
T he approval of infliximab (Remicade, Centocor) for the treatment of active pso-
riatic arthritis and its continued study for the treatment of moderate to severe
plaque psoriasis (currently in Phase III trials) presents physicians with a highly
effective and promising addition to the biologic armamentarium. At the same
time, dermatologists are faced with the challenge of how best to incorporate infu-

sion technology into practice to meet the needs of patients with psoriatic disease.
Currently, more than 75 percent of rheumatologists  in the United States perform infu-

sions, predominantly in an outpatient setting.  By contrast, and as expected, the number of
dermatology-specific infusion centers is low but is expected to increase.1 Therefore, dermatol-
ogists interested in prescribing infliximab for their patients are presented with a unique oppor-
tunity either to acquire infusion technology or to refer patients to infusion centers.   

Based on our clinical experience with infliximab, a therapy that has demonstrated rapid and
dramatic efficacy in the treatment of psoriatic disease, this article addresses the practical consid-
erations of adapting infusion technology into a dermatology setting.      
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What is Infliximab?   
Infliximab is a chimeric monoclonal antibody administered by
infusion in the clinic or office setting and works by blocking
the overproduction of tumor necrosis factor (TNF)-alpha, a
naturally occurring protein found in the body.2,3 Excessive
TNF-alpha can cause a myriad of down-stream effects, such as
up regulation of adhesion molecules on endothelial cells and
keratinocytes, recruitment and activation of leukocytes, and an
increase in acute phase reactants, which can lead to painful,
debilitating inflammatory conditions.    

The ability of infliximab to
neutralize TNF-alpha has led to its
investigation and approval as a
treatment for a number of
immune-mediated inflammatory
disorders.1,2 Infliximab was first
approved for the treatment of
Crohn’s disease in 19984 and has
subsequently been approved for
the treatment of rheumatoid
arthritis, ankylosing spondylitis,
and most recently, psoriatic arthri-
tis. Moreover, infliximab is in
Phase III trials for the treatment of
moderate to severe plaque psoriasis
and has demonstrated dramatic
efficacy in the clearance of skin
lesions.

Infliximab Treatment 
for Psoriatic Arthritis
Psoriatic arthritis, a chronic
inflammatory disease, presents in
up to 30 percent of patients with
psoriasis5 and is associated with
progressive joint damage and increased rates of morbidity and
mortality. Joint damage, which can be debilitating, often
begins within the first two years of disease onset.6 Diagnosis
of psoriatic arthritis is usually made based on the presence of
cutaneous lesions consistent with psoriasis and of symptoms
associated with joint disease.7,8 Various laboratory tests may be
performed to help clinicians exclude other causes of arthritis
and confirm a diagnosis of psoriatic arthritis. Patients with
active psoriatic arthritis who have failed treatment with at least
one disease-modifying antirheumatic drug (DMARD) are
appropriate candidates for infliximab treatment. 

In randomized, placebo-controlled trials, infliximab has
been shown to limit disease progression in patients with psori-
atic arthritis, significantly improving joint symptoms and skin
lesions in the majority of treated patients, with the additional

benefit of improved compliance due to administration of
infliximab infusions in the office setting. Clinical data also
indicate that infliximab inhibited radiographic progression
and improved health-related quality of life in patients with
psoriatic arthritis.9,10,11

Using Infliximab in Clinical Practice
Infliximab infusions may be readily performed in the ambu-

latory care setting, administered as scheduled, non-emergency
infusions for patients. Infusion centers have been established

in all major cities and regions
throughout the United States in a
variety of settings, including setting
aside pre-existing space within a
clinician’s office or at a freestanding
infusion facility.12 Though some
dermatologists may assume that
referring patients to a free-standing
infusion facility is their only
option, the reality is that practices
can effectively establish in-office
infusion services.

Infusion of infliximab within an
office does not require an infusion
suite. Instead, a practice need only
assign a typical exam room or des-
ignated space supplied with a
reclining chair where a nurse can
easily observe the patient. Patients
should expect to spend three to
four hours in the office during
infusion treatments. The three
phases of the clinic visit include:

1.) Infusion pre-medication,
antihistamine, and acetaminophen

administration, which takes from 10 to 30 minutes, 
2.) Infliximab infusion, which usually takes two to three

hours, and 
3.) Post-infusion monitoring (30 to 60 minutes post-infu-

sion).
Creating an infusion center requires a modest amount of

space, and most required equipment is likely to already be
present in general dermatology settings. Equipment needs
include:

