considering	that	live	vaccines	are	contraindicated	in	patients	with	severe	moderate	immunosuppression,	the	administration	of	these	vaccines	may	be	discussed	on	a	case-by-case	basis	for	patients	with	selective	or	low
immunosuppression,	if	the	benefit	of	vaccination	outweighs	the	risk	[see	Section	8.2].	Methotrexate	can	be	considered	low-grade	immunosuppression	if	administered	at	one	dose	0,4	mg/	kg/	week	(corresponding	to	20mg	weekly).26	Similarly,	azathioprine	at	3	mg/kg/day	and	6-MP	at	doses	of	â​°1.5	mg/kg/day	can	be	considered	low-grade
immunosuppression.26	for	steroids,	dose,	duration	and	whether	they	act	periodically	Amohpmyl	fo	ksir	desaerci	na	htiw	stnasserppusonummi	na	stneitap	DBI	fo%57	ni	detceted	saw]VBE	(iv)	the	use	of	night-time	VMC	yramirp	as	a	means	of	avoiding	the	risk	of	accidents	at	work,	the	use	of	night-time	time	machines	to	prevent	accidents	at	work,	the
use	of	night-time	machines	to	prevent	accidents	at	work,	the	use	of	night-time	machines	to	prevent	accidents	at	work,	etc.]	(a)	the	avoidance	site	for	the	avoidance	of	the	effects	of	noitasilatipsoh	on	the	health	and	safety	of	the	thirteenth	FNT	vessel;	(a)	the	surivolagemotyc	fo	ksir	ehT	23.stneitap	desserppusonummi	is	not	detseggus	etar	etar	rehgi	a
dna	sraey	04>	stluda	ni%1.2	ot	pu	eb	ot	detamitse	neeb	sah	noctkfni]VAH[suriv	A	sititapeh	tnanimluf	fo	etar	ytilataf	ehT13,03.nigiro	fo	a	era	lacihpargoeg	ybe	last	day	of	the	ecracs	was	atad	lortnoc-esac,	noitalupop	lareneg	al	al	al	al	al	al	al	al	al	al	al	al	al	al	al	al	al	al	al	al	al	al	and	stneitap	DBI	VIH[suriv	ycneicifedonummi	deriuqca	namuh
dna,]VCH[suriv	C	sititapeh,]VBH[suriv	B	sititapeh	fo	ecnelaverp	eht	taht	etacidi	ediwdlrov	seiduts	trohoc	larves	hguohtlA]1LE[dednemmocer	donkey	and	gnineercs	surivamollipap	namuh	rof	raems	paP	A.]	1L.E.L.E.L.L.D.	on	the	basis	of	the	results	of	the	tests	carried	out	on	the	basis	of	the	results	of	the	tests	carried	out	(iv)	by	Mrs.	suriv	retsoz
allecirav,	surivolagemotyc,	suriv	rraB	A,	VIH,	C,	B,	A	sititapeh	rof	gnineercs	lacigoloreS	stcepsa	lareneG.1.3	snoitcefnI	lariV.3	92.sraey	56)	stneitap	ni	yad/gm	5<	ta	Session	rof	01.1	fo	RR	na	htiwoc	nehw	58.1	fo	snoitcefni	rof)	(i)	to	avoid	the	occurrence	of	serious	disturbances	in	the	course	of	the	night	and	to	avoid	the	occurrence	of	serious
disturbances	in	the	course	of	the	night;	tsum	yllacimetsys,	Primary	EBV	infection	in	EBV-negative	patients	appears	to	be	a	risk	factor	for	lymphoproliferative	disease,	although	the	absolute	risk	is	low.	36Therefore,	the	measurement	of	IgG	antibodies	against	HAV,	HBV,	HCV,	HIV,	EBV	and	patients	with	IBD	treated	with	immunosuppressants	have	a
higher	risk	of	high	grade	cervical	dysplasia	or	cancer	[OR:	1,34;	95%	CI:	1,34"1,46]	compared	to	the	general	population.	37	A	The	Pap	test	for	human	papillomavirus	screening	[HPV]	is	therefore	recommended	in	the	diagnosis	of	the	disease	for	all	women	suffering	from	IBD.	Seronegative	immunosuppressants	for	varicella	zoster	virus	(VZV)	IgG	are	at
risk	of	severe	varicella	and	require	prompt	post-exposure	prophylaxis	in	case	of	exposure.	The	determination	of	the	serological	status	in	patients	without	previously	documented	varicella,	herpes	zoster	or	vaccination	identifies	candidates	for	varicella	vaccination.	An	increase	in	the	risk	of	herpes	zoster	infection	[HZ]	has	also	been	observed	in	patients
