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Abstract: A 35-year-old man with a late-onset combined immunodeficiency (LOCID) variant of
common variable immunodeficiency, severe plaque psoriasis, psoriatic arthritis, and Crohn’s disease
was attended in the Regional Hospital of Presidente Prudente and HC-FMUSP, São Paulo, Brazil.
Anti-IL-12/IL-23 (ustekinumab) monoclonal antibody was prescribed due to the failure of other
treatments (phototherapy, oral acitretin) for psoriasis and a Psoriasis Area Severity Index >10. We
evaluated the impact of treatment with ustekinumab on severe infectious diseases in a patient
with uncontrolled psoriasis and LOCID followed for 8 years. Four quarterly doses of ustekinumab
90 mg and human immunoglobulin replacement (10,000 mg at 28-day intervals) were administered.
Immunophenotyping, cultures of lymphocytes, genetic sequencing, and whole exome sequencing
were performed to investigate the primary immunodeficiency. Normal lymphocyte proliferation;
pathogenic variants in genetic sequencing, and clinically significant variants in the whole exome for
primary immunodeficiencies were not detected. The main infections before and after treatment with
ustekinumab were chronic sinusitis and gastroenteritis. The patient was infected with COVID-19,
dengue (twice) and influenza and was hospitalized three times for intravenous antibiotic therapy.
Ustekinumab did not influence the susceptibility of the patient with LOCID to severe infections and
significantly improved psoriasis, psoriatic arthritis, and Crohn’s disease.

Keywords: late-onset combined immunodeficiency; psoriasis; ustekinumab; infections

1. Introduction

Primary immunodeficiencies or innate inborn errors of immunity (IEI) are a heteroge-
neous group of diseases that result from defects in the development and/or function of
the immune system. They are classified as disorders of adaptive immunity (i.e., T cell, B
cell, or combined immunodeficiencies) or innate immunity (e.g., phagocyte and comple-
ment disorders). Although the clinical manifestations are variable, most disorders at least
involve increased susceptibility to infection, autoimmunity, and tumors, and about 60% of
these patients have decreased antibody levels [1]. IEI should be suspected in patients with
recurrent upper airway infections (otitis or sinusitis), recurrent pneumonia, continuous use
of antibiotics, skin abscesses or atopic dermatitis; or a family history of IEI [1].

Autoimmune diseases are a group of polygenic, immune-mediated genetic diseases
and may involve any organ or system. Although the pathophysiology is still unclear, in
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all cases, autoantibodies formed against the individual’s own tissue begin to destroy it,
including the nervous, digestive and respiratory systems and the skin, blood, eyes, joints,
and endocrine glands [2–4]. Autoimmune manifestations are observed with considerable
frequency in patients with primary antibody deficiencies, including common variable
immunodeficiency and selective IgA deficiency, but they can also be evident in patients
with combined immunodeficiency disorders [3,4]. Supporting the association between
autoimmune diseases and IEI, based on the concept that excessive inflammatory responses
and autoimmunity are also common manifestations of immunodeficiency, the overall
prevalence of autoimmunity in patients with CVID was 29.8%, and the prevalence of
autoimmune hematologic diseases, autoimmune gastrointestinal disorders, autoimmune
rheumatologic disorders, autoimmune skin disorders, and autoimmune endocrinopathy
was 18.9%, 11.5%, 6.4%, 5.9%, and 2.5%, respectively [4].

Cutaneous manifestations are common in patients with IEI and therapies include
topical agents, phototherapy, and immunosuppressive or immunobiological agents [5].
Over the past 2 decades, several immunobiological agents have been developed for the
treatment of moderate-to-severe plaque psoriasis. The first class included the TNF-α
inhibitors and the monoclonal antibodies adalimumab and infliximab, followed by the
monoclonal antibody ustekinumab, which is an IL-12/23 inhibitor. A newer class of
monoclonal antibodies is the IL-17 inhibitors, including secukinumab and ixekizumab,
which block IL-17A, as well as brodalumab, which blocks the IL-17 receptor (IL-17RA).
Finally, the IL-23 inhibitors guselkumab, tildraquizumab and risankizumab were added [6].
The role of ustekinumab in triggering infections in immunocompetent patients treated
for psoriasis and Crohn’s disease has been investigated [7,8]. However, data on patients
with IEI with combined immunodeficiency are scarce because these patients could not
be included in clinical studies. Our objective was to investigate the impact of treatment
with ustekinumab in triggering infections in a patient with severe uncontrolled psoriasis,
psoriatic arthritis, Crohn’s disease, and late-onset combined immunodeficiency (LOCID)
over an 8-year period.

