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 CASE LETTER

To the Editor:
A 50-year old man with Fitzpatrick skin type IV, human 
immunodeficiency virus (HIV), fatty liver disease, and 
moderate psoriasis (10% body surface area [BSA] affected) 
currently treated with clobetasol spray and calcitriol oint-
ment presented with persistent psoriatic lesions on the 
trunk, arms, legs, and buttocks. His CD4 count was  
460 and his HIV RNA count was 48 copies/mL on poly-
merase chain reaction 2 months prior to the current pre-
sentation. He had been undergoing phototherapy 3 times 
weekly for the last 5 months for treatment of psoriasis.

At the current presentation, he was started on an apre-
milast starter pack with the dosage titrated from 10 mg to 
30 mg over the course of 1 week. He was maintained on 
a dose of 30 mg twice daily after 1 week and continued 
clobetasol spray, calcitriol ointment, and phototherapy 
3 times weekly with the intent to reduce the frequency 
after adequate control of psoriasis was achieved. After  
3 months of treatment, the affected BSA was 0%. He 
continued apremilast, and phototherapy was reduced 
to once weekly. Phototherapy was discontinued after  

7 months of concomitant treatment with apremilast after 
clearance was maintained. It was reinitiated twice weekly 
after a mild flare (3% BSA affected). After 20 total months 
of treatment, the patient was no longer able to afford apre-
milast treatment and presented with a severe psoriasis flare 
(40% BSA affected). He was switched to acitretin with a 
plan to apply for apremilast financial assistance programs.

Psoriasis treatment in the HIV population poses a 
challenge given the immunosuppressed state of these 
patients, the risk of reactivation of latent infections, and 
the refractory nature of psoriasis in the setting of HIV. 
Two of the authors (S.P.R. and J.J.W.) previously reported 
a case of moderate to severe psoriasis in a patient with  
HIV and hepatitis C who demonstrated treatment success 
with apremilast until it was discontinued due to financial 
implications.1 Currently, apremilast is not widely used 
to treat psoriasis in the HIV population. The National 
Psoriasis Foundation 2010 guidelines recommended  
UV light therapy for treatment of moderate to severe pso-
riasis in HIV-positive patients, with oral retinoids as the 
second-line treatment.2 There remains a need for updated 
guidelines on the use of systemic agents for psoriasis treat-
ment in the HIV population. 

Apremilast, a phosphodiesterase 4 inhibitor, is an oral 
therapy that restores the balance of proinflammatory and 
anti-inflammatory cytokines by inhibiting inflammatory 
cytokine (eg, tumor necrosis factor α, IFN-γ, IL-2, IL-12, 
IL-23) secretion and stimulating anti-inflammatory  
cytokine (eg, IL-6, IL-10) production. In 2015, the  
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phase 3 ESTEEM 13 and ESTEEM 24 trials demonstrated 
the efficacy of apremilast 30 mg twice daily for treatment 
of psoriasis. In both trials, the psoriasis area and severity 
index 75 response rate at week 16 was significantly higher 
with apremilast compared to placebo alone (33.1% and 
28.8% vs 5.2% and 5.8%, respectively; P<.001 for both 
trials). Apremilast also was noted to improve difficult- 
to-treat nail, scalp, and palmoplantar psoriasis.3,4

Use of other systemic agents such as tumor necrosis 
factor α inhibitors and ustekinumab has been reported in 
HIV-positive patients.5-7 There is no current data on IL-17 
and IL-23 inhibitors. Acitretin generally is recommended as 
a second-line agent in HIV patients given its lack of immu-
nosuppression2; however, methotrexate and cyclosporine 
should be avoided given the risk of opportunistic infections.8 

Apremilast is a promising therapy with a favorable 
safety profile that should be considered as an adjuvant 
treatment to first-line agents such as phototherapy in 
HIV-positive patients. Apremilast has been successfully 
used in an HIV patient with a concomitant chronic hepa-
titis C infection.1 Systemic medications such as apremilast 
should be managed in coordination with infectious dis-
ease specialists with close monitoring of CD4 levels and 
viral loads as well as prophylactic agents.
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