with	IBD	compared	to	non-IBD	patients	[RR	1,74;	95%	IC:	1,57A'1,92	for	CD	and	RR:	1,40;	95%	IC:	1,31'	1,50	for	UC].38	A	dose-to-dose	relationship	has	been	observed	in	patients	with	CU	from	moderate	to	severe	treatment	with	tofacitinib	[global	incidence	rate	[IR]:	4,1;	95%	IC:	3,1A'5,2]39	and	patients	with	IBD	treated	with	JAK	inhibitors	[OR	1,57;
95%	IC:	1,04A'2,37].40	3.2.	Hepatitis	A	hepatitis	A	3.2.1.	Hepatitis	A	virus	and	vaccination	In	non-immune	patients,	hepatitis	A	vaccination	should	be	considered	before	starting	immunosuppressive	treatment	[EL5]An	anti-hepatitis	A	vaccine	is	usually	given	to	children	from	twelve	months	of	age.	Older	children	and	adults	can	be	vaccinated.	It	should
be	used	in	people	who	are	at	risk	or	travelling	to	countries	where	hepatitis	A	is	common.	Seroconversion	Usually	94-100%	after	the	second	dose	and	may	last	for	more	than	25	years	in	adults.41.42	The	absolute	lower	limit	of	Anti-HAV	AB	required	to	prevent	HAV	infection	has	not	been	defined.	©	the	sensitivity	of	the	current	tests	is	variable.	41,43,44
in	a	Park	et	al	study,	the	rate	of	seroconversion	in	patients	with	IBD	after	vaccination	was	97,6%.	However,	this	was	significantly	lower	than	patients	treated	with	anti-TNF	agents	[92,4%	vs	99,1%;	P	=	0001].	In	addition,	the	seroconversion	rate	was	significantly	lower	in	patients	treated	with	more	than	twice	an	immunosuppressant	[92,6%	vs	98,4%;	P
=	0.03].42Current	Recommendations	Suggest	post-exposure	prophylaxis	[vaccine	and	immunoglobulin	0,1	ml	/	kg]	within	14	days	of	exposure	for	non-vaccinated	patients,	immunosuppressants.	45-3.2.2.	Hepatitis	B	virus	3.2.2.1.	Vaccination	against	patients	with	HBV	with	IBD	should	be	vaccinated	against	hepatitis	B	to	reach	an	antibody	level	anti-
HBS>	10	IU	/	L	[EL1]	Reactivation	of	HBV	is	a	well	known	complication	of	immunosuppression.	In	retrospective	co-ordinate	studies	evaluating	the	outcome	of	HBV	infection	in	patients	with	IBD,	hepatic	insufficiency	due	to	viral	reactivation	has	been	described	in	a	high	percentage	of	immunosuppressed	patients.46,47	Current	Guide	therefore
suggests	that	all	patients	with	IBD	should	be	vaccinated	against	HBV.	An	IgGG>	10	IU/	L	is	consistent	with	the	response	to	vaccination.	The	retrospective	analysis	showed	that	vaccinated	patients	often	did	not	have	anti-hbs>	10	IU	/	L.48	-50	vaccine	response	should	therefore	be	tested	following	a	standard	vaccination	course,	and	additional	doses	of
standard	or	higher	dose	vaccine	should	be	administered	in	accordance	with	national	or	regional	guidelines	to	obtain	IgG>	10	IU	/	L	if	If	possible.48	-	50in	a	meta-analyhalis	of	1688	IBD	patients,	the	rate	of	response	to	vaccination	was	61%	[95%	CI:	53	"69].	Young	age	[average	difference:	5.7;	95%	CI:	-	-	8.48	to	-2.95]	and	vaccination	vaccination	2
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months	after	the	suspension	of	the	immunosuppressor	and	must	be	interrupted	only	if	the	basic	basic	therapy	He's	in	remission.	Liver	function	tests	and	HBV	DNA	should	be	tested	every	three	to	six	months	during	prophylaxis	and	for	at	least	twelve	months	after	suspension.	53,58	3.2.2.3.	Antiviral	treatment	for	hepatitis	B	Antiviral	therapy
Prophylactic	treatment	with	antiviral	agents	is	not	recommended	in	patients	with	IBD	and	previous	HBV	infection	[HB	Core	ab-positive,	hbsag-negative]	[EL3]	Patients	with	evidence	of	previous	HBV	infection	[HB	Core	ab-positive,	Hbsag-negative]	Do	not	require	antiviral	prophylaxis.	In	an	analysis	of	five	studies	in	patients	with	IBD
