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Infliximab

At first we used infliximab infusions 

(3 mg/kg, 8 patients; 7 males, 1 fe-

male) combined with peroral metho-

trexate, 5 mg/week, and folic acid, 

5 mg/week. Initially the Psoriasis 

Area and Severity Index (PASI) scores 

for all patients were over 20 (i.e. very 

severe psoriasis). The short dermato-

logy life quality index (DLQI) (our own 

index based on that of Finlay & Khan) 

was also used. After 4–6 infusions, 

PASI scores were reduced to 1–2. Life 

quality indexes also showed a good 

response. 

During the treatments, one female 

patient showed mild urticaria symp-

toms. One week before the next 

infusions we started her on setirizin 

per os and continued the treatments. 

The psoriasis improved and arthral-

gias were relieved (C-reactive protein 

dropped from 98 to 12). After 5 infu-

sions her infections (bacterial cystitis, 

streptococcal tonsillitis, etc) were 

constant. Now we are starting her 

on etanercept. One male patient had 

elevated liver enzymes and infusions 

were interrupted.
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Ostrobothnia Central Hospital is lo-

cated in Seinäjoki town in the centre 

of Finland. In this area the preva-

lence and incidence of psoriasis is 

quite high, although we lack accurate 

statistical analysis. In our dermato-

logy clinic we have used biological 

treatments for severe plaque-type 

psoriasis patients since 2005. 

A further 5 male patients have tolera-

ted infusions well and their psoriasis 

has shown remission for about 6–12 

weeks. This year our last infliximab 

patient has had 3 infusions and has 

shown excellent results for skin and 

joints. Surprisingly, however, he at-

tempted suicide and was admitted to 

the intensive care unit. He is now in 

the psychiatric department.

Efalizumab and etanercept

In 2006 we began to change most 

of our patient infliximab treatments 

to either efalizumab or etanercept 

treatments. Thus the results are not 

yet available or are very scant. One in-

fliximab patient’s psoriasis relapsed 

after 4 intramuscular efalizumab 

injections. Relapse was severe and 

he needed hospital admission. The 

patient was extremely dissatisfied 

and behaved almost aggressively. 

We plan to start infliximab again 

and later try etanercept treatment 

for him. On the other hand, 1 patient 

was very satisfied, almost euphoric, 

with the efalizumab treatment after 

4 weeks, although the results were 

not so good.

Table I. Infliximab treatment in 8 patients. 

Pat DLQI (own) Continuation after infliximab Observations

 10 = bad 1 = great

 ML  10-4-2-1 etanercept Slight guttata psoriasis

 OO  4-4-0-2-2 efalizumab, etanercept Artalagias, efalizumab shift etanercept

 RR  5-3-1-1 efalizumab Bad relapse, shift back to infliximab

 HT  7-2-3- efalizumab 

 OA  6-6-3-1 etanercept Head erysipelas

 AK 8-7-2- etanercept Liver enzymes ad 180 with infliximab

 HM 10-8- etanercept Urticaria, infections

 JL 8- infliximab Exellent response, suicide attempt,

   psychiatric treatment

Protopic® (tacrolimus) är ett alternativ för behandling av atopiskt 
eksem när konventionell behandling är olämplig* 

•  Protopic® orsakar inte hudatrofi 1

• Protopic® studier upp till 4 år visar ingen ökad infektionsrisk2

DÄR VISSA SER HÄNDER SER VI ATT SNABB LINDRING 

AV ATOPISKT EKSEM* FINNS 
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Protopic® tacrolimus
Indikation: Måttligt svår till svår atopisk dermatit, som inte svarat 
tillfredställande på eller inte tolererar konventionell behandling, från 
2 år och uppåt. Protopic® kan användas för korttidsbehandling och 
intermittent långtidsbehandling.
Dosering: Barn (2 år och äldre): Behandlingen med Protopic® 0,03 
% salva inleds 2 gånger dagligen under upp till 3 veckor. Därefter 
minskas applikationsfrekvensen till 1 gång dagligen tills lesionen är 
utläkt. Vuxna (16 år och äldre): Behandlingen inleds med Protopic® 
0,1 % 2 gånger dagligen och skall fortgå tills lesionen är utläkt. Om 
symtomen återkommer bör behandlingen med Protopic® 0,1 % 
2 gånger dagligen påbörjas igen. Man bör försöka minska applika-