2. Case Report

In 2016, a 33-year-old man was referred to the dermatology and immunodeficiency
outpatient clinic at Presidente Prudente Regional Hospital (RH), São Paulo state, Brazil.
Skin disorders were present in our patient soon after birth in our patient. At 3 months
of age, he had atopic dermatitis and he was 1 year old when he was first hospitalized
due to a severe infection in the lower limb after an insect bite. Subsequently, throughout
his childhood, he was hospitalized about five times a year due to mild and severe skin
infections, including cellulitis and erysipelas, in addition to ulcerative atopic dermatitis,
making it clear that skin lesions would be a major health problem in his life.

In 2006, at the age of 23 years, he was diagnosed with LOCID and severe psoriasis and
referred from Presidente Prudente to the primary immunodeficiency outpatient clinic at the
Faculty of Medicine of the University of São Paulo, São Paulo (HC). Due to hypogammaglobu-
linemia, immunoglobulin deficiency, and alterations in immunophenotyping with low levels
of CD3/CD4 and CD19 cells (Table 1), he was given intravenous human immunoglobulin
(IVIG) replacement at a dose of 400 mg/kg at 28-day intervals, and he showed significant
improvement. In 2011, IVIG replacement was discontinued due to severe anaphylaxis and he
underwent follow-up at HC. From 2011 to 2016, without immunoglobulin replacement, his
health condition, psoriasis, and infections were exacerbated.

In May 2016, at the first consultation in RH and after 5 years without follow-up in a
specialized immunodeficiency service and without replacement of IVIG, his state of health
was poor, with multiple infections and comorbidities, mainly in the skin, and worsening
of his psoriasis, leading to difficulty carrying out basic daily activities. In November
2016, subcutaneous immunoglobulin replacement was started, which was a new form
of therapy that protected the patient from an anaphylactic reaction and adverse events.
He had widespread pruritic erythematous scaly plaques, including the palmoplantar
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regions (Figure 1), which were not controlled after using topical corticosteroids, systemic
acitretin, and UVB-narrow band phototherapy. The Psoriasis Area Severity Index was
>10. Tests, including serology for hepatitis B and C, HIV and syphilis, PPD (purified
protein derivative), and chest radiographs were requested before starting immunobiological
therapy. Given the importance of his immunodeficiency, it was decided not to give him
methotrexate or anti-TNF-α agents and ustekinumab was indicated.

Table 1. Immunological findings on diagnosis.

Immunophenotyping Patient Normal Range

CD45/CD3 564 605–2460 cells/µL
CD45/CD3/CD4 291 493–1666 cells/µL
CD45/CD3/CD8 235 224–1112 cells/µL

CD45/CD19 51 72–520 cells/µL
CD45/CD3−/CD16+ 51 73–654 cells/µL

Lymphocyte proliferation Stimulation Index
Phytohemagglutinin 37.9 18.28–343.00

Pokeweed 19.5 8.42–107.40
OKT3 43.4 15.62–219.30

Response to vaccination
Anti-HBs 151.2 ≥10 IU/mL

Anti-tetanus 0.95 >0.8 IU/mL
Anti-diphtheria 0.35 >0.1 IU/mL
Anti-pneumo 23 >50%

Immunoglobulins
IgG 318 700–1600 mg/dL
IgM 24 40–230 mg/dL
IgA 96 70–400 mg/dL
IgE <0.5 <140 mg/dL

IgG subclasses
IgG1 5.62 4050–10,110 mg/L
IgG2 1.97 1690–7860 mg/L
IgG3 400 110–850 mg/L
IgG4 617 30–2010 mg/L
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obtained on April 26, 2017, in the Ambulatory of Dermatology of the RH 

In May 2022, the patient presented with worsening of abdominal pain and diarrhea, 
leading to dehydration and weight loss. Colonoscopy with biopsies revealed Crohn’s 
disease and upper digestive endoscopy with a duodenal biopsy that demonstrated 
villous atrophy and infiltration of intraepithelial lymphocytes, compatible with celiac 
disease; there was clinical improvement of diarrhea after suspension of gluten intake, this 
led to improvement in Crohn’s disease and psoriasis. 