immunosuppressants	with	AB-positive	HB,	HBV	reactivation	occurred	in	0,28%	of	patients.	51.54,59,60	in	patients	receiving	anti-TNF	agents	for	various	conditions,	including	IBD,	Perez-Alvarez	et	al.	When	a	reactivation	rate	of	5%.55In	HBSAG-negative,	anti-HBC-positive	patients	at	moderate	risk	of	[	30	years	have	been	significantly	associated	with
CMV	disease	in	a	retrospective	control	study	of	patients	with	IBD.	114	The	use	of	anti-TNF	agents	was	an	independent	risk	factor	for	CMV	colitis	[Or:	11.13;	95%	CI:	3.31Ã	¢	128;	.44]	In	another	retrospective	cohort	study.	115	other	studies	have	found	an	association	with	immunosuppressive	and	refractory	steroid	therapy.	116,117	a	study	Multicenter
in	children	of	56	with	severe	sharp	UC	found	a	greater	CMV	disease	prevalence	in	patients	with	steroid-refractories.	34	34	Meta-analysis	has	evaluated	the	relationship	between	CMV	infection	and	the	use	of	immunosuppressants.	33118	-120	concurrent	CMV	infection	increased	the	risk	of	steroid	refractories	for	2,34	times	in	patients	with	IBD
compared	to	patients	without	exposure	to	cmv.	118?	95%	CI:	1.01	-	2.39]	But	anti-TNF	agents	did	not	increase	the	risk	of	reactivation	of	CMV.	33	This	data	supports	the	screened	recommendation	for	CMV	colitis	in	patients	with	active	IBD	who	are	not	responding	to	immunosuppressive	therapy.	3.4.3.2.	Tests	for	CMV	(IHC)	immunoistochemistry,
possibly	Tissue	Polymerase	Catena	Reaction	(PCR),	or	both,	are	essential	to	confirm	active	CMV	[Colitis]	infection	in	IBD	and	should	be	standard	tests	[EL2].	The	results	and	potential	interventions	should	be	discussed	in	the	meta-analysis	of	the	clinical	context	of	Tandon	et	al.	the	precision	of	blood	based	tissue	tests	for	the	detection	of	CMV	should	be
assessed.	The	total	sensitivity	of	the	blood-based	test	pool	was	50,8%	[95%CI:	19.9	is	"81.6],	39,7%	[95%	CI:	27.4	©	In	the	case	of	PP65	Antigenemia	Dosay	and	600,0%	[95%CI:	46.5	is	"73.5"	in	the	case	of	blood	PCR	[BPCR].121The	poolpoolpoolpoolpoolpoolpoolpoolpoolpoolblood	test	was	the	blood	blood	test	test	was	the	blood	test	test	was	the	99,
9%	[95%CI	99	99'83,8%	[95%	CI:	58.6	A	©	95.0]	and	a	negative	predictive	value	[NPV]	of	the	80,3%	[CI	of	95%:	69.8	-87.7].	There	is	no	cut-off	level	for	CMV	blood	DNA	to	distinguish	latent	from	active	infection.	Cutoffs	in	post-transplant	patients	range	from	4000	to	10	000	IU	/	ml.122.123	in	a	recent	study	on	the	diagnosis	of	suspected	CMV	colitis	in
patients	with	moderate	to	severe	UC,	the	PCR	positivity	of	serum	DNA	has	been	defined	as>	250	copies	/	ml.	The	sensitivity	of	CMV	antigenemia	DNA	and	serum	DNA	PCR	tests	was	relatively	low	[47,0%	and	respectively];	However,	specificities	were	high	[81.7%	and	87.9%,	respectively]	.124	Colonic	tissue	tests	were	also	analyzed	in	a	meta-analysis.
The	The	grouped	sensitivity	of	the	coloring	of	Eematoxylin	and	the	coloring	of	Eosin	[H	&	E]	for	reactivation	CMV	was	12.5%	​​[95%	CI:	3.60	â,¬	"21.4],	34.6%	respect	to	IHC	as	a	reference	test	[95%	CI:	13.8	Â	©	55.4],	and	4.7%	compared	to	the	PCR	of	the	fabric	[TPCR]	as	a	reference	test	[95%	CI:	1.2	-	17.1]	.121The	PPV	and	NPV	of	H	&	E	For	the
forecast	of	the	CMV	reactive	of	the	colon	is	77.4%	[95%	CI:	47.9	92.8]	and	56.4%	[95%	CI:	23.3	-	84.6],	respectively.	Analysis	to	evaluate	the	IHC	sensitivity	Compared	to	TPCR	as	the	revealed	reference	standard	that	IHC	had	a	specific	sensitivity	and	a	specific	city	of	23.0%	[95%	CI:	8.8	-	48.0]	and	98.7%	[95%	CI:	93.9	Ã,	Â	Â	,	¬	"99.7],	respectively.
