
396 CUTIS®

Palmoplantar psoriasis is a disabling condition
characterized by recurrent crops of steri le pus-
tules with associated erythema, f issuring, and
scaling. Genetic and environmental factors have
been implicated in its etiology. Topical treat-
ments are frequently ineffective. Other treatment
options include systemic retinoids, psoralen-
UVA (PUVA), and a combination of both. We
report a case of successful treatment of recalci-
trant palmoplantar psoriasis with etanercept in a
59-year-old woman unresponsive to other treat-
ment modalit ies.
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Palmoplantar psoriasis is an idiopathic dis-
abling condition, characterized by recurrent
crops of sterile pustules with associated ery-

thema, fissuring, and scaling.1 Once established, it
may last for decades. Significant morbidity can
impair dexterity or mobility and cause pain, pruri-
tus, and embarrassment. Palmoplantar psoriasis
may affect people of all ages and of either sex,
though it is more commonly seen in middle-aged
women.1 It may be associated with other forms of
psoriasis and appears to be a distinct entity in epi-
demiology and pathophysiology. Topical treat-
ments are frequently ineffective.1 Other treatment
options include systemic retinoids,2 psoralen-UVA
(PUVA),3 and a combination of both.4 Etanercept
is a 100% human tumor necrosis factor (TNF)
receptor made from the fusion of 2 naturally occur-
ring TNF receptors.5 It binds to TNF with greater
affinity than natural receptors, which are
monomeric. The binding of etanercept to TNF
renders the bound TNF biologically inactive,

resulting in significant reduction in inflammatory
activity. Etanercept currently is approved for the
treatment of rheumatoid arthritis and psoriatic
arthritis but has been used successfully for the
treatment of psoriasis.6 We report a case of success-
ful treatment of recalcitrant palmoplantar psoriasis
with etanercept.

Case Report
A 59-year-old white woman presented in May 2002
with palmoplantar psoriasis, which was diagnosed
in August 2001. From that time until presentation,
she noted unsuccessful treatment with topical
steroids. Also, she described arthritic symptoms in
her fingers and feet. She noted pain in her feet
while walking and in her hands while performing
her duties as a nurse. On physical examination,
multiple, coalescing, erythematous, papulosqua-
mous plaques on the palmar and plantar surfaces of
her hands and feet, with extensive fissuring, were
noted. There was moderate pitting of the nails.

Therapy with topical halobetasol propionate
ointment and calcipotriene ointment 0.005%
twice daily was begun. In addition, topical PUVA
therapy was initiated 2 times a week. One month
later, tazarotene gel 0.1% was added at bedtime. By
July 2002, the patient had had minimal improve-
ment in her disease, and decided to discontinue
topical PUVA after experiencing a phototoxic
reaction secondary to outdoor exposure. She did
not wish to initiate therapy with acitretin but did
continue with halobetasol propionate ointment,
coal tar soaks, and hydroxyzine 25 mg at bedtime,
with little improvement (Figure 1). By the end of
January 2003, she continued to have recalcitrant
disease. Therapy was begun in February with etan-
ercept 25 mg subcutaneously 2 times a week. There
was slow improvement over subsequent visits. The
patient continued using halobetasol propionate
ointment twice daily, but with improvement, dis-
continued this in early May. By the end of June
2003, after 19 weeks of therapy with etanercept,
the patient experienced almost total clearing of her
hands (Figure 2), mild to moderate scaling of 
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her feet (Figure 3), and resolution of her arthritic
symptoms. Furthermore, she noted that her condi-
tion was under the best control since its inception.

Comment
Etanercept currently is approved for the treatment
of rheumatoid arthritis and psoriatic arthritis. The
drug, however, has been studied extensively for the
treatment of plaque psoriasis.6 In a phase 2 clinical
study assessing the efficacy and safety of this bio-
logic therapy, 112 patients with moderate to severe
plaque psoriasis were randomized evenly to receive
25 mg of etanercept or placebo subcutaneously
twice a week for 6 months.6 At 3 months, 17 of 
57 (30%) patients treated with etanercept achieved
a 75% reduction in Psoriasis Area and Severity
Index (PASI) compared with 1 of 55 (2%) patients
treated with placebo (P�.0001). At 6 months, a
75% reduction in PASI was achieved in 32 (56%)
patients treated with etanercept compared with 
3 (5%) patients treated with placebo. In addition, at
6 months, 12 (21%) patients treated with etaner-
cept achieved a 90% reduction in PASI compared
with none in those treated with placebo, while 

44 (77%) patients treated with etanercept achieved
a 50% reduction in PASI compared with 7 (13%) in
those treated with placebo.6

Similar findings were seen in a report of 
6 patients, ranging in age from 33 to 57 years, with
severe residual psoriasis (3 of whom also had psori-
atic arthritis) who had been unresponsive to sys-
temic treatments and phototherapy.7 Moreover, no
toxicity secondary to the treatment was noted. In
patients where etanercept was added in combina-
tion with other systemic and topical medications,
resistant disease became more responsive to treat-
ment, allowing for lower doses of systemic agents.7

Etanercept also has been useful for the treat-
ment of pustular psoriasis.8 Kamarashev et al8

reported the case of a 50-year-old male with a 
15-year history of psoriasis, including mutilating
psoriatic arthritis, in whom the withdrawal of
cyclosporin A induced a generalized pustular exac-
erbation and aggravation of the joint condition.
Two weekly injections of 25 mg of etanercept led to
a rapid improvement of the psoriatic arthritis, as
well as regression of the pustular eruption, while
residual erythema was still present.8

Figure 2. Clearing of the right hand in June 2003.Figure 1. Psoriatic plaques on the hands (A) and right
foot (B) in November 2002.
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Recently, results of a phase 3 study evaluating
the efficacy and safety of etanercept in psoriasis
were reported.9 Etanercept was evaluated at doses
of 25 mg (n�162) and 50 mg (n�164) subcuta-
neously twice weekly. At the 25-mg dose, 34% of
patients achieved PASI 75 at 12 weeks and 49% at

24 weeks. At the 50-mg dose, 49% of patients
achieved PASI 75 at 12 weeks and 59% at 24 weeks.
Therapy with etanercept was generally well tolerated.9

To my knowledge, this is the first reported case
of etanercept used specifically to treat disease lim-
ited to the palms and soles. Given the chronicity
and resistance to treatment of this entity, it is help-
ful to have a new treatment option. Further clinical
experience will help to further elucidate the use of
this therapy.
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Figure 3. Mild to moderate scaling of the right sole in
June 2003, with significant improvement from baseline.


