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LESSON OF THE MONTH

Lesson of the month 2: Fever, arthralgias and hyperkeratotic,
scaling and fissuring eruptions of the hands

Authors: Evangelia Zampeli* and Haralampos M Moutsopoulos®

A 56-year-old male hairdresser, presented with fever and
arthralgias. He had a worsening ‘eczematous’ palmar rash
which had been attributed to irritation from colouring
products used in his work. On examination, hyperkeratotic,
fissuring eruptions were noted on the palmar side of his
fingers and lung auscultation revealed crackles on both lower
lobes. Laboratory testing showed elevated muscle enzymes.
The clue to the diagnosis in our patient was the presence

of hyperkeratotic, fissuring eruptions on the palmar side of
his fingers, compatible with ‘mechanic’s hands’. This is a
characteristic semiology reminiscent of hands of manual
workers, resembling hand eczema. ‘Mechanic’s hands’, fever,
arthralgias, lung findings and elevated serum muscle enzymes
raised the possibility of antisynthetase syndrome. Testing

for myositis autoantibodies revealed anti-Jo-1 and anti-Ro52
reactivity supporting the diagnosis.

Greater awareness of the typical clinical feature of
‘mechanic’s hands’ will allow for earlier diagnosis and
appropriate treatment in patients with antisynthetase
syndrome.
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Case Description

A previously healthy 56-year-old man, hairdresser in profession,
presented with a 1-month history of low-grade fever, increased
fatigue and knee arthralgias. A progressively worsening
‘eczematous’, fissuring and scaling rash on the palmar side of his
fingers had also developed. These manifestations were attributed
to irritation from colouring products used in his work. A week
before presentation he noted also some difficulty in swallowing
solid food.

On examination, vital signs and oxygen saturation on ambient
air were normal. Palmar skin was rough, thickened and non-
pruritic. Hyperkeratotic, scaling and fissuring eruptions were
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noted mainly on the palmar side of his index fingers and thumbs
(Fig 1). A widespread, flat redness was evident on his upper back
and shoulders. Lung auscultation revealed crackles on both lower
lobes. The rest of the physical examination, including evaluation
of muscle strength of upper and lower limbs and neurologic
examination, was normal. Laboratory testing was remarkable for
elevated serum creatine phosphokinase 814 U/L (normal range (nr)
=22-198 U/L), lactate dehydrogenase 705 U/L (nr = 100-190U/L),
aspartate aminotransferase 60 U/L (nr = 10-40 U/L) and positive
antinuclear antibodies (1:640 cytoplasmic pattern).

Discussion

The clue to the correct diagnosis in our patient was the presence
of hyperkeratotic, scaling and fissuring eruptions on the palmar
side of the index fingers and thumbs, compatible with ‘mechanic’s
hands’. This is a characteristic semiology of the palmar skin
reminiscent of hands of manual workers, resembling hand eczema.
Hyperkeratosis involving the ulnar aspect of the thumb and

the radial aspect of index/middle fingers is typical. Recently it

has been proposed that patients with ‘mechanic’s hands’ have
similar findings on their soles (‘hiker’s feet’).% A detailed medical
history and physical examination will differentiate hand eczema
from ‘mechanic’s hands’. Lesions are symmetrical, not related

to the dominant hand and pruritus is absent.? In our patient,
‘mechanic’s hands’ along with fever, arthralgias, mild dysphagia,
crackles on lung auscultation and elevated serum muscle

enzymes raised the possibility of antisynthetase syndrome (ASS).”
Lung computed tomography showed lower lobe ground-glass
attenuation bilaterally. Testing for myositis-specific and-associated
autoantibodies revealed anti-Jo-1 and anti-Ro52 reactivity
supporting the diagnosis of ASS.

ASS is a clinically distinguishable idiopathic inflammatory
myopathy (IIM) subset characterised by fever, non-erosive
arthritis, Raynaud’s phenomenon, ‘mechanic’s hands’, interstitial
lung disease and myositis, along with circulating antisynthetase
antibodies.” ASS prognosis depends predominantly on lung
involvement.®

In ASS patients’ serum, autoantibodies directed against eight
different aminoacyl-tRNA synthetases (ARS) can be found. Those
are the anti-Jo-1/(histidyl), anti-PL-7/(threonyl), anti-PL-12/(alanyl),
anti-OJ/(isoleucyl), anti-EJ/(glycyl), anti-KS/(asparaginyl), anti-Zo/
(phenylalanyl) and anti-Ha/(tyrosyl). Anti-Jo-1 is the hallmark of
ASS, found in 70-80% of patients.5” In IIM patients as a whole,
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Fig 1. Hyperkeratotic, scaling and
fissuring eruptions on the patient’s
palmar side of the index fingers
and thumbs.

anti-Jo1 is detected in 20-30% of them, while the other ARS
autoantibodies are infrequent (5%).%”

Myositis in ASS is often absent or subclinical; therefore muscle
biopsy is not typically performed. Nevertheless, the occurrence
of ex-novo clinical manifestations during follow-up is typical
for ASS patients.>® Histology from an affected muscle in ASS
patients will show prominent perimysial connective tissue
fragmentation, and perifascicular necrosis.? ASS, as all IIMs, is
treated with immunosuppressives. Corticosteroids have long been
the first-line treatment for ASS. Adjunctive immunosuppressives
(azathioprine, mycophenolate mofetil, tacrolimus/cyclosporine,
rituximab, and cyclophosphamide) are frequently used. These
are added in refractory cases and/or as corticosteroid-sparing
agents,'® yet patients with ASS often require multi-modality
immunosuppressive therapy.

Our patient received monthly intravenous pulses of
methylprednisolone (1 gm) with cyclophosphamide (1 gm/m?
body surface area) for six months with a good response. The
long-term follow-up of ASS patients mandates monitoring of ILD
progression and possible immunosuppressive therapy adverse
effects.

It is hoped that greater awareness of the typical clinical feature of
‘mechanic’s hands’ will allow for earlier diagnosis and appropriate
treatment to improve outcomes in patients with ASS. m
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