From 2017 to 2022, he was infected with COVID-19, dengue (twice), and influenza 
virus, and was hospitalized three times for intravenous antibiotic therapy. The patient 
was infected with the dengue virus in 2018 and with dengue, COVID-19 and influenza 
viruses in 2022. Dengue infection is endemic in Presidente Prudente and in 2022, 17,493 
individuals were infected. As with dengue, in December 2022, 1:3.2 inhabitants were 
infected with COVID-19 [9]. The patient’s wife and daughter were also infected with 
dengue and COVID-19 at the same time. He was infected with influenza virus by his 

Figure 1. Patient with diffuse erythematous scaly plaques before ustekinumab treatment. Pictures
obtained in 21 November 2016, in the Ambulatory of Dermatology of the RH.

Before starting treatment in this immunosuppressed patient, prophylaxis with isoni-
azid for Mycobacterium tuberculosis, sulfamethoxazole-trimethoprim for pneumocystosis,
fluconazole for candidiasis, and azithromycin for atypical mycobacteria were given. About
30 days after the use of the prophylactic drugs, he had important side effects, including
diarrhea, epigastric pain, dehydration, and a decline in his general condition requiring
hospitalization, and prophylactic treatment was interrupted. On 14 February 2017, the
standard initial dose of ustekinumab (45 mg at weeks 0 and 4) was administered subcuta-
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neously followed by a maintenance dose of 45 mg every 3 months, which is the standard
label dosage for psoriasis with or without arthritis for adults weighing < 100 kg.

He showed significant improvement after 2 doses of medication (Figure 2) and re-
mained on this dosage until the end of 2019. In 2020, due to the worsening of his joint
condition, and the diagnosis of psoriatic arthritis, the dose of ustekinumab was adjusted.
First, it was doubled (90 mg every 3 months), but the joint pain did not improve; then, the
interval between doses was decreased (90 mg every 8 weeks).

Pathogens 2023, 12, x FOR PEER REVIEW 4 of 9 
 

 

 
Figure 1. Patient with diffuse erythematous scaly plaques before ustekinumab treatment. Pictures 
obtained in November 21, 2016, in the Ambulatory of Dermatology of the RH 

He showed significant improvement after 2 doses of medication (Figure 2) and 
remained on this dosage until the end of 2019. In 2020, due to the worsening of his joint 
condition, and the diagnosis of psoriatic arthritis, the dose of ustekinumab was adjusted, 
First, it was doubled (90 mg every 3 months), but the joint pain did not improve; then, the 
interval between doses was decreased (90 mg every 8 weeks). 

 
Figure 2. Significant improvement in psoriatic lesions after 2 applications of ustekinumab. Pictures 
obtained on April 26, 2017, in the Ambulatory of Dermatology of the RH 

In May 2022, the patient presented with worsening of abdominal pain and diarrhea, 
leading to dehydration and weight loss. Colonoscopy with biopsies revealed Crohn’s 
disease and upper digestive endoscopy with a duodenal biopsy that demonstrated 
villous atrophy and infiltration of intraepithelial lymphocytes, compatible with celiac 
disease; there was clinical improvement of diarrhea after suspension of gluten intake, this 
led to improvement in Crohn’s disease and psoriasis. 

From 2017 to 2022, he was infected with COVID-19, dengue (twice), and influenza 
virus, and was hospitalized three times for intravenous antibiotic therapy. The patient 
was infected with the dengue virus in 2018 and with dengue, COVID-19 and influenza 
viruses in 2022. Dengue infection is endemic in Presidente Prudente and in 2022, 17,493 
individuals were infected. As with dengue, in December 2022, 1:3.2 inhabitants were 
infected with COVID-19 [9]. The patient’s wife and daughter were also infected with 
dengue and COVID-19 at the same time. He was infected with influenza virus by his 

Figure 2. Significant improvement in psoriatic lesions after 2 applications of ustekinumab. Pictures
obtained on 26 April 2017, in the Ambulatory of Dermatology of the RH.