• Examination table at minimum, although a reclining
chair is a more comfortable alternative for the two to three
hour infusion
• Stethoscope, digital thermometer, and blood pressure cuff
• Countertop workstation within close proximity of the
infusion suite for infusion preparation
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• Refrigerator (infliximab must be stored at 2°C to 8°C)
• Medications for adverse reactions: acetaminophen, anti-
histamines, corticosteroids, and epinephrine kept with the
mobile cart supplies 
• IV pole (equipped with wheels, if possible, to afford the
patient mobility to the bathroom, etc.)
• Optional equipment includes reclining chair, infusion
pump, patient assistance signal device
• Additional requirements for a free-standing infusion cen-
ter (500-1,000 additional square feet) include waiting room
with furniture, reception area, chart space, computer and
telephone systems, Americans with Disabilities Act-compli-
ant restrooms, and a series of infusion stalls (8 x 8-foot
rooms, with three conventional walls and a curtain as the
fourth wall; HIPAA compliant).   
Infusion set-ups consist of an infusion pump, mobile IV

pole, and “piggyback” set-up for infusion of isotonic saline if
needed during treatment. Nurses who administer infliximab in
this setting should be certified to administer intravenous infu-
sions, as at freestanding infusion centers, and ideally to per-
form advanced cardiac life support (ACLS). Contact state
boards of nursing for local licensing requirements regarding the
administration of intravenous medications. A physician should
always be available throughout the infusion session to address
any significant adverse reactions that may arise. 

The nursing staff plays a key role in the initial screening of
patients. Patients must be screened for allergies (i.e., food,
medications, latex, murine proteins); congestive heart failure
(CHF); neurologic disorders (demyelinating diseases, such as
optic neuritis or multiple sclerosis); cancer; chronic infections;
recent or anticipated vaccinations; previous reactions to inflix-
imab or other monoclonal antibodies; recent or anticipated
surgery; pregnancy; nursing; travel outside of the United
States; or a history of tuberculosis, coccidioidomycosis, or
histoplasmosis. The role of the infusion center nursing staff
includes: 

• Patient assessment prior to infusion, including vitals,
weight, and any recent changes in health or medications

• Patient education of potential risks and benefits of treat-
ment
• Constant patient attention during infusions. Blood pres-
sure and heart rate are monitored every 30 minutes and
plotted on a flow sheet in the patient’s chart. In addition,
nurses play an important role in providing compassion and
respect for the patient, as well as helping educate and allevi-
ate anxiety in the patient and his/her family members.   
• Assisting the patient with documents necessary for reim-
bursement
• Obtaining both informed and financial consent
At baseline, a tuberculosis skin test (PPD), comprehensive

metabolic panel (CMP), and complete blood count (CBC)
with differential, and serum glutamic pyruvate transaminase
(SGPT) should be obtained. We choose to repeat the PPD test
on an annual basis.  Rarely, asymptomatic hepatic transami-
nase elevations (ALT>AST) may occur after the third infusion;
however, if the elevations are less than five times the upper
limit of normal, infusions are given and spontaneous resolu-
tion usually occurs.  Although not required, at baseline we also
routinely check a hepatitis panel, human immunodeficiency
virus (HIV) panel and antinuclear antibody (ANA), and C-
reactive protein. There is no contraindication to treating
ANA+ patients with infliximab; however, new onset lupus has
been observed.  C-reactive proteins are followed while on ther-
apy to see how skin and joint improvement correlates.
Additionally, HIV and hepatitis should be treated because
these comorbidities can increase joint symptoms.   

Though not required, our practice is to refer psoriasis
patients to a rheumatologist for evaluation and screening, usu-
ally early in the course of management. Regular follow-up vis-
its (generally on about an annual basis) will help identify any
underlying or non-apparent joint involvement before signifi-
cant progression occurs.  

Infusion-related Adverse Events 
The issues of greatest concern and discussion among derma-
tologists are infusion-related adverse events and how derma-
tologists in clinical practice can integrate infliximab infusion

therapy into their practices without significant disruption
of their daily clinic. It is important for

practicing dermatologists to
understand the classification and

range of the infusion-related side
effects. Adverse infusion-related

events are categorized as either acute or
delayed, depending upon whether they

occur within the first 24 hours or after 48
hours and up to 14 days, respectively.2,13

The severity is categorized as mild (easily
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Classifying Adverse Events

Within the first 
24 hours

After 48 hours; 
up to 14 days

Variable

Acute

Delayed

Serious

Mild, moderate, or severe 

Mild, moderate, or severe

Developing malignancy, fatal or 
life-threatening, permanently 
disabling, requires hospitalization,
produces a congenital anomaly, or
involves overdose 

