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Psoriasiform reactions during
treatment with abatacept
Sir,
Abatacept is a biological immune modifier agent that is
currently used for the treatment of rheumatoid arthritis
(RA). Cutaneous adverse effects caused by this drug
are uncommon. We report two cases of psoriasiform
reactions during treatment with abatacept.
Case 1: A 56-year-old man with RA in treatment with
abatacept for 1 year with little response, presented with
a 4-month a history of psoriasiform lesions affecting
palms, soles [Figure 1a] and his scalp [Figure 1b]. He
had no personal or family history of psoriasis. Abatacept
was not discontinued; however, he achieved complete
remission with topical steroids and calcipotriol.
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Case 2: A 25-year-old woman was followed for a
10-year-history of moderate psoriasis, in sustained
remission for years and recalcitrant psoriatic arthritis.
Leflunomide, cyclosporine, methotrexate, infliximab
and adalimumab had all been unsatisfactory for
controlling her arthritis. Two months after abatacept
therapy was initiated, she reported a flare of psoriasis,
with erythematous hyperkeratotic plaques on palms
[Figure 1c] and soles and scaly lesions on her scalp.
Topical steroids and calcipotriol were initiated without
response. After discontinuing abatacept and initiating
ustekinumab, the cutaneous lesions improved.
Triggering or worsening of psoriasis has been
traditionally reported in patients treated with each
of the three currently available tumor necrosis factor
(TNF)- blocking agents (infliximab, etanercept and
adalimumab).[1] In most cases, psoriasis appearing
during the anti-TNF- therapy shows a pustular
palmoplantar pattern. Considering the evidence-based
therapeutic effect of these agents in psoriasis, induction
of these lesions represents a paradoxical reaction,
whose underlying mechanism remains elusive.[2] It
has been suggested that the increased production of
interferon- after TNF- blockage might play a role.[3]
Abatacept is a chimeric protein, which binds
to CD80 and CD86 on antigen-presenting cells
and inhibits the engagement of CD28 on T-cells
thus preventing effective T-cell activation. This
cytotoxic
T-lymphocyte-associated
antigen
4
(CTLA-4)-immunoglobulin G1 is currently approved
for the treatment of RA.[4] Few cases of paradoxical
psoriasis during treatment with abatacept have been
reported.[2,4,5] In a meta-analysis of 13 relevant trials,
four of 1332 RA patients who received abatacept as
monotherapy as well as 13 of 1945 patients treated
with abatacept plus disease-modifying antirheumatic
drugs developed psoriasis as an adverse event.[4]
Our first case represents an onset of psoriatic lesions
in the absence of family history or other triggering
factors, 8 months after initiating abatacept. The
second patient developed an acute worsening of her
psoriasis within the first two months of treatment
with abatacept and achieved prompt recovery after
drug withdrawal.
The underlying mechanism remains unclear. The
new targeted biological therapies provide us with the
possibility of blocking a specific biological activity
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Figure 1: (a) Case 1: Plantar hyperkeratotic plaques. (b) Case 1: Scaly plaques on the scalp. (c) Case 2: Palmar erythematous
hyperkeratotic plaques

underlying the primary pathological condition.
However, the target may be involved in multiple
complex immunological pathways, resulting in an
unexpected and in some cases paradoxical, response.[2]
It has been suggested that the interference with CTLA-4
signals in regulatory T-cells might result in the
impaired suppressive functions of those cells and in
the exacerbation of Th17 immunity.[5] Further research
is needed so as to achieve a better understanding of
this phenomenon.
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Imatinib mesylate-induced severe
lichenoid rash
Sir,
Imatinib mesylate is a potent selective inhibitor
of aberrantly expressed tyrosine kinases, central
to the pathogenesis of some malignancies like
Philadelphia-chromosome positive chronic myeloid
leukaemia (Ph+ CML). As the list of cutaneous side
effects to imatinib is ever increasing, prompt updates
are necessary to enable caregivers to diagnose and
treat it more competently.
A 47-year-old female patient was diagnosed with
Ph+ CML in accelerated phase by the Hematology
services of our institute in April, 2012. She achieved
hematological remission with imatinib mesylate (STI
571, Gleevec©; Novartis) 800 mg/day, procured through
Novartis Oncology Access program. She was also a
known hypertensive, on enalapril for the past 4 years.
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