In May 2022, the patient presented with worsening of abdominal pain and diarrhea,
leading to dehydration and weight loss. Colonoscopy with biopsies revealed Crohn’s
disease and upper digestive endoscopy with a duodenal biopsy that demonstrated villous
atrophy and infiltration of intraepithelial lymphocytes, compatible with celiac disease;
there was clinical improvement of diarrhea after suspension of gluten intake, this led to
improvement in Crohn’s disease and psoriasis.

From 2017 to 2022, he was infected with COVID-19, dengue (twice), and influenza
virus, and was hospitalized three times for intravenous antibiotic therapy. The patient was
infected with the dengue virus in 2018 and with dengue, COVID-19 and influenza viruses
in 2022. Dengue infection is endemic in Presidente Prudente and in 2022, 17,493 individuals
were infected. As with dengue, in December 2022, 1:3.2 inhabitants were infected with
COVID-19 [9]. The patient’s wife and daughter were also infected with dengue and
COVID-19 at the same time. He was infected with influenza virus by his parents, whom
he helped care for. We suggest that treatment with ustekinumab is not responsible for the
infection caused by these viruses.

At present, he continues with the optimized treatment with ustekinumab and replace-
ment of subcutaneous immunoglobulin every 28 days. He is being followed at immunology,
dermatology, rheumatology, and gastroenterology clinics.

With regard to family history, the sister is being followed due to juvenile idiopathic arthritis
and vitiligo; his brother has rhinitis, chronic sinusitis, diarrhea, anal fistula, and bilateral deafness
after using monoclonal antibodies to treat the anal fistula; a cousin was diagnosed with common
variable immunodeficiency, thrombocytopenia, and autoimmune hemolytic anemia (died aged
28 years); an aunt was diagnosed with combined immunodeficiency, thrombocytopenia and
autoimmune hemolytic anemia (died aged 54 years); a nephew died soon after birth due to
probable severe combined immunodeficiency syndrome.

In 2016, ustekinumab was approved in Brazil for the treatment of psoriasis in the case
of failure or contraindication of a classic systemic treatment (in his case, phototherapy
and acitretin).



Pathogens 2023, 12, 1156 5 of 8

Genetic Testing

Genetic sequencing for primary immunodeficiencies was performed through exon
capture (peripheral blood) with Nextera Rapid Capture Mendelics Custom Panel V2,
followed by next-generation sequencing with Illumina HiSeq (alignment and identification
of variants using bioinformatics protocols with reference to the GRCh37 version of the
human genome) (Mendelicx, São Paulo, Brazil). The following genes were analyzed: ADA,
AICDA, BLNK, BTK, CASP10, CASP8, CD19, CD247, CD3D, CD3E, CD3G, CD40, CD40LG,
CD79A, CD79B, CD8A, CIITA, CYBA, CYBB, DCLRE1C, ELANE, FAS, FASLG, FOXN1,
FOXP3, G6PC3, GATA2, GFI1, HAX1, IFNGR1, IFNGR2, IGLL1, IL12RB1, IL. Pathogenic
variants of 2RG, IL7R, JAK3, LIG4, LRRC8A, LYST, MAGT1, MPO, MYD88, NCF1, NCF2,
NCF4, NFKBIA, NHEJ1, NRAS, ORAI1, PIK3CD, PNP, PRF1, PTPRC, RAB27A, RAC2,
RAG1, RAG2, RFX5, RFXANK, RFXAP, SERPING1, SH2D1A, STAT1, STAT5B, STX11,
STXBP2, TAP1, TAP2, TAPBP, UNC13D, UNG, WAS, WIPF1, XIAP were not found.

Whole-exome sequencing was performed using 3B-Exome Report and no clinically
significant variant was detected (3 Billion, Republic of Korea). The implications of in-
conclusive genetic tests on the patient lead us to expand the study through more precise
techniques and to re-analyze the results of genetic sequencing.

