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Eruptive lentiginosis confined to areas
of regressing psoriatic plaques after
adalimumab treatment夽,夽夽

The pathophysiology is not well documented. Some
cytokines produced in psoriatic skin are known to stimulate melanogenesis and might be responsible for the
lentigines.3 In addition, Wang et al. reported that IL-17 and
TNF can affect both the growth and pigment production
of melanocytes, which may contribute to the pigmentation changes associated with psoriasis.4 In turn, it has been
suggested that eruptive lentiginosis is an exaggerated recovery in pigment production, associated with greater disease
severity or greater inhibition of cytokines with treatment.1
To date, no effective therapy has been reported. Lentigines appear within the first months of treatment and may
persist with no or little improvement.1 Although it does not
require an interruption of the treatment, close follow-up is
recommended.
In conclusion, the author presents a new case of eruptive
lentiginosis confined to areas of regressing psoriatic plaques
after adalimumab. Given the development of novel biological treatments and new therapeutic targets, new cases of
eruptive lentiginosis are likely to appear. Clinicians need to
be aware of the potential side effects of biological therapies
due to their increasing use.

Dear Editor,
Eruptive lentiginosis confined to areas of regressing psoriatic plaques is a rare phenomenon. Initially described after
phototherapy, several other treatment regimens used in psoriasis including topical and systemic biologic agents, have
been reported to induce lentigines.1 The author reports a
new case of eruptive lentiginosis following treatment with
adalimumab.
A 45-year-old female with no relevant medical history presented to this department with multiple brownish
lesions in areas previously occupied by psoriatic plaques
seven months after initiating adalimumab. She denied
having applied any topical treatment or having received
any sun exposure. Physical examination revealed grouped
brown macules over previously affected areas (Fig. 1). The
patient had suffered from chronic plaque psoriasis since
adolescence, proven to be refractory to topical therapies, methotrexate, and cyclosporine. Phototherapy was not
performed in this patient. She was not taking any other medications. A punch skin biopsy showed hyperpigmentation of
the basal layer, consistent with lentigo. No treatment was
initiated due to patient refusal. The lesions remained stable
throughout one year of follow-up.
Lentigos confined to resolved psoriatic plaques have been
rarely mentioned in the literature. The literature features
reports following topical treatments and biological therapies used in psoriasis. Among biological therapies, eruptive
lentiginosis has been reported in relation to infliximab,
adalimumab, etanercept, ustekinumab and secukinumab.
To the best of the author’s knowledge, to date there is
only one case reported associated with classic systemic
therapies.2
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Figure 1 Multiple brownish macules in areas previously occupied by psoriatic plaques.
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Erythema annulare centrifugum
associated with chronic amitriptyline
intake夽,夽夽

ANA, ASLO titer, rheumatoid factor, complement, IgE levels, proteinogram, ␤-2 microglobulin, and thyroid function
test were normal. Chest radiograph, Mantoux skin test,
and abdominopelvic ultrasonography were unremarkable.
These findings were consistent with erythema annulare centrifugum (EAC), superficial type.
Administration of amitriptyline was suspended and
mometasone furoate 0.1% cream was prescribed, showing
moderate improvement at the one-month follow-up visit.
Fluconazole 100 mg/day was prescribed for four weeks. Due
to inefficacy, it was changed to erythromycin 250 mg four
times a day for four weeks. After this treatment, the patient
showed nearly complete response. At the one-year followup, some minor recurrences were noted, which only required
short courses of topical corticosteroids. Amitriptyline oral
rechallenge was refused by the patient.
EAC is classified as a reactive erythema, along with
erythema chronicum migrans, erythema marginatum, and
erythema gyratum repens. Each entity is separated by
clinical and histopathologic correlation. EAC is divided in
superficial and deep forms.1 The superficial form often has
scaly borders tending to form on the trailing edge of the
annular lesion. The deep form has non-scaly indurated borders without marked epidermal changes. The superficial
type is associated with recurrences and a shorter duration
of skin lesions when compared with the deep type.1 Common differential diagnosis includes other annular erythemas
such as erythema chronicum migrans, mycosis fungoides,
urticaria, psoriasis, tinea corporis, and annular sarcoidosis. Histopathology shows a lymphohistiocytic perivascular
infiltrate in both superficial and deep types of EAC. In the
superficial type, a perivascular infiltrate and dermal edema
are located in the upper dermis. Epidermal changes such as
acanthosis, spongiosis and even vesiculation can be seen.
In the deep type, the perivascular infiltrate is found in

Dear Editor,
A 41-year-old woman presented to the hospital with a mildly
pruritic exanthem which had appeared two months before.
She had been presenting similar episodes for the past five
years, treated with topical corticosteroids and short courses
of methylprednisolone. Each episode lasted longer and was
more widespread than the previous one. She denied fever
or any systemic symptoms. The patient reported a history of migraines, treated with amitriptyline for the past
five years and occasional anti-inflammatories. Amitriptyline
was started two weeks before the first appearance of skin
lesions, but the patient did not associate both events. Physical examination revealed annular and polycyclic plaques,
with a trailing scale and central clearing, predominantly
in lower limbs (Fig. 1). A skin biopsy from the edge of
a lesion was performed, showing mild papillary edema,
spongiosis, lymphocyte exocytosis and a perivascular lymphohistiocytic infiltrate in a ‘‘coat sleeve’’ appearance
(Fig. 2). Periodic acid-Schiff staining did not show fungal
forms. Fungal culture was negative. Laboratory tests including complete blood count, liver and kidney function tests,
serological tests for HBV, HCV, HIVH, borrelia and syphilis,
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