Fever, dyspnea, hypo- or hypertension, chest
pain, and flushing*

Arthralgia, myalgia, urticarial rash, fever, and
malaise

ClassificationType Time to Onset Most Common Related to Infliximab

Requirements for In-Office versus Free-Standing Infusion Centers

Dedicated exam room or 
designated private,
comfortable space

• 500-1,000 square feet
• Waiting room with furniture, recep-
tion area, chart space, computer and
telephone systems
• Americans with Disabilities Act-com-
pliant restrooms 
• Series of infusion stalls (8 x 8-foot
with three conventional walls and a
curtain as the fourth wall; HIPAA com-
pliant)

REQUIRED:
• Examination table  (a reclining chair is a
more comfortable alternative)
• Stethoscope, digital thermometer, and
blood pressure cuff
• Countertop workstation 
• Refrigerator
• Medications for adverse reactions: aceta-
minophen, antihistamines, corticosteroids,
and epinephrine kept with the mobile cart
supplies 
• IV pole (with wheels is preferable)

OPTIONAL:
• Reclining chair
• Infusion pump
• Patient assistance signal device

Free-Standing Infusion CenterIn-office Infusion Center Both

tolerated), moderate (discomfort that interferes with usual
activity) or severe (significant impairment of function or
incapacitation). The most common acute infusion-related
symptoms include fever, dyspnea, hypo- or hypertension,
chest pain, and flushing. Common delayed infusion-related
symptoms include arthralgia, myalgia, urticarial rash, fever,
and malaise.14

In contradistinction, a serious adverse event by definition is

one in which a malignancy develops, is fatal or life-threatening,
permanently disabling, requires hospitalization, produces a
congenital anomaly, or involves overdose of drug. 

Pretreatment with antihistamines and acetaminophen may
minimize the risk for development of acute infusion reactions.
Patients can usually drive home once post-infusion monitoring
is completed. Ideally, infusions should be performed during
the morning hours. A practice with weekend hours could

* Pretreatment with antihistamines and acetaminophen may minimize the risk for development of acute infusion reactions
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schedule Saturday morning infusions, perhaps dedicating sev-
eral exam rooms to the service. 

Considerable Benefits
Psoriatic arthritis and psoriasis are chronic inflammatory dis-
eases that require systemic therapy for achieving and maintain-
ing adequate disease control. Infliximab has been shown to

provide rapid disease control of both joint- and skin-related
symptoms, as well as improvements in health-related quality of
life. With the recent approval of infliximab for the treatment of
psoriatic arthritis, and the anticipation of a psoriasis approval
in the future, administration of infusion therapy is expected to
become increasingly commonplace in the dermatology setting. 

The use of biologic therapies and infliximab infusions has
been well established in many areas of medicine and has only
recently entered the psoriatic disease arena. Infliximab will
complement our current arsenal of biologic therapy and be an
important addition for our patients with psoriatic disease,
especially because there are still hundreds of thousands of
patients in the United States with moderate to severe disease
not currently receiving any form of systemic treatment, tradi-
tional or biologic.   

Based on experiences in the gastroenterology and rheuma-
tology settings, incorporation of infliximab infusions into der-
matology practices requires minimal space, equipment and
staffing adjustments. Given the considerable clinical benefits
reported with infliximab in patients with psoriatic arthritis and
psoriasis, it is necessary for dermatologists to consider from
both a clinical and practical standpoint the beneficial role
infliximab and infusion will have in their practices.    

Dermatologists establishing infusion centers within their 
practice can obtain assistance via AccessOne, a treatment man-
agement program that assists physicians and patients with 
infliximab infusion therapy. With the help of AccessOne Care
Coordinators, patients can find local infusion facilities and obtain
in-depth educational materials and product information, as well
as personalized patient support services, such as appointment
scheduling and reminder phone calls. For more information
about AccessOne, visit www.AccessOne.com. 
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For more information and full prescribing information for infliximab, visit
www.Remicade.com.  
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Should be certified to administer IV infusions

Ideally, is certified to perform advanced 
cardiac life support (ACLS). 

Role/duties include:

Patient assessment prior to infusion 
(vitals, weight, any recent changes in health or medications)

Patient education of potential risks and benefits of treatment

Constant patient attention during infusions 

Monitoring and recording blood pressure and heart rate 
every 30 minutes

Providing compassion, respect, and education

Assisting the patient with documents necessary for 
reimbursement

Obtaining both informed and financial consent

Considerations for Nursing Staff

          