3. Discussion

The implication of inconclusive molecular analysis did not result in a diagnosis and the
patient’s immunodeficiency was not explained by an underlying genetic alteration. The lack
of a genetic diagnosis, given his extensive family history, suggests a hereditary combined
immunodeficiency phenotype. Variable defects of cellular and humoral immunodeficiency
were found in the patient and his family, suggesting a hereditary combined immunodefi-
ciency phenotype. Specific combined hereditary immunodeficiencies are rare diseases, but
they are increasing as more single-gene diseases are genetically defined (Figure 3).
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The patient was 16 years of age when he developed severe plaque psoriasis and
he was referred from Presidente Prudente, in the countryside, to a reference center for
immunodeficiency in São Paulo (HC), with a diagnosis of LOCID. Despite presenting
alarming signs of IEI, including persistent severe infections of the upper and lower airways,
multiple annual hospitalizations for infectious diseases and autoimmune disorders, IEI
was diagnosed late in this patient. The distribution of IEI reference centers in Brazil
is poor; IEI network centers are concentrated mainly in big cities and capitals of the
southeast region [10]. In Presidente Prudente, the outpatient immunodeficiency clinic was
established only in 2014, and on that occasion, more than 12 patients diagnosed with IEI
were unaccompanied, without monthly immunoglobulin replacement, and mostly in a
poor state of health, similar to our patient [10].

It is well known that anti-TNF-α agents increase the risk of re-activation or triggering
of infectious diseases compared with anti-interleukin agents [11]. Due to our patient’s
diagnosis of combined immunodeficiency, the ideal treatment was based on a drug that
could treat psoriasis in all its manifestations with a highly favorable safety profile. Ustek-
inumab has a low risk of infections compared with anti-TNF-α agents [11,12]. Furthermore,
ustekinumab was the only anti-interleukin agent available and approved in the public
health system in Brazil at the time the treatment was started. Although the efficiency of
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ustekinumab in treating psoriatic arthritis is lower and slower compared with anti-TNF-
α agents, ustekinumab was able to contain joint and skin disease for a long time [12].
According to the World Health Organization, about 25% of people are infected by the
tuberculosis bacillus worldwide; 1 in every 4 people are infected in Brazil. Our patient
was diagnosed with a primary combined immunodeficiency with low levels of CD3/CD4
and CD19. The use of immunosuppressants such as TNF inhibitors, corticosteroids and
other immunosuppressants in patients infected with latent M. tuberculosis increases the
risk of progression to active tuberculosis [13]. In Brazil, patients in this risk group undergo
prophylactic treatment with isoniazid before or concomitantly with treatment with im-
munosuppressants. However, no guidelines were found for prophylactic treatment for
primary combined immunosuppressed patients treated with ustekinumab.

For our patient, treatment with ustekinumab and the possibility of monthly subcuta-
neous replacement with immunoglobulin was a turning point in his life, with improvements
in his skin psoriasis, psoriatic arthritis, and Crohn’s disease as well as infectious disease
control. Furthermore, the beneficial effect that immunoglobulin replacement has on au-
toimmune diseases is well documented, decreasing their intensity and modulating their
activity [14,15]. In 2017, when he started ustekinumab, a broad range of literature was
available on its effects in triggering infectious diseases in healthy individuals [7,8,16,17],
however, as far as we know, no literature was available on combined primary immun-
odeficient patients. We were concerned that by using an immunosuppressive drug on a
patient diagnosed with LOCID, his infections might become more frequent and severe,
putting his life at risk. He arrived at RH in May 2016, and the spectrum of infections in
2015 was described by the patient and characterized mainly by upper airway infections,
including sinusitis and tonsillitis. However, gastroenteritis, a recurrent infection commonly
present after ustekinumab administration, was already present in the period 2015–2016.
The patient has a combined primary immunodeficiency with low levels of CD3, CD4 and
CD19, and contrary to what we expected, his history of infections between 2017 and 2022
showed a controlled number of infections which were common to patients with CIVD.
Sinusitis and gastroenteritis were the most prevalent infections, with no differences before
and after the use of ustekinumab. The patient was hospitalized only three times to receive
high-spectrum intravenous antibiotics. The mechanisms by which ustekinumab triggers
infectious diseases are well described.

For ustekinumab, multiple cases of infections have been described in clinical trials and
case reports [16–18]. Recently, the World Health Organization Pharmacovigilance Center
published the global risk of bacterial skin and Herpesviridae infections with ustekinumab,
secukinumab, and TNF-α inhibitors. For bacterial skin infections, ustekinumab showed
the strongest association compared with secukinumab and TNF-α inhibitors. Ustekinumab
showed a higher relative risk for skin infections among patients with psoriasis [11]. How-
ever, conflicting results were found in a nationwide cohort study from France covering
approximately 99% of the French population. In the association between the use of bi-
ologicals and the risk of serious infections in patients with psoriasis, ustekinumab was
associated with a lower risk of having a serious infections compared with adalimumab or
infliximab and etanercept [19].

