L ettersto the Editor

Clarithromycin in adult-onset
Still’sdisease. Casereport
with a 1-year follow-up

Sirs,

The anti-inflammatory action of clarithro-
mycin (CM) is well known (1). A pilot
study on the use of CM in RA was pub-
lished in 2002: 18 RA patients unresponsive
to DMARDs were treated with CM for 6
months with a successful result in 10 of
them. CM showed a very rapid onset of ac-
tion and lowered the plasma levels of APL2
and PGE2 (2). These data have been con-
firmed in other studiesin mice and in human
leukocytes (3,4). Moreover, other macrolides
with immunosuppressive action (cyclospor-
in, tacrolimus/FK-506, sirolimus/rapamycin)
have been used effectively in RA(5-8).

We report the case of a50-year-old male af-
fected by aviolent arthropathy in the shoul-
ders, sternoclavicular regions and knees,
with difficulty in walking and performing
activities of daily life, hyperpyrexia (tem-
peratures reaching 39°C), headache, and ur-
ticaria-like papulasin the trunk. WBC/mm?3
were as high as 12-16,000, ESR 80 mm,
and CRP28 mg/dl (normal value < 5).
Theinitial diagnosis was polymyalgiarheu-
matica treated with prednisone 50 mg/day
with dlight clinical and functional improve-
ment. After 16 months he was admitted to
the rheumatology unit of a Department of
Internal Medicine. His ESR was 120 mm,
WBC 18,600/mm?, IgE and IgM were ele-
vated, antiphospholipid antibodies 1gG and
IgM were present at low titres; complement
and CiC were positive; C1q, haemoculture
and tests for viral (hepatitis, cytomegalovi-
rus, mononucleosis) or bacteria (Treponema
pallidum, Borrelia burgdorferi) antibodies
were negative except for Widal’ s serodiag-
nosis which was positive for Salmonella
paratyphi B at alevel of 1/200. Also nega-
tive were tumoral markers, ANA, anti
nDNA, AMA, APCA, LAC, cryoglobulins,
RF, CPK, LDH, TSH, tissues polypeptidic
antigen, NSE, PSAand calcemia. HLAtyp-
ing was A2,11; B 44,51; CW5; BW 4.
Chest X-ray showed chronic bronchitis; an
X-ray of the vertebral column showed oste-
oarthritis; echography of the abdomen, axil-
las and urinary tract showed small axillary
and inguina nodes and hepatomegaly; CT
scan of the sacroiliac joints showed sclero-
sis of both joints and rarefaction of the sub-
cortical bone. X—rays of the knees, feet and
sterno-clavicular joints, CT scan of the
chest and abdomen, total body bone scintig-
raphy, electromyography of the lower limbs,
biopsy of the bone marrow and ultrasonic
bone densitometry were negative. The skin
biopsy showed dight derma perivascular
lymphocyte infiltrates (chronic dermatitis).
The fina diagnosis was adult-onset Still's

disease (AOSD), which was treated with
methylprednisolone 8 mg t.i.d. added to
methotrexate 15 mg/week. Six months later
the patient's HAQ score was 1.625 and
fever was often present. ESR was 79 mm;
CRP41 mg/dl, WBC 17.800/mm3. Because
of the headache the patient was visited by
an otorhinolaryngologist whose diagnosis
was acute sinusitis which was treated with
CM 500 mg t.i.d. for 10 days.

In ashort time the fever, headache and arth-
ropathy became less serious (ESR 20 mm,
CRP 21.5 mg/dl), but after discontinuing
CM treatment the symptoms became seri-
ous as before (ESR 52 mm, CRP 49.5 mg/
dl). The patient underwent the same treat-
ment again and after a few days showed
renewed improvement (ESR 30 mm, CRP
23 mg/dl).

A rheumatological consultation on the use
of CM in RAwas carried out: CM was con-
tinued at a dose of 500 mg t.i.d., methotrex-
ate was stopped because ineffective, and
methylprednisolone was gradually reduced
to 6 mg per day. After 1 year of treatment
the patient was able to work every day; the
HAQ score was 0; and fever, myalgias and
stiffness were present only a few hours per
month. WBC was 14,500/mm3, ESR 50
mm, and CRP 15 mg/dl. No side effect was
present.

