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Nail lesions in psoriatic arthritis:
recovery with sulfasalazine
treatment

Treatment with sulfasalazine has been re-
ported to be effective in psoriatic arthritis
(PsA)."” However, the role of sulfasalazine in
cutaneous lesions has been surrounded by
controversies. As far as we know its possible
beneficial effect on nail lesions has not been
reported.

Case report

A 25 year old man had presented with nail
lesions considered to be psoriatic since 1996.
During the same period he started to have
pain in both knee joints. Since 1998 he had
also had pain in the distal interphalangeal
(DIP) joints. At the end of the same year the
patient consulted a rheumatologist. On clini-
cal examination, both knee joints were swol-
len and a Baker’s cyst was present at the right
side. The 4th and 5th DIP joints of both hands
were red, painful, and slightly swollen. Nail
deformities were present in both hands (fig
1A) and feet. Psoriatic lesions of the auditory
canals and intergluteal fold were seen,
prompting the diagnosis of psoriasis partime
inversa.

Synovial fluid from the right knee joint
contained 17.8x10” leucocytes/l (86% poly-
morphonuclear); no crystals were seen. The
erythrocyte sedimentation rate was 33 mm/
1st h. Rheumatoid factor was negative, as
were cultures of nail specimens for fungi.

Radiographs of the hands and feet were
normal. There were slight erosions of the sac-
roiliac joints and of the symphysis pubis.

The patient was treated with non-steroidal
anti-inflammatory drugs (NSAIDs) and on
several occasions with local injections of
corticosteroids into the knee joints. For the
psoriatic nails he took acitretine (Neotigason)
at a daily dose of 20 mg, for 12 months, but
the nail lesions did not improve. In view of the
persisting arthritis, the patient has been
treated since January 2000 with sulfasalazine
(the dose being progressively increased from
0.5 g daily to 2 g daily), in addition to NSAIDs.
Three months later, the nail lesions started to
recede and they disappeared progressively (fig
1B); the improvement has persisted until now.
Concomitantly, there was a marked improve-
ment of the arthritis.

Discussion
Nail disease is significantly associated with
PsA.* It is particularly common in cases with
DIP joint involvement and tends to indicate
more severe PsA.” In view of the close chrono-
logical relationship between the administra-
tion of sulfasalazine and the improvement of
the nail lesions, it can be considered that
sulfasalazine played a beneficial part in the
pathological condition of our patient. Derma-
tological assessment of patients treated with
sulfasalazine for PsA has been reported in two
series; according to the report published in the
series of Gupta et al, patients treated with
sulfasalazine for PsA showed signs of cutane-
ous improvement compared with those re-
ceiving placebo.' The series of Farr ef al reports
improved cutaneous lesions in as few as 3/15
patients treated with sulfasalazine and 1/15
patients receiving placebo.” However, we could
not find any indication of the evolution of
possible simultaneous psoriatic nail lesions.
Treatment of PsA with cyclosporin or
etanercept is effective for both joint and skin
lesions of psoriasis®’; again no data about the
outcome of psoriatic nail lesions were pro-
vided in these clinical studies. Our case report
might be the occasion to draw the attention of
rheumatologists to the possible beneficial
effects of basic treatment such as sulfa-
salazine not only for PsA but also for treating
psoriatic nails.
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Left index finger (A) before, (B)
after six months’ treatment with sulfasalazine.
The nail deformities in both hands are no
longer present.

Figure 1
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Home sequential high dose
intravenous immunoglobulins in
systemic autoimmune disease

The high cost of IV immunoglobulins is often
considered to be a disadvantage of this treat-
ment. However, this does not take into
account the benefits gained—for example, the
savings achieved in the costs of corticosteroids
and immunosuppressive drugs and, above all,
the improvement in quality of life achieved
through functional improvement, as noticed
in inflammatory myopathies and Still’s
disease."” It is precisely to minimise the costs
of IV immunoglobulin treatments and to
enable patients to remain at home that we
have developed the administration of IV
immunoglobulins at home when sequential
treatments are necessary.

Between January 1995 and March 2000 30
patients (18 women, 12 men) were enrolled,
with a mean (SD) age of 44 (0.9) for the
women and 51 (0.9) years for the men (range
21-74). All the patients had received the first
two treatments in hospital to ascertain their
tolerance. Patients mostly received Tégéline
(314 treatments), Endobuline (81 treat-
ments), and Gammagard (three treatments).
All the patients had a corticodependent or
refractory autoimmune disease (mostly poly-
myositis, dermatomyositis, and adult onset
Still’s disease).