It is important to emphasize that CVID is a clinical and immunological description
of a syndrome characterized by a decrease in the number and function of antibodies
leading to recurrent severe infections and often requiring inpatient antibiotic therapy. Due
to the great communication of biological pathways, different approaches can be used
for different patients with a similar clinical picture, raising the possibility of controlling
immune dysregulations. They tend to be a significant aggravating factor for patients with
CVID, one which is very common in the clinical practice of specialists as well as generalists
around the world [20].

Because patients with primary or secondary immune deficiency cannot be included
in clinical trials, few publications on the role of ustekinumab treatment in triggering
infectious diseases are available. A patient with Crohn’s disease and transient IgM and IgG
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immunodeficiency treated with ustekinumab presented fungal endocarditis, esophageal
moniliasis, and septic condition of undetermined origin [21]. In a cohort of nine patients
with chronic granulomatous diseases (CGD), ustekinumab was found to be safe with
efficacy for the treatment of CGD-associated inflammatory bowel disease [18].

Our study is innovative because few reports are available in the scientific literature
on the role of ustekinumab in triggering infectious diseases in patients with IEI and there
are no reports on patients with combined primary immunodeficiency. Furthermore, the
study has global relevance because the ustekinumab treatment continues to be approved
for more indications, increasing the number of patients at risk of infectious diseases. It is
important to determine the risk of infectious diseases and be permanently vigilant.

4. Conclusions

A case report is presented of a patient with LOCID in whom treatment with ustek-
inumab, a immunosuppressor, did not influence susceptibility to severe infections and
significantly improved psoriasis, psoriatic arthritis, and Crohn’s disease.

Author Contributions: Conceptualization, L.E.P.-C.; methodology, M.A.M.M.d.A., E.V.M.R., D.G.M.,
F.M.C. and D.M.V.; validation, L.E.P.-C. formal analysis, L.E.P.-C., M.A.M.M.d.A. and D.M.V.; in-
vestigation, L.E.P.-C., M.A.M.M.d.A., E.V.M.R., D.G.M., F.M.C. and D.M.V.; data curation, L.E.P.-C.;
writing—original draft preparation, L.E.P.-C., M.A.M.M.d.A. and D.M.V.; writing—review and
editing, L.E.P.-C. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Ethics Committee pf Oeste Paulista University, (protocol number
4904 approved on 18 August 2023). Written informed consent has been obtained from the patient(s)
to publish this paper.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. McCusker, C.; Upton, J.; Warrington, R. Primary immunodeficiency. Allergy Asthma Clin. Immunol. 2018, 14 (Suppl. 2), 61.

[CrossRef] [PubMed]
2. Costagliola, G.; Cappelli, S.; Consolini, R. Autoimmunity in Primary Immunodeficiency Disorders: An Updated Review on

Pathogenic and Clinical Implications. J. Clin. Med. 2021, 10, 4729. [CrossRef] [PubMed]
3. Schuetz, C.; Niehues, T.; Friedrich, W.; Schwarz, K. Autoimmunity, autoinflammation and lymphoma in combined immunodefi-

ciency (CID). Autoimmun Rev. 2010, 9, 477–482. [CrossRef] [PubMed]
4. Rizvi, F.S.; Zainaldain, H.; Rafiemanesh, H.; Jamee, M.; Hossein-Khannazer, N.; Hamedifar, H.; Sabzevari, A.; Yazdani, R.;

Abolhassani, H.; Aghamohammadi, A.; et al. Autoimmunity in common variable immunodeficiency: A systematic review and
meta-analysis. Expert Rev. Clin. Immunol. 2020, 16, 1227–1235. [CrossRef] [PubMed]

5. Lehman, H. Skin manifestations of primary immune deficiency. Clin. Rev. Allergy Immunol. 2014, 46, 112–119. [CrossRef]
[PubMed]