In conclusion, this case report shows that
CM may play arolein AOSD, even in pa-
tients unresponsive to high dose steroids
and methotrexate. The reason is the anti-
inflammatory action of CM. The successful
outcome in this case of AOSD and the other
successful RA cases in a previous pilot
study (2) indicate that CM has a very rapid
onset of action; for this reason it could be
used in rheumatic patients in association
with MP and DMARDSs as an initial treat-
ment to achieve arapid improvement.

G. SavioLAl, MD

L. ABDI ALY, MD

S. SHAMS EDDIN?, MD

C. DavoL?, MD

M. TAGLIETTI3, MD

1Salvatore Maugeri Foundation IRCCS,
Rheumatology and Rehabilitation Unit,
Castel Goffredo, Mantua; ?Internal Medicine
Dept., S. Camillo Hospital, Cremona; *Rheu-
matology Unit, Spedali Civili, Brescia, Italy.
Address correspondence to: Gianantonio
Saviola MD, Rheumatology and Rehabilita-
tion Unit, Salvatore Maugeri Foundation
IRCCS via Ospedale 36, 46042, Castel Gof-
fredo, Mantua, Italy. E-mail gsaviola@fsm.it

References
1. IANARO A, IALENTI A, MAFFIA P et al.:
Anti-inflammatory activity of macrolide anti-
biotics. J Pharmacol Exp Ther 2000, 292: 1-8.
2. SAVIOLA G, ABDI ALI L, ROSSINI et al.:
Clarithromycin in rheumatoid arthritis pa-

379

tients not responsive to disease-modifying
antirheumatic drugs: An open, uncontrolled
pilot study. Clin Exp Rheumatol 2002; 20:
373-8.

3. TERAO H, ASANO K, KANAI K et al.: Sup-
pressive activity of macrolide antibiotics on
nitric oxide production by lipopolysaccha-
ride stimulation in mice. Mediators Inflamm
2003; 12: 195-202.

4. MIYAZAKI M, ZAITSU M, HONJO K et al.:
Macrolide antibiotics inhibit prostaglandin
E2 synthesis and mRNAexpression of pros-
taglandin synthetic enzymesin human leuko
cytes. Prostaglandins Leukot Essent Fatty
Acids 2003; 69: 229-35.

5. KREMER JM, HABROS JS, KOLBA KS et al .:
Tacrolimus in rheumatoid arthritis patients
receiving concomitant methotrexate: a six
month, open-label study. Arthritis Rheum
2003; 48: 2763-8.

6. FURST DE, SAAG K, FLEISCHMANN MR et
al.: Efficacy of tacrolimusin rheumatoid
arthritis patients who have been treated un-
successfully with methotrexate: a six-month,
double blind, randomized, dose-ranging stu-
dy. Arthritis Rheum 2002; 46: 2020-8.

7. KOVARIK JM, BURTIN P: Immunosuppres-
sant in advanced clinical development for or-
gan transplantation and selected autoimmune
diseases. Expert Opin Emerg Drugs 2003; 8:
47-62.

8. DROSOS AA: Newer immunosuppressive
drugs: their potential role in rheumatoid arth-
ritis therapy. Drugs 2002; 62: 891-907.

Juveniletemporal arteritis:
A casereport and review of
theliterature

Sirs,

Juvenile Temporal Arteritis (JTA) is an ex-
tremely uncommon vasculitis of unknown
etiology affecting older children and young
adults. In contrast to the classic form of
temporal arteritis, it is not a systemic dis-
ease nor doesit cause local symptoms at the
temporal area. Up until now, ten document-
ed cases have been reported in the literature
(1-7). We herein report the eleventh case of
thisrare entity and review the relevant liter-
ature.

Our patient was a 31-year-old male who
developed a painless lump in the left tem-
poral areaayear ago, which gradually grew
to adiameter of about one centimeter. Oth-
erwise, he was completely asymptomatic.
He had this lump removed and the biopsy
was reported as showing a granulomatous,
non-giant cell arteritis with a prominent
eosinophilic infiltration. Six months later,
while in perfect health, a routine hematol-
ogy, biochemistry and serology (including
CRP, RF and HBsAg) were al normal.
While completely asymptomatic, he was re-
ferred to us because of the biopsy report. He
denied any symptom compatible with asys-
temic rheumatic or other disease. He was a