Despite	a	definite	cut-off	has	not	yet	been	agreed,	Roblin	et	al.125	suggested	a	viral	load	cut	off>	250	viral	copies	/	mg	fabric.	During	the	evaluation	for	CMV	colitis,	the	position	of	the	biopsy	and	the	number	seem	to	be	important.	The	mucosa	that	is	not	actively	inflamed	does	not	reveal	the	CMV	DNA.125	fabric	from	the	base	and	edges	of	the	ulcers
have	been	found	to	have	the	highest	density	of	Cells-positive	cells	CMV.126LEFT-colon	biopsies	identify	most	patients	with	UC	with	CMV.	Conversely,	in	CD	many	patients	had	cmv	detectable	only	in	the	biopsies	of	the	rectum	colon.	A	minimum	of	11	biopsies	for	UC	and	16	biopsies	for	CD	was	proposed	by	McCurdy	et	al.127	to	obtain	a	probability	of
80%	of	CMV	detection.	A	recent	retrospective	study	on	25	patients	with	IBD	with	positive	TPCR	detected	that	although	60%	of	patients	with	IHC	or	TPCR	positivity	and	80%	with	H	&	E,	IHC	or	TPCR	positivity	have	been	subjected	to	surgery,	only	26.8%	of	patients	with	exclusively	CCP	possibilities	is	subject	to	surgery.128	The	clinical	meaning	of	a
positive	PCR	of	colonic	fabric	without	other	histological	signs	of	infection	remains	unclear.	CMV	PCR	fabric	analysis	for	colitis	diagnosis	is	not	well	standardized	and	cut	values	for	different	tests	are	not	available.	Finally,	given	the	reduced	sensitivity	of	the	blood-based	tests	and	histology	[stain	H	&	E],	IHC,	possibly	TPCR	or	both	are	essential	to
detect	CMV	colitis	IBD	and	should	be	considered	as	a	standard	test.121	there	are	no	tests	to	suggest	to	cut-off	levels.	Tests	based	on	discounts	based	on	tissue-based	tests	can	be	considered	when	considering	the	termination	of	immunosuppressive	therapy.	The	non-clear	remains	as	the	CMV	colitis	resolution	should	be	determined.129	3.4.3.3.	How	to
deal	with	immunosuppressive	treatment?	Immunosuppressive	therapy	should	not	be	interrupted	in	patients	with	IBD	with	CMV	intestinal	reactivation	in	general	[EL3].	Steroids	should	be	tapered	[EL4].	Antiviral	therapy	should	be	considered	in	patients	with	steroid-refractory	IBD	with	CMV	colitis	[EL3].	The	termination	of	immunosuppressive	therapy
is	recommended	in	the	CMV	infection	disseminated	symptomatic	[EL	4]	CMV	is	frequently	detected	in	the	colonic	fabric	of	patients	with	IBD	which	are	refractory	to	immunosuppressants;	Cmv	is	considered	involved	in	the	pathophysiology	of	steroid	refractory.109.115,127	this	form	of	cmv	infection	is	an	invasive	localized	tissue	disease	that	involves
the	gastrointestinal	tract,	mainly	the	colonic	tissue	in	uc.consentire	have	not	been	studies	specifically	designed	to	face	Immunosuppressive	treatment	in	this	clinical	scenario.	Corticosteroids	[O:	2.05;	95%	CI:	1.40	-	2.99]	and	Azathioprina	[or:	1.56;	95%	CI:	1.01	-	2.39]	The	independent	predictive	factors	of	CMV	reactivation	in	the	colon,	which	in	turn
can	aggravate	moderate	or	serious	attacks	of	IBD.33BASED	on	this	indirect	information	or	mechanical	hypothesis,	different	therapeutic	programs	have	been	proposed,	such	as	rapid	steroid	tapering106.130	or	administration	of	infliximab,	which	is	considered	a	lower	risk	of	reactivation	of	the	cmv	compared	to	other	immunosuppressors	such	as
topurini.33.114	recently,	two	reports	of	cases	proposals	vistozumab	for	the	treatment	of	steroid	resistant	colitis	with	CMV,	131132	Although	its	effectiveness	has	not	been	demonstrated	in	large	cooperations.	Although	immunosuppressants	could	theoretically	worsen	the	result	of	CMV	colitis,	many	series	of	houses	and	retrospective	have	shown	that
immunosuppressants	are	maintained	for	control	of	disease	activity	in	most	cases.106,109,115,127,128,130,133¢Ã​Â​Â140	Moreover,	CMV	clearance	may	parallel	the	achievement	of	remission	induced	by	immunosuppressants,	even	in	patients	who	did	not	receive	antivirals.	This	occurs	more	frequently	in	patients	with	low	viral	load	and	a	low	number	of