tionsfrekvensen när det kliniska tillståndet tillåter detta. 
Rabattberättigat: Protopic® är rabattberättigat och ingår sedan 
2002-06-25 i högkostnadsskyddet. Protopic® salva 0,1 % och 0,03 % 
(tacrolimus).  Förpackningar om 30g och 60g. 
Viktigt att tänka på vid behandling med Protopic®:
• Protopic® ska inte användas på hudområden med pågående 

virusinfektioner.
• Protopic® salva har inte utvärderats beträffande effekt och säkerhet 

vid behandling av infekterad atopisk dermatit.
• Undvik att exponera huden för solljus eller artificiellt solljus (såsom 

solarier) under lång tid.
• Undvik att behandla slemhinnor. Användning av Protopic® under 

ocklusionsförband har inte studerats. Innehavare av marknads-
föringstillstånd Astellas Pharma GmbH Munchen.
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* Protopic® är indicerat för både måttligt och svårt atopiskt 
   eksem hos vuxna och barn från 2 års ålder.
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Observations

At present, treating patients with bio-

logical drugs – especially infliximab 

– is laborious. You need more time, 

nurses, space and money. The num-

ber of our patients treated with biolo-

gics is small, so it is difficult to draw 

any conclusions about long-lasting 

procedures, results and side-effects. 

Efalizumab and etanercept are admi-

nistered by the patients themselves, 

but still require careful monitoring 

of infections and other side-effects, 

which takes costly time.

As we already know, biologics have 

many side-effects: infections, malig-

nancies, hypersensitivity reactions, 

lupus-like or multiple sclerosis (MS)-

like syndromes, etc. Tumour necrosis 

factor-alpha (TNF-α) regulates cyto-

kine production in the body. Some 

scientists have also associated TNF-α 

with major depression. According 

to Tyring et al. (Lancet 2006, Jan 

7), reducing the effects of the some 

cytokines in the brain may relieve de-

pressive symptoms. Furthermore, we 

know that new effective antidepres-

sive drugs may add to the suicidal 

feelings of some depressive patients, 

especially at the beginning of the 

treatment (BMJ 2005, May). 

Psoriasis is a complex biopsycho-

social condition. We need new safe 

treatments to improve quality of life 

of our psoriasis patients. In addition, 

we need more studies and informa-

tion about the central nervous sys-

tem (CNS) side-effects of biologics. 

Antidepressive side-effects are, of 

course, desirable for patients. Still, 

in my opinion, patients with severe 

long-lasting psoriasis require more 

careful monitoring for psychiatric 

disorders, especially at the start of 

biological treatments.
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To provide the best possible therapy 

for patients with severe psoriasis, we 

have tried to gain experience with all 

the available biological agents, even 

before they became licensed for this 

indication. This means that we have 

clinical experience with more than 

100 patients, some of whom have 

been treated for more than 3 years.

Remicade® is used for severe and 

unstable psoriasis, including pustular 

psoriasis. Enbrel® is selected for se-

vere psoriasis, particularly in patients 

with associated athropathy. Raptiva® 

is prescribed mainly for moderate to 

severe, stable plaque-type psoriasis 

without arthropathy. Humira®, which 

is still not approved for psoriasis, is 

given to patients who do not respond 

to the other biologicals. Screening for 

tuberculosis is mandatory for the 

anti-TNF-α antagonists. For Raptiva® 

only patients considered to be at risk 

of tuberculosis are screened.

Our experience is longest for Remi-

cade® (infliximab), which is extremely 

effective early on. However, in a signi-

ficant number of patients the effect is 

reduced over time. To avoid this loss 

of efficacy, we try to use Remicade® 

in combination with methotrexate. 

Infliximab is also effective in other 

immune-mediated inflammatory skin 

diseases. Thus, we have obtained 

excellent results in refractory cases 

of pityriasis rubra pilaris, Behcet’s 

disease, pyoderma gangrenosum, 

vasculitis, dermatomyositis and 

sarcoidosis. Some patients have 