The doses prescribed for each treatment
were generally 2 g/kg. Treatments were
carried out monthly and consisted of two days
when performed in hospital and five days
when performed at home. The average flow
rate of the IV immunoglobulin perfusions
performed at home was 10 g/2 h (extreme
values: 30 min—4 h). The secondary effects of
the treatments at home remained conven-
tional and minor.

The efficacy of the IV immunoglobulin was
described by the patients as very good 17%,
good 33%, modest 3%, nil 47%. The efficacy of
the IV immunoglobulin was described by the
senior doctor as very good 53%, good 30%, nil
17%. Evaluation of the efficacy described by
the patients themselves was based on purely
functional criteria (general condition, pain,
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Table 1
cost in hospital

Evaluation of the cost of at home IV immunoglobulin treatments (n=277) and comparison with the theoretical

Mean costs for one treatment

24 h
hospital
stay with Total cost
hospital for 277
IV immunoglobulin lump sum  Small equipment Nursing treatments Savings achieved for 277 treatments
Theoretical cost in hospital
$2055 $605 $41 0 $748274  $580556
(deduction on drug budget) (deduction on small equipment (representing the virtual economy made by the
budget) hospital department (drug budget + small
equipment))
Cost for one treatment in hospital : $2701
Effective cost at home
$2363 0 $41 $67 $684588 e $63691
(15% of refrocession overcost*) (representing the effective savings for the
community)
® $85377

Cost for one treatment at home: $2471

(representing the budget income for the
hospital administration)

the management and traceability costs.

*In France when a drug is retroceded by a hospital pharmacy, it is invoiced 15% higher, the difference being paid to the hospital administration to cover

muscular deficit, etc), which explains the dif-
ference between the two evaluations. Cases
where the IV immunoglobulin resulted in a
reduced use of corticosteroids, or cases where
IV immunoglobulins made it possible to avoid
using immunosuppressive drugs were re-
garded as a success by the senior doctor,
whereas patients did not necessarily have the
same impression.

The 23 patients (77%) who said they had
benefited from the IV immunoglobulin treat-
ments at home gave the following reasons:
better comfort (n=12), presence of next of kin
(n=10), more occupation (n=6), time gain
(n=5), better mood (n=3), maintaining ac-
tivities (n=3), avoiding repeated trips to the
hospital (n=3), better quality of sleep (n=2),
better food (n=2). The seven patients (23%)
who preferred the treatments at the hospital
gave the following reasons: better monitoring,
less trouble (IV immunoglobulin collected at
the hospital pharmacy, calling the nurse at
home, collection of tubes, needles, and per-
fusion stand at the pharmacy and at home).

The mean cost of a treatment in hospital was
$2701 against $2471 for a treatment at home.
The difference seems to be modest, yet for the
277 treatments performed at home over five
years, the savings for the community amount
to $63 691 with $85 377 of budget revenues for
the hospital (the 15% increase is in fact
invoiced by the hospital administration for

management and traceability costs). By this
procedure, we have achieved a virtual economy
on our drug budget and small equipment of
$580 556 in the past five years (table 1).

In the light of our experience and published
reports of side effects,”® we propose some
guidelines for home IV immunoglobulin infu-
sion for patients with autoimmune disease
(table 2). This procedure is appreciated by the
patients and medical board and contributes to
balancing the expenses for the National
Health System.
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Table 2
autoimmune disease

Home IV immunoglobulin infusion guidelines for patients with

second hospital infusion

tubing and used bottles

1. Need for a defined diagnosis

2. Presence of rational physiopathological basis that could “legitimise” the use of IV
immunoglobulin

3. Senior hospital prescription

4. Respect of the contraindication of home IV immunoglobulin programme: coronaropathy,

insufficiency or ischaemic cardiopathy, recent stroke, nephropathy, uncontrolled
hypertension, thrombosis of the perfused vein; hypersensibility reaction after the first or

5. More than one hospital based infusion before infusion at home to assess the tolerance
6. Average flow rate of IV immunoglobulin no quicker than 10 g per two hours
7. Collaboration with a home care organisation for visiting nurses and for collection of
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Elastofibroma dorsi

Elastofibroma is a rarely diagnosed benign
fibroproliferative lesion which occurs most
commonly in the periscapular region of
middle aged to elderly women.' Recognition
of the lesion is important as the differential
diagnosis includes other benign and also
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