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Rituximab is a B-cell depleting monoclonal anti-
body targeting CD20. Data concerning the behav-
ior of psoriatic disease following rituximab therapy 
are extremely limited. In this report, the clinical 
course of a patient with established psoriasis who 
received rituximab therapy for vasculitis associ-
ated with mixed cryoglobulinemia (MC) type II is 
described. In addition to marked improvement in 
MC manifestations, modest improvement in psori-
atic lesions also was observed following therapy. 
The literature concerning B-cell depletion in the 
setting of psoriatic disease is briefly reviewed.
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Case Report
A 64-year-old man with untreated chronic hepatitis 
C virus infection presented in 2000 with palpable 
purpura on the lower extremities. His history was 
notable for plaque psoriasis diagnosed 6 years prior 
and treated with topical corticosteroids. Biopsy of 
the lower extremity eruption revealed leukocyto-
clastic vasculitis. Laboratory studies established the 
diagnosis of mixed cryoglobulinemia (MC) type II 
with monoclonal IgM and polyclonal IgG. Therapy 
involving mycophenolate mofetil in combination 

with varying doses of oral steroids was instituted 
with limited success. In 2006 the patient presented 
with abdominal pain and an intestinal biopsy 
revealed vasculitis. Rituximab therapy was com-
menced at a dosage of 1000 mg administered intra-
venously on days 0 and 14. B-cell depletion was 
achieved and the patient exhibited a rapid clinical 
response with complete resolution of abdominal 
pain and palpable purpura. Following relapses 
of cutaneous vasculitis, 3 additional cycles were 
administered during the subsequent 2 years, each 
with similar, highly satisfactory clinical efficacy. 
Since receiving rituximab, the patient consistently 
reported improvement in his psoriatic lesions with 
less irritation, redness, scale, and thickness. The 
patient’s subjective improvement was corroborated 
by physical examination. The morphology of the 
psoriatic lesions evolved from moderate plaques 
prior to rituximab to thin, scaly, erythematous 
patches during and following treatment (Figure).

Comment
Rituximab is a B-cell depleting monoclonal anti-
body targeting CD20. Originally developed for the 
treatment of lymphoma, a growing body of evidence 
now supports its utility for the treatment of cryo-
globulinemic vasculitis.1,2 We describe the use of 
rituximab for MC type II in a patient with preex-
isting psoriasis. While formal scoring was not con-
ducted, the patient’s psoriatic skin disease appeared 
to exhibit modest improvement and certainly did 
not deteriorate following therapy.

Psoriasis is largely considered a T-cell mediated 
disease. However, a potential role for B cells in 
its pathogenesis has been suggested by a number 
of researchers.3-8 As early as 1994, the presence of 
increased B cell numbers in skin biopsies obtained 
from patients with psoriasis was noted, particularly 

Improvement in Psoriasis During  
Rituximab Therapy for Mixed  
Cryoglobulinemia Type II
Philip Moberg, MD; Julia F. Charles, MD, PhD; Guada Respicio, MD; Suraj S. Venna, MD;  
Terence Rooney, MBBS

Drs. Moberg, Charles, and Respicio are from and Mr. Rooney was 
from the Arthritis Section, VA Medical Center, San Francisco,  
California. Dr. Charles also is from the Division of Rheumatology and 
Rosalind Russell Medical Research Center for Arthritis, University of 
California, San Francisco. Dr. Venna is from the Melanoma Center, 
Washington Cancer Institute, Washington, DC. Mr. Rooney currently 
is from Hoffman-La Roche Ltd, Nutley, New Jersey.
Drs. Moberg, Charles, Respicio, and Venna report no conflict of inter-
est. Mr. Rooney is an employee at Hoffman-La Roche Ltd. 
Correspondence: Guada Respicio, MD, Arthritis Section, VA Medical 
Center, 4150 Clement St 111R, San Francisco, CA 94121  
(guada.respicio@ucsf.edu).

Copyright Cutis 2010. No part of this publication may be reproduced, stored, or transmitted without the prior written permission of the Publisher.

CUTIS 
Do Not Copy



Psoriasis Improvement With Rituximab 

134  CUTIS® WWW.CUTIS.COM

in patients with concomitant joint disease.8 In a 
1999 study, Mahmoud et al3 observed that infil-
trating B cells outnumbered T cells in psoriatic 
plaque biopsies. In 2002, Gerhard et al5 identified 
clonally related B-cell populations in psoriatic 
arthritis synovial tissue, suggesting selective and 
confined antigen specificity. In 2007, in a further 
study evaluating psoriatic arthritis synovial tis-
sue, Cañete et al4 described ectopic lymphoid 
neogenesis in patients with active disease, which 
decreased following clinically successful therapy. 
The therapeutic potential suggested by these obser-
vations was highlighted in subsequent reviews,6,7 
and notable improvement of psoriatic arthritis fol-
lowing rituximab therapy was described in a case 
report in 2008.9 

Data from a study have supported the use of 
this agent as therapy for a number of inflamma-
tory skin diseases, including autoimmune blistering 
disorders and atopic dermatitis.7 No randomized 
controlled trials or series to date have evaluated its 
use for the treatment of psoriasis. The behavior of 
psoriasis following the use of this agent for other 
indications has been explicitly described in only 
2 prior reports, both involving patients with non-
Hodgkin lymphoma, according to a PubMed search 
of articles indexed for MEDLINE using the terms 
rituxan/rituximab, psoriasis, and psoriatic arthritis. In 
the first report, partial remission of established skin 
disease followed B-cell depletion.10 In the second 
report, rituximab was implicated in the onset of 
new psoriasis during therapy.11 In another case, 

Psoriatic lesions 3 months prior to the patient’s 
fourth cycle of rituximab therapy (A) and 
1 month posttherapy (B). (Image was altered to 
remove identifying information [A]; image was 
cropped and rotated 90° counterclockwise to 
improve ease of comparison [B].)
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rituximab was successfully used to treat bullous 
pemphigoid in a patient with preexisting psoriasis.12 
The effect on skin psoriasis was not specifically 
described. However, the authors went on to report 
the subsequent successful use of etanercept to treat 
psoriasis in the same patient, clearly suggesting that 
numerous active psoriatic lesions remained despite 
B-cell depletion.12

Conclusion
Our patient received rituximab for the treatment 
of MC type II. This B-cell depleting therapy also 
appeared to have attenuated his psoriasis. In our brief 
review of the literature, the use of rituximab for the 
treatment of psoriasis remains equivocal. Although 
rituximab is indicated for the treatment of non-
Hodgkin lymphoma, chronic lymphocytic leukemia, 
and rheumatoid arthritis, our case and a brief review 
of the literature demonstrate that this agent should 
be considered for other indications in patients with 
psoriatic skin disease while the results of clinical tri-
als are awaited.
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