6. Jeon, C.; Sekhon, S.; Yan, D.; Afifi, L.; Nakamura, M.; Bhutani, T. Monoclonal antibodies inhibiting IL-12, -23, and -17 for the
treatment of psoriasis. Hum. Vaccin. Immunother 2017, 13, 2247–2259. [CrossRef] [PubMed]

7. Cheng, D.; Kochar, B.D.; Cai, T.; Ananthakrishnan, A.N. Risk of Infections with Ustekinumab and Tofacitinib Compared to Tumor
Necrosis Factor α Antagonists in Inflammatory Bowel Diseases. Clin. Gastroenterol. Hepatol. 2022, 20, 2366–2372.e6. [CrossRef]
[PubMed]

8. Harris, R.J.; McDonnell, M.; Young, D.; Bettey, M.; Downey, L.; Pigott, L.; Felwick, R.; Gwiggner, M.; Cummings, J.R.F. Early
real-world effectiveness of ustekinumab for Crohn’s disease. Frontline Gastroenterol. 2019, 11, 111–116. [CrossRef] [PubMed]

9. Prestes-Carneiro, L.E.; Barbosa Souza, A.; Belussi, G.L.; Grande, G.H.D.; Bertacco, E.A.M.; Vieira, A.G.; Flores, E.F. Dengue
outbreaks in a city with recent transmission in São Paulo state, Brazil. Int. J. Environ. Health Res. 2023, 10, 1–14. [CrossRef]
[PubMed]

10. Boton Pereira, D.H.; Primo, L.S.; Pelizari, G.; Flores, E.; de Moraes-Vasconcelos, D.; Condino-Neto, A.; Prestes-Carneiro, L.E.
Primary 276 Immunodeficiencies in a Mesoregion of São Paulo, Brazil: Epidemiologic, Clinical, and Geospatial Approach. Front.
Immunol. 2020, 11, 862. [CrossRef] [PubMed]

11. Davidson, L.; Van den Reek, J.M.P.A.; Van Hunsel, F.; De Jong, E.M.G.J.; Kullberg, B.J. Global Risk of Bacterial Skin Infections
and Herpesviridae Infections with Ustekinumab, Secukinumab, and Tumour Necrosis Factor-alpha Inhibitors: Spontaneous

https://doi.org/10.1186/s13223-018-0290-5
https://www.ncbi.nlm.nih.gov/pubmed/30275850
https://doi.org/10.3390/jcm10204729
https://www.ncbi.nlm.nih.gov/pubmed/34682853
https://doi.org/10.1016/j.autrev.2010.02.005
https://www.ncbi.nlm.nih.gov/pubmed/20146941
https://doi.org/10.1080/1744666X.2021.1850272
https://www.ncbi.nlm.nih.gov/pubmed/33203275
https://doi.org/10.1007/s12016-013-8377-8
https://www.ncbi.nlm.nih.gov/pubmed/23760761
https://doi.org/10.1080/21645515.2017.1356498
https://www.ncbi.nlm.nih.gov/pubmed/28825875
https://doi.org/10.1016/j.cgh.2022.01.013
https://www.ncbi.nlm.nih.gov/pubmed/35066137
https://doi.org/10.1136/flgastro-2019-101237
https://www.ncbi.nlm.nih.gov/pubmed/32133109
https://doi.org/10.1080/09603123.2023.2199972
https://www.ncbi.nlm.nih.gov/pubmed/37036947
https://doi.org/10.3389/fimmu.2020.00862
https://www.ncbi.nlm.nih.gov/pubmed/32477349


Pathogens 2023, 12, 1156 8 of 8

Reports of Adverse Drug Reactions from the World Health Organization Pharmacovigilance Center. Acta Derm. Venereol. 2022,
102, adv00648. [CrossRef] [PubMed]

12. Costa, L.; Perricone, C.; Chimenti, M.S.; Del Puente, A.; Caso, P.; Peluso, R.; Bottiglieri, P.; Scarpa, R.; Caso, F. Switching between
Biological Treatments in Psoriatic Arthritis: A Review of the Evidence. Drugs R D. 2017, 17, 509–522. [CrossRef] [PubMed]

13. Robert, M.; Miossec, P. Reactivation of latent tuberculosis with TNF inhibitors: Critical role of the beta 2 chain of the IL-12 receptor.
Cell Mol. Immunol. 2021, 18, 1644–1651. [CrossRef] [PubMed]

