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Cutaneous vasculitis induced

by risedronate
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Risedronate is an orally administered
pyridinyl bisphosphonate that inhibits
osteoclast-
mediated bone
resorption and
modulates bone
metabolism (1).
It is licensed for
the prevention
and treatment of
osteoporosis, as well as for treatment
of Paget’s disease (1). Cutaneous
reactions to this medication are excep-
tional (2, 3). We report here the first
case of vasculitis related to risedronate
therapy.

A 72-year-old woman with postmen-
opausal osteoporosis started treatment
with risedronate (Actonel®; Procter
Gamble Pharmaceuticals, Nanterre,
France) 35 mg orally/week. Three
weeks later, the patient noticed the
onset of an eruption on her legs and
was referred to the department of
dermatology for investigation. Physical
examination revealed multiple infiltrated
purpuric plaques on both legs. There
were no physical signs suggesting clin-
ical evidence of connective tissue or
other systemic disease. A skin biopsy
showed perivascular infiltrates of neu-
trophils and eosinophils with nuclear
dust. There were extravasated red blood
cells and fibrin deposition around some
vessels. These findings were consistent
with leukocytoclastic vasculitis. Direct
immunofluorescence of perilesional skin
was negative. All laboratory tests

We report the first
case of cutaneous
vasculitis induced by
risedronate.

performed [complete blood cell count,
C reactive protein, creatinine, liver
function panel, hepatitis B and C virus
serologies, serum protein electrophore-
sis, proteinuria, antinuclear antibody,
ANCA, cryoglobulins, complement
levels (CH50, C3, C4), and rheumatoid
factor] were unremarkable. Risedronate
was withdrawn and skin lesions
resolved within 2 weeks. Three months
later and despite our recommendations,
the woman took again risedronate. One
day after restarting therapy, an acute
episode of cutaneous vasculitis was
developed, and she was readmitted to
the hospital. A new skin biopsy showed
leukocytoclastic vasculitis and direct
immunofluorescence of perilesional skin
was always negative. Repeated labora-
tory tests remained unremarkable.
Risedronate was stopped and 3 weeks
after discontinuation, the patient was
clear of all lesions. There was no
relapse during a follow-up period of
more than 2 years. Thus, the diagnosis
of risedronate-induced cutaneous
vasculitis was established.

Vasculitis is inflammation of vessel
walls that can occur secondary to many
conditions, including drug intake,
infection, malignancy, inflammatory
disease, and connective tissue disease
(4). Several drugs from different phar-
macological classes have been associated
with cutaneous vasculitis (4). Adverse
cutaneous drug reactions to bisphosph-
onates are very rare (2, 3) and are
mostly reported with alendronate (5-8).
In our case, the diagnosis of risedro-
nate-induced cutaneous vasculitis was
confirmed by the lack of other triggers
of cutaneous vasculitis and mainly by
the positive systemic re-exposition to the
drug which remains the gold standard
for the diagnosis. To the best of our
knowledge, our case is considered to be
the first reported case of cutaneous
vasculitis induced by risedronate. Thus,
physicians should be aware of potential

severe drug reactions when prescribing
risedronate.
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