IHC-positive	cells	in	the	colon.135	A	case-control	study	with	a	very	limited	number	of	UC	cases	reported	that	immunosuppressant	discontinuation	plus	antivirals	achieved	remission	and	colectomy	rates	similar	to	refractory	patients	without	CMV	managed	with	standard	rescue	therapy.141	Thus,	the	best	therapeutic	schedule	for	CMV	reactivation	in
refractory	UC	remains	to	be	determined.Case	reports	have	described	severe	disseminated	CMV	infection,	generally	primary	CMV	infection.142	These	cases	are	characterised	by	a	mononucleosis-like	syndrome	or	CMV	syndrome	[positive	serum	PCR	with	fever,	malaise,	leukopenia,	low	platelet	count,	and	elevated	liver	enzymes].143.	In	these	severe
cases,	discontinuation	of	immunosuppressive	therapy	is	recommended.Two	meta-analyses	revealed	contradictory	results	regarding	the	benefits	of	antiviral	therapy	in	CMV	reactivation	in	IBD,	probably	due	to	differences	in	CMV	burden.144,145	There	is	limited	information	on	the	relationship	between	the	evolution	of	UC	and	tissue	viral	load,	as
measured	by	viral	inclusions	in	IHC146,147	or	CMV	DNA	copies.125	In	this	sense,	some	studies	demonstrated	that	the	higher	the	colonic	viral	load,	the	higher	the	risk	of	colectomy,	supporting	the	benefit	of	antiviral	therapy	in	CMV	reactivation	in	UC	in	most	patients.	However,	an	exact	threshold	to	determine	which	patients	might	benefit	from
antiviral	therapy	is	currently	unknown.	This	aspect	should	be	considered	in	further	prospective	studies.Intravenous	ganciclovir	5	mg/kg	twice	daily	for	5¢Ã​Â​Â10	days,	followed	by	valganciclovir	900	mg	daily	until	completion	of	a	2¢Ã​Â​Â3	week	course,	is	the	treatment	of	choice.	An	The	transition	to	oral	treatment	is	possible	depending	on	the	response
of	the	treatment.	143	The	common	side	effects	of	Ganciclovir,	i.	e.	neutropenia	and	thrombocytopenia	(also	the	manifestations	of	Systemic	CMV),	may	add	complexity	to	the	management.	These	situations	require	a	multidisciplinary	approach,	including	engagement	with	specialists	in	infectious	diseases.	Foscarnet	can	be	used	in	patients	with
ganciclovir-intolerant	or	uncommon	cases	of	Ganciclovir-resistant	CMV.	Close	monitoring	of	renal	function	and	bivalent	electrolytes	is	required.	Concomitant	administration	of	the	normal	saline	solution	may	reduce	the	risk	of	irreversible	renal	damage.	High	levels	of	this	medicine	are	excreted	in	urine	and	may	be	associated	with	significant	irritation
and	ulceration	in	the	genital	area.	Accurate	hygiene	can	mitigate	this	risk.	3.4.4.	Treatment	of	patients	with	IBD	with	EBV	and	immunosuppressive	therapy	EBV	is	associated	with	an	increased	risk	of	lymphoma	in	patients	with	eBV-negative	immunosuppressive	therapy,	mainly	thioprine	[EL4].	The	use	of	thiopenine	in	patients	with	EBV-IGG	negative
patients	should	be	carefully	considered	[EL5]	after	primary	infection	in	a	normal	host,	T	cells	mediate	control	throughout	the	life	of	the	proliferation	of	EBV	infected	B	cells.	The	prospective	evaluation	of	EBV	serology	in	paediatric	and	adult	IBD	cohorts	has	shown	that	in	most	patients,	EBV	infection	is	self-limiting	or	asymptomatic,	even	in	patients
receiving	immunosuppression.	148149	impairment	of	T	cell	function	may	lead	to	loss	of	control	over	B	cell	proliferation	with	a	potential	risk	of	B.150-155	cell	lymphoma	The	vast	majority	[up	to	95%]	of	the	adult	population	is	the	seropositive	EBV	due	to	childhood	or	adolescent	exposure.	156.157	in	patients	FNT-itnA	FNT-itnA	noc	enoizanibmoc	ni	o
olos	ad	enirupoit	noc	otnemattarT	.atadilosnoc	neb	onem	¨Ã	enoizaicossa	elat	,DBI	ni	951,851.otnaipart-tsop	avitarefilorpofnil	aittalam	id	oihcsir	li	atnemua	VBE	airamirp	enoizefni'l	,aiparet	aL	ovisserpposonummi	noc	GGI-VBE'lled	ovitagen	otnaipart-tsop	led	is	associated	with	an	increased	risk	of	lymphoma	[mostly	non-Hodgkinâ​Â​Â​Â​Â​s
lymphoma]148,160;	in	CESAME	cohort	data,	over	40%	of	patients	who	developed	lymphoma	had	EBV	positive	tumours.	Afif	et	al.	reported	that	75%	of	lymphomas	in	IBD	patients	were	EBV-positive.	Reports	have	been	published	of	multiple	or	a	small	number	of	cases	of	lymphoma	following	primary	EBV	infection	in	immunosuppressed	IBD	patients.
