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Letters to the Editors
Worsening of psoriasis with 
rituximab therapy 

Sirs,
We read with great interest the article by 
Markatseli and co-workers which appeared 
in the November-December 2009 issue of 
Clinical and Experimental Rheumatology 
dealing with the development of psoriasis 
after rituximab therapy (1). We have ob-
served the worsening of the skin lesions in 
a patient with pre-existing psosiasis after 
treatment with rituximab that we would like 
to describe briefly here. 
The patient, a 70-year-old man suffering 
from psoriasis for 20 years was referred to 
us for the evaluation of a mechanical low 
back pain of 3-month duration in March 
2007. There was no history of inflammatory 
spinal pain, peripheral arthritis, peripheral 
enthesitis or dactylitis. Physical examina-
tion showed no limitation of spine move-
ment and no signs of inflammation in his 
peripheral joints and entheses. He had a se-
vere psoriasis involving the majority of his 
skin surface. Spine x-rays showed findings 
of spondylosis. The patient told us that his 
skin disease had been treated with different 
local therapies with scarce results till the 
beginning of cyclosporine therapy in 2004. 
Unfortunately, the drug was stopped in 
2005 when the patient developed a diffuse 
large B cell, CD20+ lymphoma (DLBCL). 
In March 2006, the patient started a chemo-
immunotherapy programme: he received 
6 courses of CHOP (cyclophosphamide 
750mg/m2, adriamycin 50mg/m2, vincris-
tine 1.4mg/m2, and methylprednisolone 
50mg/m2 followed by 25mg of prednisone 
orally per day for 5 days) associated with 
rituximab at 375mg/m2. The R-CHOP 
therapy was administrated every 2 weeks 
(dose-dense schema) and was followed by a 
complete remission. Psoriasis improved and 
cleared completely in the months following 
the end of the therapy. However, the skin 
disease relapsed at the beginning of 2007. 
Considering a previous report on a patient 
affected by psoriasis and non-Hodgkin 
lymphoma (NHL), suggesting the efficacy 
of rituximab in both diseases (2), we de-
cided to restart in our patient the adminis-
tration of rituximab alone notwithstanding 
the DLBCL was in complete remission. 
We reasoned that the administration of cy-
closporine could have been associated with 
an increased risk of lymphoma relapse. 
Then, after having obtained the patient’s 
informed consent, we planned a new course 
of rituximab therapy. The drug was given 
at a dose of 375mg/m2 once a week for 4 
weeks with the aim to assess its efficacy on 
psoriasis. Before starting treatment, PASI 
was 16.2 (Fig. 1A). Unfortunately, psoria-

sis worsened in the following weeks. Two 
weeks after the end of rituximab therapy, 
PASI was 29.6 (Fig. 1B). The patient had 
no adverse reaction during the treatment.
Our experience suggests that the B-cell de-
pletion induced by rituximab has no posi-
tive effect on psoriasis. The positive results 
obtained on the skin lesions of our patient 
after the first course of rituximab therapy 
was very probably due to the CHOP regi-
men which includes a relevant dose of cy-
clophosphamide. The same happened in the 
case reported by Singh and Weinberg (2). 
In the second course we used the rituximab 
regimen used in haematology (375mg/m2 
intravenously once a week for 4 weeks) (3), 
which is different from that used in rheu-
matoid arthritis (two 1000mg intravenous 
injections separated by 2 weeks) (4, 5). 
The lower dose of rituximab in the haema-
tological regimen allowed us to avoid the 
100mg methylprednisolone intravenously 
given to rheumatoid arthritis patients as a 
measure to reduce the frequency and se-
verity of infusion reactions. The patient 
had no adverse reaction and we did not use 
methylprednisolone, which might have had 
confounding positive effects on psoriasis. 
Recently, Mielke et al. reported the case 
of patient with NHL who developed pso-
riasis and psoriatic arthritis after rituximab 
therapy (6).
Ours is the first case in which rituximab 
was purposely administered in monothera-

py with the aim to assess its efficacy on 
psoriasis. The deterioration of psoriasis af-
ter B cell depletion induced by rituximab is 
in accordance with the new appearance of 
psoriasis in the patient treated with rituxi-
mab by Markatseli et al., and in the three 
treated by Dass and co-workers (7). Taken 
together, new appearance and deteriora-
tion suggest that, with all probability, there 
will be a limited place for rituximab in the 
therapy of the various manifestation of pso-
riatic disease (8) even if a case of psoriatic 
arthritis successfully treated with rituximab 
has recently been reported (9).
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Fig. 1. Psoriasis before (A) and after therapy (B) with 
rituximab.
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