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Sir,
Treatment of palmoplantar pustular psoriasis (PPP) is 
difficult (1). Topical treatment with anti-psoriatic drugs 
often gives unconvincing results. Even systemic treat-
ments show initial efficacy in only a certain proportion 
of patients. Other patients are resistant to any kind of 
therapy. And in other patients, again, adverse events lead 
to dose reduction or, imperatively, to discontinuation of 
therapy. 

The patient described here had a long history of PPP. 
Even tumour necrosis factor (TNF)-α antibody inflixi-
mab, given a short time before caused only transient 
improvement when applied as monotherapy or in combi-
nation with methotrexate. We finally initiated treatment 
with efalizumab, whereby the condition cleared within 
10–12 weeks.

CASE rEPOrT

A 55-year-old female patient developed PPP in January 
2000. Histopathological investigation confirmed a 
characteristic pattern. In October that year the patient 
additionally developed extensive psoriasis plaques 
on the trunk, extremities and scalp. Topical treatment 
and selective ultraviolet phototherapy (SUP) in an 
outpatient dermatology department did not lead to 
an improvement. The patient underwent subsequent 
climatotherapy at Norderney (North Sea) with no 
success. Finally, systemic therapy with prednisolone 
(initial dose 30 mg/day) was administered in the last 
week of her stay. In the 2–3 weeks of systemic steroid  
treatment, the patient noticed partial relief of her 
discomfort. Overlapping therapy with fumaric acid 
esters (Fumaderm® initial, Fumedica GmbH, Herne,  
Germany) was initiated, which had been discontinued 
previously. In May 2002 the patient was treated with 
acitretin (initial dose 20 mg/day and later on 30 mg/day) 
(Neotigason®, Hoffmann-La roche AG, Grenzach-
Wyhlen, Germany). Because the patient developed 
marked hypertriglyceridaemia (19 mmol/l), retinoid 
therapy was discontinued. The following administration 
of methotrexate (15 mg weekly) was discontinued due 
to obvious ineffectiveness after 6 weeks. Treatment 
with doxycycline 200 mg/day for a few weeks also 
proved inefficient. Therefore, cyclosporine treatment 
(initial dose 200 mg/day) was initiated in February 
2003. The patient experienced a marked amelioration 

of her discomfort for the first time. Due to concomitant 
persistent hypertension, cyclosporine treatment was 
discontinued in April 2003. Ten days after discontinua-
tion, a substantial flare occurred. A renewed therapy 
with fumaric acid esters was discontinued because of 
severe adverse events in July 2003.

On referral to our hospital we recommended therapy 
with a TNF-α antagonist (Fig. 1). The preliminary 
investigation was protracted due to a persistent erythro-
cyturia, and in particular renal tuberculosis had to be 
excluded before starting infliximab. Therapy with 
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Fig. 1. The left foot in the patient with palmoplantar pustular psoriasis before 
treatment (a, c) and after 43 weeks’ therapy with efalizumab (b, d).

c

a b

d



170 Letters to the Editor

Acta Derm Venereol 88

infliximab (5 mg/kg) was administered on 17 August 
2004, followed by infusions on 31 August and 28  
September 2004. After only 4 days a marked improve-
ment in the condition was observed, but no complete 
clearance was noted. Since the initial good response 
could not be maintained, additional low-dose metho-
trexate therapy was initiated (7.5 mg weekly), which 
was continued over 4 months in combination with in-
fliximab (infusions every 8 weeks). At the beginning of 
April 2005 a major relapse affecting other parts of the 
body was noted, despite the combination therapy with 
infliximab and methotrexate.

Due to our observation in plaque psoriasis that palmo-
plantar lesions first responded to efalizumab, we com-
menced efalizumab therapy on 27 April 2005 (raptiva®, 
SErONO GmbH, Unterschleißheim, Germany). After 
approximately 10 weeks of efalizumab therapy marked 
improvement was seen. By the 11th week of treatment 
her palms were clinically free and her soles showed 
only slight erythema and scaling. For the first time in 
years, the patient was now able to use her hands without 
restriction and to walk on her soles without pain. Her 
palms are currently clinically free after 68 weeks of 
efalizumab administration.

DISCUSSION

Current treatment modalities for PPP include the use 
of topical and systemic drugs (e.g. retinoids, metho-
trexate, cyclosporine, phototherapy) (1). None of 
these is curative, and in most cases none can reliably 
maintain remission. While topical therapy may provide 
transient relief, it tends to be ineffective when applied 
as a monotherapy. Systemic therapeutic options and 
photochemotherapy are limited by lack of long-term 
efficacy, incompatibility, contraindications, or the risk 
of cumulative toxicity (2, 3).

The aetiology of PPP is still unclear. Eriksson et al. (2) 
hypothesized that the acrosyringium might be the target 
for the inflammation. Smoking also has been suggested 
as a causative factor (4, 5). In psoriasis there is sub-
stantial evidence of the crucial role of activated T-cells 
and pro-inflammatory cytokines. Considering published 
case reports with infliximab indicating a high efficacy 
in generalized pustular psoriasis (6, 7), we assumed it 
to be effective in PPP. Initially the treatment indicated 
high efficacy, but after the induction treatment phase 
of infliximab, the amelioration began to stagnate and a 
combination therapy with methotrexate in addition to 
an intensive topical treatment became necessary. The 
patient eventually developed a distinct flare-up, invol-
ving not only hands and feet, but also other regions of 
her body, which led to discontinuation of infliximab 

therapy. A theoretical explanation for this phenomenon 
is provided by Michaëlsson et al. (8).

In the literature there is no clear distinction be-
tween PPP and palmoplantar pustulosis. However, dif-
ficulties on the therapeutic level in both diseases reveal  
similarities. Despite this limitation, anecdotal case re-
ports about successful treatment of PPP or palmoplantar 
pustulosis with biologics, for example with alefacept and 
efalizumab, can be found in the literature (9–11).

Efalizumab as humanized monoclonal CD11a-antibo-
dy has demonstrated efficacy, safety and health-related 
quality of life in chronic plaque psoriasis. According 
to our observation with a representative course of PPP, 
efalizumab appears to be efficient in the treatment of 
PPP. Further randomized clinical trials are needed to 
confirm these findings. 
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