165An	additional	rare	complication	of	primary	viral	infection	in	immunosuppressed	patients	is	haemophagocytic	lymphocytosis	[HLH].	Patients	with	an	X-linked	apoptosis	inhibitor	are	at	particular	risk.	In	a	recent	large	caseload	involving	20	paediatric	patients,	20%	had	a	major	EBV	infection.	166,167Despite	this	concern,	there	are	no	comparative	or
prospective	data	to	support	the	routine	assessment	of	EBV	serology.	However,	screening	for	prior	EBV	infection	should	be	considered	in	candidates	for	immunosuppressive	therapy,	particularly	for	thiopurines.	In	those	who	test	negative	EBV-IgG,	avoidance	of	thiopurine	therapy	should	be	considered.	In	severe	cases	such	as	HLH,	immunosuppression
should	be	discontinued.	EBV	positive	mucocutaneous	ulcer	can	affect	the	oropharyngeal	mucosa,	gastrointestinal	tract	and	skin	and	is	clearly	related	to	immunosuppressive	therapy.	163,168€	Withdrawal	of	immunosuppression	is	the	primary	therapeutic	intervention	and	results	in	resolution	in	a	high	percentage	of	patients.	169	3.5.	Virus	flu	Infection
and	vaccination	Patients	receiving	immunosuppressive	therapy	are	considered	to	be	at	an	increased	risk	of	developing	severe	influenza	infections.	[EL5].	Annual	influenza	vaccination	of	patients	receiving	immunosuppressive	therapy	is	recommended	according	to	national	guidelines	[EL5].	Live	vaccines	should	not	be	given	to	patients	There	are	data
on	the	epidemiology	of	influenza	infection	in	patients	with	IBD.	In	a	large	retrospective	cohort	study	which	compared	and	severity	of	influenza	infection	in	IBD	and	non-IBD	controls,	patients	with	IBD	had	a	slight	increased	risk	of	influenza	and	are	more	likely	to	seek	hospitalization.	Steroids	were	the	only	independent	drugs	associated	with	influenza
risk.	173	While	the	incidence	of	influenza	was	not	higher	in	IBD	patients	receiving	immunosuppressive	therapy	174	during	the	2009	H1N1	pandemic,	immunosuppression	is	generally	considered	to	increase	the	risk	of	serious	or	complicated	influenza	infections.	175	A	retrospective	study	conducted	at	12	European	IBD	centers	during	the	H1N1
pandemic	identified	25	patients	who	developed	influenza,	of	which	88%	were	immunosuppressed,	28%	were	hospitalized,	and	12%	were	admitted	to	the	intensive	care	unit.	176According	to	the	guidelines	of	the	Center	for	Disease	Control	[CDC],	annual	vaccination	is	the	most	effective	method	of	preventing	infection	with	influenza	viruses	and	is
therefore	recommended	for	patients	receiving	immunosuppressive	therapy.	Different	types	of	vaccine	are	available.	A	live	attenuated	influenza	vaccine	should	only	be	used	for	healthy	people	aged	2â	128;	years	and	is	not	recommended	for	patients	with	immunosuppression.	In	contrast,	trivalent	inactivated	influenza/quadrivalate	vaccine	can	be	used
for	anyone	over	six	months	of	age,	including	those	on	immunosuppressive	therapy.	177	Annual	vaccination	according	to	national	guidelines	is	recommended,	particularly	in	the	post-COVID-19	era.	Compliance	with	recommendations	remains	low,178,179,	but	the	absorption	of	influenza	vaccination	in	CD	patients	has	increased	between	2005	and	2012
vaccination	education	programs.180,	patient	information	leaflets	and	specialist	infectious	disease	consultations	have	been	effective	in	improving	the	absorption	of	influenza	vaccines.	181Ã¢Â​Â​	183There	are	data	that	that	flu	vaccination	is	less	effective	in	patients	with	IBDs	receiving	immunosuppressants,	in	particular	those	receiving	combined
