Letters to the Editor

Failure of unicondylar knee
replacement in a patient with
psoriatic arthropathy

Sirs,

Unicondylar knee arthroplasty is a well-
documented alternative for osteotomy in
the treatment of locally restricted osteoarth-
ritis in young patients (1, 2). In the case of
inflammatory arthritides, the situation is
disappointingly different (3). Here we
would like to report a case that emphasizes
the importance of proper evaluation of the
patient’s joint symptoms when a unicondy-
lar arthroplasty is considered in a psoriasis
patient.

A 55-year old male building contractor had
had psoriasis for 20 years but he had never
experienced any joint symptoms that would
have been considered psoriatic arthritis. He
had successfully undergone demiarthro-
plasty 3 years previously in his left knee
with osteoarthritis being the indication.
However, during a period of a few months
when the patient had worked on all fours,
the knee had developed worsening pain and
swelling that ultimately led to the rupture of
a Baker’s cyst. A month later the pain still
continued and he sought medical advice.
Knee aspiration disclosed cloudy synovial
fluid, which was considered purulent. As
CRP was high (Fig. 1) and the patient had
fever, infection of the knee prosthesis was
suspected and intravenous antibiotics were
commenced. Because septic fever contin-
ued, demiprosthesis was removed and the
joint was debrided a week later. None of the
bacterial cultures taken were positive.
After the operation, CRP and ESR remain-
ed still relatively high and the knee re-
mained symptomatic despite the extended
use of intravenous antibiotics (Fig. 1).
Therefore the patient was referred to a
rheumatologist, who detected synovitis in
the wrists, elbows and the contralateral
knee as well. Psoriatic arthritis was diag-
nosed and antibiotics were changed to anti-
rheumatics (prednisolone 15 mg o.d., sul-
phasalazopyridine 1 gm b.i.d.), which led to
remission of the joint symptoms.

After 3 months of treatment the patient re-
ceived a total knee implant to his left knee.
The Knee Society Knee Scores (4) after 6
and 12 months of follow-up were 100 and
70, respectively. To control the disease that
continued in other joints, methotrexate (15
mg once a week) with folic acid was initiat-
ed and at the moment infliximab is under
consideration.

Inflammatory arthritides are considered rel-
ative contraindications for unicondylar arth-
roplasty (1-3). Estimates regarding the pre-
valence of arthritis among patients with
skin psoriasis have varied between 6% and
42% (5, 6). Still, it may be difficult to diag-
nose inflammatory monoarthrits in a pa-
tient, who is old enough to have osteoarthri-
tis (5,7). It is also possible that both diseas-
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Fig. 1. The effect of various antibiotics and antirheu-
matic drugs on C-reactive protein level (CRP) during
the first 68 days of active treatment. A count of swollen
joints is also shown.

es occur in the same joint. This is one possi-
ble explanation for the failure of knee re-
placement in the present case. Another alter-
native is more tragic: deep Kobner phenom-
enon refers to development of psoriatic
arthritis in a joint which is subjected to trau-
ma (7). It is possible that the synovial mem-
brane of the joint that was operated on re-
sponded with psoriatic synovitis to the trau-
ma inflicted by arthroplasty. The subse-
quent removal of the demiprosthesis might
have renewed the Kobner phenomenon and
induced the onset of arthritis in other joints.
Considering the later progression of the dis-
ease (Fig. 1), it can be regretted that the pa-
tient did not receive total knee prosthesis in
the primary arthroplasty, in particular as it
has been reported that total removal of the
hyaline cartilage from an already inflamed
joint leads to the amelioration of arthritis (8,
9).
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Cyclosporine in addition to
infliximab and methotrexate in
refractory rheumatoid arthritis

Sirs,

In this letter we report the results of a trial
aimed at evaluating whether the addition of
cyclosporine A (CsA), an agent often used
in the combination therapies for rheumatoid
arthritis (RA) (1), is a feasible option in
cases of RA refractory to the association
infliximab and methotrexate (MTX).

The primary objective of the study was to
evaluate the safety of combined infliximab,
CsA and MTX therapy in adult RA patients,
but the efficacy of the treatment was also
assessed. This pilot, 6-month open-label stu-
dy was carried out in four Italian Rheuma-
tology centres after the approval of the local
Ethics Committees. The inclusion criteria
were: a diagnosis of RA (ACR criteria) (2),
an age of 18-75 years, no contraindications
to the use of CsA, patient’s willingness to
participate to the study (written informed
consent), and an (original) Disease Activity
Score (DAS) (3) of = 3.0 despite combined
therapy with infliximab (3-5 mg/kg every
6-8 weeks) and MTX (10-15 mg/week) for
at least 6 months. The infliximab and MTX
doses and times of administration were left
unchanged; the initial CsA dose was 3.0
mg/kg/day in 2 oral administrations. Safety
and tolerability were evaluated by carefully
questioning and examining the patients for
adverse events, and by performing all stan-



