Dr. Brunasso and Dr. Massone reply
To the Editor:

We appreciate the comments by Nagashima and Minota regarding our
report!, but we would underline some aspects of it.

First, the association between rheumatoid arthritis (RA) and dermato-
myositis (DM) in a single patient seems to be infrequent and the real inci-
dence is unknown?=. The coincidence of myopathies and RA has been pre-
viously described in case series of patients — 7 cases of DM and RA, 16
cases of polymyositis (PM) and RA, and 15 cases of unspecified DM or
PM associated with RA. However, no uniform criteria or detailed case
records could be found regarding these cases and only 4 detailed case
reports with clear overlap between RA and DM were found??. It is impor-
tant to consider that patients with DM may also have joint manifestations
that can be misinterpreted as RA, even if these manifestations rarely pro-
ceed to joint deformity and destruction?. Drug-induced myositis, usually
associated with chronic use of corticosteroids and chloroquine in patients
with RA, can be another pitfall that might lead to the incorrect diagnosis of
overlapping RA and PM!. So it is important to emphasize that there is no
clear and confirmed relation between RA and DM, even if there is a sig-
nificant increase in frequency of autoimmune diseases (including RA) in
first-degree relatives of patients with idiopathic inflammatory myo-
pathies?34. This association between many autoimmune diseases can be
explained by the fact that many disorders share genes that together act as
polygenic risk factors for autoimmunity*.

In our patient we did not immediately suspect the relationship between
the onset of DM and the use of adalimumab because of the long period of
intake (4.5 years) and that is why the drug was not promptly suspended and
therapy with prednisone and methotrexate was added. But after 8 weeks the
persistence of the very incapacitating symptoms led us to suspend the
anti-TNF-o treatment, with improvement of the clinical picture and com-
plete remission after 2 months. The causality between DM and adalimum-
ab in our case can be described as not dose-related and time-delayed (typ-
ical for immunological adverse reactions), and the association can be clas-
sified as probable and not confirmed (because rechallenge was not per-
formed), but a clear improvement after withdrawal was seen’. In addition
to the above-noted cases of myopathies associated with anti-TNF-a. thera-
pies (2 cases of PM associated with infliximab, one case of axonal neu-
ropathy associated with adalimumab, one case of interstitial myositis with
demyelinating neuropathy associated with infliximab, and one case of
necrotizing myositis associated with etanercept)?©, Ishikawa, et al’ recent-
ly reported a women who, soon after initiation of etanercept for RA, devel-
oped PM, with prompt recovery after withdrawal of the anti-TNF-o agent;
Harald, et al® described one case of DM associated with etanercept therapy
in 2006.

In the absence of clear evidence regarding the association between RA

and DM/PM and with the recently published cases of probable DM/PM
induced by TNF-a-blocking agents, we believe that clinicians should be
aware that autoimmune syndromes with cutaneous and systemic manifes-
tations, including DM, may occur in patients receiving anti-TNF-a thera-
pies. In cases in which autoimmunity is suspected, antinuclear antibodies
and anti-DNA antibodies should be determined immediately and an accu-
rate clinical examination should be performed prior to drug withdrawal.

ALEXANDRA MARIA GIOVANNA BRUNASSO, M, Department of
Dermatology, Galliera Hospital, Genoa, Italy, Department of
Environmental Dermatology and Venereology, Medical University of
Graz, Auenbruggerplatz 8, A-8036 Graz, Austria; CESARE MASSONE,
MD, Department of Dermatology, Medical University of Graz, Graz,
Austria. Address correspondence to Dr. Brunasso;

E-mail: giovanna.brunasso@gmail.com

REFERENCES

1. Brunasso AM, Scocco GL, Massone C. Dermatomyositis during
adalimumab therapy for rheumatoid arthritis. J Rheumatol
2010;37:1549-50.

2. Martinez-Cordero E, Leon DE, Ortega LA. Association of
polymyositis with rheumatoid arthritis. Rheumatol Int
2001;20:119-23.

3. Nagashima T, Sato H, Minota S. Destructive arthropathy associated
with dermatomyositis sine myositis positive for anti-Jo-1 and
anti-cyclic citrullinated peptide antibodies. J Rheumatol
2009;36:2133-43.

4. Ginn LR, Lin JP, Plotz PH, Bale SJ, Wilder RL, Mbauya A, et al.
Familial autoimmunity in pedigrees of idiopathic inflammatory
myopathy patients suggests common genetic risk factors for many
autoimmune diseases. Arthritis Rheum 1998;41:400-5.

5. Edwards IR, Aronson JK. Adverse drug reactions: definitions,
diagnosis, and management. Lancet 2000;356:1255-9.

6. Kiltz U, Fendler C, Braun J. Neuromuscular involvement in
rheumatic patients treated with anti-tumor necrosis factor therapy
— Three examples. J Rheumatol 2008;35:2074-6.

7. Ishikawa Y, Yukawa N, Ohmura K, Hosono Y, Imura Y, Kawabata
D, et al. Etanercept-induced anti-Jo-1-antibody-positive
polymyositis in a patient with rheumatoid arthritis: a case report
and review of the literature. Clin Rheumatol 2010;29:563-6.

8. Harald AH, Bernard Z. Evolution of dermatomyositis during
therapy with a tumor necrosis factor a inhibitor. Arthritis Rheum
2006;55:982-4.

J Rheumatol 2011;38:3; doi:10.3899/jrheum.101192

—| Personal non-commercial use only. The Journal of Rheumatology Copyright © 2011. All rights reserved. |—

Letter

575

Downloaded on April 19, 2024 from www.jrheum.org


http://www.jrheum.org/