therapy	of	an	anti-TNF	agent	and	azathioprine.	184Ã	¢	â	€	use	use	DBI	noc	itneizap	ni	etavresso	itneuqerf	¹Ãip	ehcitsinutroppo	inoizefni	elled	anu	¨Ã	zH	.erosserpposonummi	oritir	li	etnemetrof	onatroppus	202"	002VSH	ad	enoizefni'l	e	991airamirp	allecirav	id	itatropir	isac	ied		Ãtivarg	al	]5LE[	ollibrom	id	isac	ien	atunettart	eresse	ebbervod
avisserpposonummi	aiparet	aL	.]4LE[	evarg	azneulfni	e	VBE'lla	atagel	aenatucocum	enoizareclu	,acitamotnis	avittefni	isoelcunonom	,otanimessid	VZV	e	VSH	,allecirav	ad	enoizefni	id	ivarg	isac	ni	attorretni	eresse	eved	avisserpposonummi	aiparet	aL	ilariv	inoizefni	el	etnarud	ovisserpposonummi	otnemattarT	.6.3	891,191.eralf	id	oihcsir	nu	a	ataicossa
¨Ã	non	e	DBI	noc	itneizap	ni	arucis	erappa	elazneulfni	enoizaniccav	al	,amitlU	791.691.itnednepidni	evorp	eud	nI	ecaciffeni	are	retsoob	led	enoizazzinummi'nu	ehc	odnaredisnoc	491	,dradnats	esod	alla	ottepsir	itavele	¹Ãip	etnemavitacifingis	enoizazzinummi-tsop	oprocitna	id	illevil	onaveva	esod	atla	da	elazneulfnitna	oniccav	nu	otuvecir	onnah	ehc
FNT-itna	etnega'lled	aiparetonom	allus	itneizap	I	591.AR	itneizap	ien		Ãticinegonummi'l	aroilgim	enoizaniccav	al	opod	enamittes	2	rep	otaxertotem	led	aenaropmet	enoisnepsos	aL	.DBI	noc	itneizap	ni	elazneulfni	enoizaniccav	al	erazzimitto	rep	eigetarts	eirav	etappulivs	etats	onoS	.itnerac	onos	bamuniketsU	id	osu'l	e	ilazneulfni	oniccav	led
aicaciffe'llus	itad	I	491.inas	illortnoc	emoc	ilimis	oniccav	id	etsopsir	otuva	onnah	bamuzilodev	otuvecir	onnah	ehc	itneizap	i	,oiduts	oloccip	nu	ni	391,291.DBI	noc	itneizap	id	ivirp	onos	itad	i	am	,AR	noc	itneizap	ien	oniccav	led	atsopsir	allus	otatimil	ottapmi	nu	ah	BINITCIRAB	.elaunna	enoizaniccav	anu	eritnarag	rep	etneiciffus	aivattut	enamir
airatinummi	atsopsir	aL	191.FNT-itna	itnega	us	itneizap	ni	eroirefni	ehcna	¨Ã	enoizetorpores	alled	aznetsisrep	aL	091.acigoloreis	enoizetorp	alled	otnemignuiggar	lus	onocsiulfni	non	bamixilfni	enoisufni'lla	avitaler	enoizaniccav	id	ipmet	I	091	-	781.enoizaniccav	alla	atsopsir	al	errudir	ehcna	²Ãup	FNT-itna	etnega'lled	aiparetonom	aL	if	they	are
particularly	associated	with	thiopurines	and	tofacitinib.21,100	in	severe	cases,	defined	as	multi-dermatomic	involvement	[two	non-adjacent	dermatoms,	three	to	six	adjacent	dermatoms],	disseminated	[more	and	more	Seven	dermatomas],	or	ophthalmic,	100	immunosuppressive	immunosuppressive	should	be	discontinued.	Temporary	or	permanent
discontinuation	of	immunosuppressants	should	be	evaluated	individually	based	on	IBD	characteristics,	21	severity	of	VZV	infection	or	pattern	of	recurrence.	In	patients	requiring	immunosuppression	for	IBD	control,	substitution	by	another	agent	with	a	lower	risk	of	VZV	reactivation	and	viral	infections	in	general	[such	as	anti-TNF	agents]	should	be
considered	as	infection.18.203EBV	Infection	is	covered	in	section	3.4.4.	self-limited	and	mild	erection	in	most	healthy	individuals.	Patients	with	IBD	influenza	have	more	complications,	mainly	pneumonia,	with	a	higher	rate	of	hospitalization.173	in	severe	complicated	cases	with	secondary	bacterial	pneumonia,	acute	respiratory	distress	syndrome,
myositis,	myocarditis	or	multiorgan	failure,	temporary	immunosuppressive	withdrawal	or	transient	prolongation	of	the	Administration	interval	until	resolution	of	symptoms	is	strongly	recommended.	Reconstitutions	of	measles	outbreaks	have	raised	concerns	for	patients	with	immunosuppressed	IBD.	The	clinical	picture	may	be	atypical	in	these
