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Rectal ulcer associated with
Levamisole
Sir,
Levamisole is effective in rheumatoid arthritis,
but side effects are common. Mouth ulcers occurred in
6 of 24 in the trial of Scott et al. (1978) and in 15 of 253
patients in another (Multicentre Study Group, 1978).
A patient of ours developed an ulcer in the rectum and
later mouth ulcers, a complication not yet reported.
He was aged 49 when rheumatoid arthritis begin in

1970, and this was treated with aspirin and indomethacin.
He relapsed in 1976 but responded to gold, which was
stopped after a total of 1-2 g because of intractable
diarrhoea. During another relapse levamisole 50 mg
daily was started in June 1977, increasing slowly, to
150 mg daily. He again responded well, but 6 weeks after
starting, the haemoglobin had fallen from 13 * 3 to 7*4 g/dl.
He admitted recent slight rectal bleeding, and rectal
examination revealed a 2 cm diameter ulcer 4 cm from
the anus. Proctoscopy showed this to be bleeding.
Biopsies showed non-specific appearances with no evi-
dence of malignancy or of the fibrosis and fragmentation
of the muscularis mucosae characteristically seen in
solitary ulcer of the rectum. Levamisole was stopped after
he had taken about 9 g, and 2 months later the ulcer had
healed. It was restarted at the same dosage at his request
as his arthritis had deteriorated. Three months later
he had a 0 * 5 cm ulcer on the soft palate and a similar one
on the lower lip. Rectal examination and protoscopy
showed that the rectal ulcer had recurred. Biopsies were
histologically identical to those taken previously.
Levamisole was again withdrawn and all 3 ulcers healed
completely during the next 3 months. He has since taken
indomethacin and the ulcers have not recurred.
There seems little doubt that levamisole caused both

the mouth and rectal ulcers. However, he was given
large daily doses of the drug, which has since been found
to be effective at a dose of 150 mg weekly (Di Perri et al.,
1978), this now being the recommended amount. Side
effects are less likely with this smaller dose but will still
occur. Therefore proctoscopy should be considered when
patients on this drug develop unexplained anaemia,
particularly if mouth ulcers are present.
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Dermatitis herpetiformis and
rheumatoid arthritis
Sir,
The abstract by Davies et al. (1978) underlines the in-
teresting association between dermatitis herpetiformis and
several disorders of presumed immune origin. Recently
we have noted the coexistence of rheumatoid arthritis and
biopsy-proved dermatitis herpetiformis (DH) in 3 patients.
The first, a 65-year-old woman with seropositive rheu-
matoid disease, developed arthritis in 1971 and DH in
1976. Our second patient (aged 64), also seropositive,
developed RA 1 year after the appearance of DH, while
the third patient (aged 49), who is seronegative, had RA
for 18 years prior to the emergence of DH. While their
dermatological symptoms have been well controlled
with dapsone, all patients have experienced continuing
active synovitis. The second patient has minimal histo-
logical change on small bowel biopsy, and hypothy-
roidism without thyroid autoantibodies.
An association between adult coeliac disease and RA

(Lancaster-Smith, et al., 1974) and between DH and SLE
has been noted elsewhere (Moncada, 1974; Davies et al.,
1976; and Aronson et al., 1979). Dermatitis herpetiformis
is a relatively rare disease. It appears therefore that this
association between 2 diseases involving major immuno-
logical perturbations may be more than fortuitous.
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