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Abstract
Background: Symmetrical drug related intertriginous and flexural exanthema (SDRIFE
or Baboon syndrome) is a symmetrical contact dermatitis on inverse regions of the
body. The disorder is easily differentiated from other drug eruptions by its typical
appearance and lack of other concurrent findings.

Observation: A 50-year-old male patient presented to our clinic complaining of a rash
that had developed two days after the tenth infliximab infusion for psoriasis and re-
occurred after consecutive infusions. The physical examination revealed a bilateral
intergluteal, inguinal, abdominal, axillary, antecubital and neck region macular erythe-
matous rash. There were no other systemic findings. The laboratory values were
within normal range. The patient was diagnosed with symmetrical drug-related inter-
triginous and flexural exanthema associated with infliximab treatment based on der-
matological findings, histopathology and the results of the provocation test. The lesions
resolved permanently after the patient was swiched from infliximab to adalimumab.

Conclusion: Various cutaneous adverse events of anti-tumor necrosis factor alpha
treatment have already been reported. The increased use of these agents can lead to
a wider variety of drug-induced skin lesions, such as the reported Baboon syndro-
me. (J Dermatol Case Rep. 2015; 9(1): 12-14)
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Introduction
Infliximab, a humanized antitumor necrosis factor (TNF)-α

monoclonal antibody, has been associated with several cu-
taneous side effects.1 We report a patient with previously
unreported symmetrical drug-related intertriginous and fle-
xural exanthema (SDRIFE) with remarkable cutaneous symp-
toms associated with infliximab treatment for chronic pla-
que psoriasis.

Case Report
A 50-year-old male patient who had been receiving infli-

ximab therapy for chronic plaque psoriasis presented with
a pruritic symmetrical macular erythematous rash of the in-
tergluteal, inguinal, abdominal, axillary, antecubital and neck
regions (Fig. 1). The eruption had begun two days after the
tenth infliximab infusion and then spontaneously disappe-
ared one week later. The eruption reappeared again after

successive infusions, and the lesions became more wide-
spread and lasted longer following each infusion. The me-
dical history of the patient included chronic plaque psoria-
sis and asthma and the concurrent medications included
methotrexate and folic acid. The results of laboratory inve-
stigations were within normal limits, except for slight ele-
vation in alanine transaminase (42 U/l) and gamma gluta-
myl transferase (73 U/L). The histopathology of the skin
biopsy from the lesion revealed subcorneal pustules, vacu-
olar degeneration in the dermoepidermal junction, perivas-
cular infiltrates with some neutrophils and eosinophils, and
slight epidermal spongiosis in the superficial dermis. The
diagnosis of SDRIFE was made clinically and histopatholo-
gically. Topical steroid treatment was started and the erup-
tion resolved within two weeks. Despite our recommen-
dations, the patient preferred to continue with infliximab
therapy because of his recalcitrant psoriasis and the be-
nign course of the SDRIFE. However, the treatment was
continued with adalimumab instead of infliximab because
of the development of a more severe eruption on all inverse
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regions including the areas between the fingers and toes
that was unresponsive to topical treatment after the sixte-
enth infusion. We have not observed any skin rash associa-
ted with SDRIFE since adalimumab treatment was started.

Discussion
The term SDRIFE for symmetrical erythema involving the

gluteal and intertriginous areas in the absence of systemic
involvement and occurring after exposure to systemic drugs
was defined by Häusermann et al.2 The diagnosis of SDRI-
FE encompasses five criteria: (1) exposure to a systemical-
ly administered drug either for the first time or with repeated
doses (excluding contact allergens); (2) sharply demarcated
erythema of the gluteal/perianal area and/or V-shaped ery-
thema of the inguinal/perigenital area; (3) involvement of
at least another intertriginous/flexural localization; (4) sym-
metry of the affected areas; and (5) absence of systemic
symptoms and signs.2 PATCH tests, lymphocyte transfor-
mation test (LTT) and drug provocation tests (DPTs) can be
used for diagnosis but DPTs remain the gold standard for
the determining the offending drug.3 Although the histopa-
thology of SDRIFE typically shows a superficial mononuc-
lear perivascular infiltrate with neutrophils and eosinophils,
other features, including subcorneal pustules, vacuolar chan-
ges and hydropic degeneration in the basal cell layer with
subepidermal bullae, and necrotic keratinocytes were also
reported.2 In our case, the diagnosis of infliximab-associa-
ted SDRIFE was based on a typical clinical picture, the hi-
stopathology, exclusion of other possible medications, and

also a positive provocation test.
The patient was using methotrexate and folic acid con-

currently with infliximab therapy, but we did not think of
them as the responsible agents as the flares of eruption did
not have any temporal relationship with the intake of these
drugs. The eruption also disappeared quickly after the ces-
sation of infliximab therapy, although the patient was still
on methotrexate and folic acid therapy.

The differential diagnosis of SDRIFE includes fixed drug
eruption (FDE), acute generalized exanthematous pustulo-
sis (AGEP) and drug rash with eosinophilia (DRESS).2 AGEP
and DRESS cause a widespread rash with accompanying
systemic changes, while FDE can be easily differentiated
from SDRIFE clinically by acral, genital and mucosal round-
oval patches or plaques and bullous lesions.2 There are
a few reports of inverse psoriasis induced by infliximab in
the literature and this should also be considered in the dif-
ferential diagnosis in our patient.4,5 On the other hand, the
differential diagnosis with psoriasis was made with the cli-
nical findings and the absence of typical psoriasis histo-
pathology.

In our case, it is not possible to known the immunolo-
gic mechanism of infliximab associated SDRIFE. SDRIFE is
thought to result from a type IV delayed hypersensitivity
immune response and acute/delayed hypersensitivity reac-
tions may occur during the treatment period with inflixi-
mab.3,6,7 Infliximab contains murine sequences at a rate of
25% and these sequences may be the cause of the immuno-
logical reactions.8,9,10 We also think that TNF-α inhibitor the-
rapy may lead to aberrant IFN-α expression and SDRIFE le-
sions could be induced with a mechanism similar to that of
pustular dermatitis.5,11
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Figure 1
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Conclusions
In conclusion, several cutaneous adverse reactions have

been reported previously in patients receiving treatment
with infliximab.1 However, this is the first reported case
of SDRIFE associated with infliximab to the best of our
knowledge.
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