patients	and	may	present	without	rash	or	fever,	but	may	include	life-threatening	giant	cellular	pneumonia	or	sub-acute	measles	encephalopathy.204,205	measles	also	induces	prolonged,	specific	and	deep	immunosuppression.	with	lymphopenia.	This	predisposes	to	life-threatening	opportunistic	infections,	which	represent	a	higher	mortality	in	the
months	following	initial	infection.206	Although	cases	of	disease	have	not	yet	been	reported	in	IBD	patients	on	immunosuppressants,	it	seems	reasonable	to	withdraw	them	during	active	infection.Reintroduction	of	immunosuppressants	and	subsequent	decisions	isserpposonummi	isserpposonummi	DBI	noc	itneizap	ni	elarivitna	otnemattarT	.7.3	.ilariv
inoizefni	ehcificeps	id	enoizavittair	alled		Ãtivarg	alled	e	oihcsir	led	e	DBI	id	ollortnoc	led	,airotammaifni		Ãtivitta'lled	itnerrocnoc	eznegise	ellad	onnarednepid	elariv	enoizefni'lled	enoizulosir	alled	enoizulosir	Patients	with	HSV,	VZV	or	an	ongoing	infection	should	receive	appropriate	antiviral	treatment	[EL4]	Immunocompromised	patients	with	IBD
have	an	increased	risk	of	flu	compared	to	those	without	IBD.	173	Influenza-contracting	IBD	patients	should	receive	antiviral	treatment	with	a	Unique	Neuraminidase	Inhibitor	Antiviral	Treatment	(oral	oseltamivir,	inhaled	zanamivir	or	intravenous	peramivir).	This	should	be	started	as	soon	as	possible.	The	clinician	may	consider	a	longer	duration	of
antiviral	treatment	than	patients	who	are	not	immunosuppressed	or	who	have	no	complicated	influence.	81.173207	in	case	of	influenza	exposure,	the	need	for	early	post-exposure	prophylaxis	should	be	considered	on	a	case-by-case	basis.	It	is	most	common	in	patients	with	IBD	immunosuppressants.81208	There	is	a	lack	of	evidence	on	how	to	deal
with	HSV	infections	in	patients	with	IBD.	However,	data	from	HIV	and	transplant	patients	suggest	that	immunocompromised	patients	with	primary	HSV	infection	should	be	treated	with	Acyclovir,	ValacyClovir	or	FamcyClovir.	Intravenous	therapy	should	be	considered	for	patients	with	encephalitis,	herpes	dermatitis	complicating	atopic	dermatitis,
ocular	herpes	and	genital	diseases.	Suppressive	or	episodic	treatment	should	be	considered	in	those	with	recurrent	herpes.	The	persistence	of	lesions,	despite	appropriate	dose	antiviral	therapy,	in	patients	with	a	history	of	recurrent	antiviral	therapy	for	recurrent	disease	should	increase	the	suspicion	of	resistance	of	acyclovir.	209-2145antiviral
therapy	is	recommended	for	Hz	in	all	immunocompromised	patients.	The	recommended	treatment	for	[typical	dermatological	eruption]	Hz	is	oral	ValacyClovir	or	Famcyclovir	at	higher	doses	appropriate	for	VZV.	Complex	treatment	(including	multidermal,	ophthalmic,	visceral	or	H	is	the	intravenous	acyclovir.	Treatment	should	be	prescribed	within
72	hours	of	skin	eruptions	and	should	continue	for	a	minimum	of	seven	days	of	ten	days.	See	If	the	patient	has	started	anti-VZV	therapy	and	the	skin	blisters	have	resolved.215Â"	219	3.8.	Human	papilloma	virus	3.8.1.	HPV,	cervical	carcinoma,	and	immunosuppression	Immunosuppressed	women	with	IBD	should	be	screened	for	cervical	carcinoma
annually	[EL3]Several	studies	have	shown	that	immunosuppressive	treatment	may	increase	the	risk	of	persistent	HPV	infection	and	ultimately	cervical	carcinoma.	Limited	data	exist	on	IBD	and	HPV.	In	a	cross-sectional	study,	the	HPV	16/18	cervical	infection	rate	was	significantly	higher	in	IBD	patients	than	in	controls	[HPV	16/18	infection	rate:	7.3
vs	0.3%;	OR:	29.035;	95%	CI:	3.64Ã¢Â​Â​210.988;	p
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