14. Velikova, T.; Sekulovski, M.; Bogdanova, S.; Vasilev, G.; Peshevska-Sekulovska, M.; Miteva, D.; Georgiev, T. Intravenous
Immunoglobulins as Immunomodulators in Autoimmune Diseases and Reproductive Medicine. Antibodies 2023, 12, 20. [CrossRef]
[PubMed]

15. Hoffmann, J.H.O.; Enk, A.H. High-Dose Intravenous Immunoglobulin in Skin Autoimmune Disease. Front. Immunol. 2019,
10, 1090. [CrossRef] [PubMed]

16. Miyachi, H.; Nakamura, Y.; Wakabayashi, S.; Iwasawa, M.T.; Oikawa, A.; Watanabe, A.; Matsue, H. Case of recurrent severe
cellulitis and cutaneous candidiasis during psoriasis treatment with ustekinumab. J. Dermatol. 2017, 44, e206–e207. [CrossRef]
[PubMed]

17. Dávila-Seijo, P.; Dauden, E.; Descalzo, M.A.; Carretero, G.; Carrascosa, J.M.; Vanaclocha, F.; Gómez-García, F.J.; De la Cueva-Dobao, P.;
Herrera-Ceballos, E.; Belinchón, I.; et al. BIOBADADERM Study Group. Infections in Moderate to Severe Psoriasis Patients Treated with
Biological Drugs Compared to Classic Systemic Drugs: Findings from the BIOBADADERM Registry. J. Investig. Dermatol. 2017, 137,
313–321. [CrossRef] [PubMed]

18. Bhattacharya, S.; Marciano, B.E.; Malech, H.L.; Quezado, M.; Holland, S.M.; De Ravin, S.S.; Zerbe, C.S.; Heller, T. Safety and
Efficacy of Ustekinumab in the Inflammatory Bowel Disease of Chronic Granulomatous Disease. Clin. Gastroenterol. Hepatol. 2022,
20, 461–464.e2. [CrossRef] [PubMed]

19. Penso, L.; Dray-Spira, R.; Weill, A.; Pina Vegas, L.; Zureik, M.; Sbidian, E. Association Between Biologics Use and Risk of Serious
Infection in Patients With Psoriasis. JAMA Dermatol. 2021, 157, 1056–1065. [CrossRef] [PubMed]

20. Pescador Ruschel, M.A.; Vaqar, S. Common Variable Immunodeficiency. In StatPearls [Internet]; StatPearls Publishing: Treasure
Island, FL, USA, 2023.

21. Rabello, I.M.; Lopes, S.T.; Magro, D.; Lahan-Martins, D.; Trevisan, M.; de Pinho Junior, A.; Cabral, V.; Coy, C. P064 Association
Between Crohn’s Disease (CD) and Transient IgM and IgG Immunodeficiency-Diagnostic and Management Challenges. Am. J.
Gastroenterol. 2021, 116 (Suppl. 1), S17. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.2340/actadv.v102.175
https://www.ncbi.nlm.nih.gov/pubmed/35088874
https://doi.org/10.1007/s40268-017-0215-7
https://www.ncbi.nlm.nih.gov/pubmed/29058302
https://doi.org/10.1038/s41423-021-00694-9
https://www.ncbi.nlm.nih.gov/pubmed/34021269
https://doi.org/10.3390/antib12010020
https://www.ncbi.nlm.nih.gov/pubmed/36975367
https://doi.org/10.3389/fimmu.2019.01090
https://www.ncbi.nlm.nih.gov/pubmed/31244821
https://doi.org/10.1111/1346-8138.13884
https://www.ncbi.nlm.nih.gov/pubmed/28432713
https://doi.org/10.1016/j.jid.2016.08.034
https://www.ncbi.nlm.nih.gov/pubmed/27677836
https://doi.org/10.1016/j.cgh.2021.03.039
https://www.ncbi.nlm.nih.gov/pubmed/33813069
https://doi.org/10.1001/jamadermatol.2021.2599
https://www.ncbi.nlm.nih.gov/pubmed/34287624
https://doi.org/10.14309/01.ajg.0000798856.73091.69
https://www.ncbi.nlm.nih.gov/pubmed/37461981

	Introduction 
	Case Report 
	Discussion 
	Conclusions 
	References

