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ABSTRACT

Background: Daclizumab is a humanized monoclonal antibody against the α-subunit (CD25) 

of the high-affinity interleukin (IL)–2 receptor, used for the treatment of relapsing-remitting 

multiple sclerosis with a large spectrum of cutaneous adverse reactions. Case presentation: 

We present the case of a middle-aged man treated with daclizumab for multiple sclerosis, 

who developed skin reactions difficult to evaluate. A 4 mm punch-biopsy was taken from the 

plantar area. Histological examination of the biopsy revealed hyperkeratosis and acanthosis 

but no parakeratosis, while a discrete inflammatory infiltrate was noticed around vessels in 

the dermis. Treatment with fluconazole 50 mg/day for 10 days, moisturizers, and grade I topi-

cal steroids was followed by slight improvement of the clinical picture. Treatment with dacli-

zumab was not discontinued. Conclusion: The clinical efficacy and side effects of daclizumab 

have to be reported and confirmed in clinical practice in the following years. Any clinical 

report can contribute to validate the efficacy and risk of the drug’s administration. Any type of 

adverse skin reaction must be reported for clarifying the diagnosis. 

Keywords: daclizumab, skin lesions, multiple sclerosis

Anca Chiriac • Str. Hatman Șendrea nr. 2, 700613 Iași, 
Romania. Tel: +40 332 808 703

Adrian Năznean • Str. Gheorghe Marinescu nr. 38, 
540139 Târgu Mureș, Romania. Tel: +40 0265 215 551

Claudiu Molnar • Str. Gheorghe Marinescu nr. 38, 
540139 Târgu Mureș, Romania. Tel: +40 0265 215 551

Simona Stolnicu • Str. Gheorghe Marinescu nr. 38, 
540139 Târgu Mureș, Romania. Tel: +40 0265 215 551

background

Daclizumab is a humanized monoclonal antibody against the α-subunit (CD25) 
of the high-affinity interleukin (IL)–2 receptor, used for the treatment of relaps-
ing-remitting multiple sclerosis, with a large spectrum of cutaneous adverse re-
actions.1,2 Physicians should be aware of potential side effects induced by dacli-
zumab in the treatment of patients with relapsing multiple sclerosis. We present 
the case of a middle-aged man treated with daclizumab for multiple sclerosis, 
who developed skin reactions difficult to evaluate.
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Case presentation

A 56-year-old man, treated with daclizumab for multiple 
sclerosis, was referred to Dermatology. The dermatologi-
cal examination revealed an intensely pruritic desqua-
mating rash localized on the central facial area (mostly on 
the chin and nasal wings) associated with inferior blepha-
ritis (Figure 1); androgenic alopecia and discrete silver 
scales over the parieto-temporal area (Figure 2); nail pit-
ting, discrete distal onycholysis and chronic perionixis on 
all digits (Figure 3); bilateral plantar hyperkeratosis (Fig-
ure 4); no other skin lesions were observed or described 
by the patient. He admitted having the alopecia from the 
second decade of life, as well as a long history of cutane-

ous problems, and a recent facial rash forced him to seek 
treatment.

Before referral to the hospital, emollients were used 
regularly as self-medication for the last 2 months, with no 
improvement. No personal or familial medical history of 
psoriasis was declared or recorded in medical files. 

A clinical suspicion of seborrheic dermatitis or psoria-
sis motivated a skin biopsy. A 4 mm punch-biopsy was 
taken from the plantar area. Histological examination of 
the biopsy revealed hyperkeratosis and acanthosis but no 
parakeratosis, while a discrete inflammatory infiltrate was 
noticed around vessels in the dermis. Treatment with flu-
conazole 50 mg/day for 10 days, moisturizers, and grade I 
topical steroids was followed by slight improvement of the 
clinical manifestations. Treatment with daclizumab was 
not discontinued.

A month later, the patient was seen again; typical small 
patches of seborrheic-like dermatitis were observed on 
the sternal area (Figure 5) and on the scapular area (Fig-
ure 6), while the old cutaneous lesions were still pres-

FIGURE 1.  Large erythematous plaques covered by scales over 

the chin and on the middle area of the face; inferior blepharitis

FIGURE 3.  Nail pitting, discrete distal onycholysis and chronic 

perionixis on all digits

FIGURE 2.  Androgenic alopecia and discrete silver scales over 

the parieto-temporal area

FIGURE 4.  Hyperkeratosis covering the entire plantar surface
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ent. Potent topical steroids were recommended for two 
weeks for the scalp and trunk lesions, associated with 
10% urea cream for the plantar area, ketoconazole gel as 
cleaning agent for the face, followed by emollients. No 
restriction for daclizumab treatment was recommended 
from a dermatological point of view, taking into consid-
eration the lack of severity of skin lesions and the ben-
eficial effect of daclizumab on his neurological disease.  
The patient will be closely followed-up with an interdis-
ciplinary approach.

Discussions 

Daclizumab is a humanized monoclonal antibody against 
the α-subunit (CD25) of the high-affinity interleukin (IL)–
2 receptor used for the treatment of relapsing-remitting 
multiple sclerosis.1 Recently, several reports have commu-
nicated a large spectrum of cutaneous adverse reactions 
observed in patients treated with daclizumab for multiple 
sclerosis.2

Cutaneous adverse reactions induced by daclizumab 
high-yield process (DAC-HYP), recommended for mul-
tiple sclerosis, have been previously reported in 37% of pa-
tients, mainly represented by “rash and eczema”.2 Another 
open-label phase I study of DAC-HYP reported that 77% 
of the enrolled patients presented skin adverse reactions, 
described clinically as “severe rash of psoriasiform pheno-
type” but with no characteristic histological features.3 The 
severity of skin reactions was mild to moderate, with good 
response to topical steroids, and rare cases of severe reac-
tions, such as angioedema or Stevens-Johnson syndrome, 
were reported.4,5 In a recent study performed on 2,236 pa-
tients with 5,214 patient-years of exposure to daclizumab 

for relapsing-remitting multiple sclerosis, the cumulative 
incidence of skin adverse reactions was found in 33% of 
patients, represented by rash, eczema, and allergic der-
matitis, with rare (only 2%) cases of severe adverse events 
(toxic skin eruption treated with systemic steroids and 
plasma exchange).5

Daclizumab treatment in multiple sclerosis expands 
CD56bright NK cells; this same lymphocyte subset is in-
volved in the pathogenesis of psoriasis and may lead to 
psoriasis in genetically predisposed patients.6,7 

Our patient had developed inflammatory skin lesions 
during treatment with daclizumab, but the exact diagno-
sis was not ascertained. Although clinical features argued 
in favor of psoriasis, histology did not certify the diagno-
sis. Moreover, in some cases, a clear distinction between 
psoriasis and seborrheic dermatitis cannot be made, or 
both diseases can coexist in the same patient. Daclizumab 
was approved for use outside of clinical studies in May 
2016; its clinical efficacy and side effects have to be re-
ported and confirmed in clinical practice in the following 
years.7

Conclusions

Psoriasis-like skin lesions may present as adverse effects 
of treatment with Daclizumab in patients with relapsing-
remitting multiple sclerosis. Any clinical report can con-
tribute to validate the efficacy and risk of the drug’s ad-
ministration. Any type of adverse skin reaction must be 
reported for clarifying the diagnosis.

FIGURE 5.  Seborrheic-like lesions on the sternal area

FIGURE 6.  Seborrheic-like lesions on the scapular area
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Consent to participate

Informed consent to publish the case was obtained from 
the patient.
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