
treatment with tazocin and vancomycin, recurrent MRSA
and MDR Pseudomonas could not be prevented. The
patient was transferred to the intensive care unit for
treatment of septic shock and dyspnoea. He developed
pneumoperitoneum, which was assessed as a perforated
stress ulcer. The patient�s status made surgery impossible
and he later died.

There are several clinical variants of DD including
vesicobullous, cornifying, comedonal, acral, haemorrhagic
and linear types.1–4 In this case, the clinical presentation
changed according to the disease progression. The patient
presented the comedonal or cornifying type in the first and
second decades, of life with greasy, hyperkeratotic, firm
papules that predominated in the seborrhoeic areas of the
anterior chest, mid back, hair margins and the flexures. In
his third decade, the papules coalesced to form large
vegetative plaques that were very exophytic. Finally, in his
early 30s, the skin lesions changed into extensive eroded
haemorrhagic lesions. This led to severe loss of epidermal
barrier function, causing massive percutaneous water,
protein and blood loss, and allowing entry of various
pathogens. Most patients with DD live a normal life. To our
knowledge, there has only been one previous reported
lethal outcome in DD.5 Our patient exhibited various
clinical presentations and fatal infectious complications of
recalcitrant DD, coinciding with the stepwise progression of
the disease.
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Generalized pustular psoriasis (von Zumbusch)
following the use of calcipotriol and betamethasone
dipropionate ointment: a report of two cases

doi: 10.1111/j.1365-2230.2008.03034.x

We report two patients who developed generalized pustular
psoriasis (GPP) after using calcipotriol 50 lg ⁄ g and beta-
methasone dipropionate 0.5 mg ⁄ g ointment (Dovobet�;
Leo Pharmaceuticals, Princes Risborough, Buckinham-
shire, UK).

Patient 1 was a 66-year-old woman, with a 40-year
history of psoriasis, who presented with an acute flare of
her disease. Her general practitioner had prescribed calci-
potriol and betamethasone ointment (Dovobet). She had

(a) (b) (c)

(d) (e)

Figure 1 Clinical and histopathological

findings. (a) Erythematous hyperkeratotic

papules located mainly in seborrhoeic

areas; (b) instead of hyperkeratotic pap-

ules, some skin lesions changed to an

erythematous eroded state, which caused

persistent suppuration; (c) the hyperkera-

totic lesions changed to extensive erosion

of whole skin lesions over 70% of the body

surface area when the patient was

34 years of age, and the patient showed

cachexic features; (d) suprabasal acan-

tholysis and several corps ronds in the

spinous layer; (e) acantholysis leading to

the formation of suprabasal clefts and total

loss of the epidermal roof, and irregular

upward proliferation into the papillary

cleft lined with a single layer of basal cells.

Haematoxylin and eosin; original

magnification (d, e) · 100.
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used 480 g of ointment in 2 months but her psoriasis
deteriorated. She had minimal alcohol intake and no
history of oral or inhaled steroid use. She was undergoing
investigations for pancytopenia. There was severe GPP on
the trunk and legs, affecting approximately 40% of her
body surface area. Twelve years previously, she had had a
similar episode of GPP, which had been precipitated by the
use of betamethasone dipropionate 0.05% ointment
(Diprosone�; Schering-Plough, Welwyn Garden City,
Hertfordshire, UK). Acitretin 25 mg once daily was started,
and increased to 50 mg once daily 48 h later. The patient�s
psoriasis improved considerably on this dose. A bone-
marrow biopsy showed myelodysplasia with transforma-
tion to acute myeloid leukaemia and the patient was
started on hydroxyurea 1 g daily. The combination of
hydroxyurea and acitretin resulted in resolution of the
psoriasis within 2 weeks. However, the patient�s underly-
ing leukaemia progressed rapidly and she died 1 month
later of pneumonia.

Patient 2, a 60-year-old woman, presented to the accident
and emergency department with an acute, dramatic flare of
psoriasis. She had a 24-year history of chronic stable plaque
psoriasis of the elbows and knees. Her psoriasis had spread to
her trunk over a 3-month period. She had been started on
calcipotriol and betamethasone ointment (Dovobet) by her
general practitioner. She had used 60 g in one week without
improvement. Over the following 3 weeks, she used 90 g of
calcipotriol 50 lg ⁄ g ointment (Dovonex�; Bristol-Myers
Squibb, Uxbridge, UK) but her psoriasis continued to
deteriorate. On admission she reported skin pain, itching,
fever and vomiting. She was not taking any medication.
Examination revealed extensive GPP affecting 50% of body
surface area. Ciclosporin 3 mg ⁄ kg ⁄ day (Neoral�; Novartis,
Camberley, Surrey, UK) was started. The patient improved
within 72 h and she was discharged after 10 days. She was
still well at follow-up 3 months after discharge. Ciclosporin
was weaned gradually as control was excellent on low doses,
i.e. <2.5 mg/kg. She deteriorated within 8 weeks of dis-
continuation but responded to methotrexate and was well
controlled at a dose of 15 mg once weekly and folic acid
800 mcg daily thereafter.

Calcipotriol and betamethasone ointment is licensed for
the treatment of stable plaque psoriasis. The licence states
that it should be applied once daily to a maximum body
surface area of 30% for a maximum of 4 weeks. The
maximum daily dose should not exceed 15 g and
the maximum weekly dose should not exceed 100 g. The
combination of calcipotriol and betamethasone dipropio-
nate has been shown to be more effective than calcipotriol
or betamethasone dipropionate alone, with a rapid onset of
action in randomized, double-blind studies.1

The development of GPP secondary to potent or super-
potent corticosteroid use is well recognized.2 There are two
reports in the literature describing the development of GPP
secondary to betamethasone and dipropionate ointment
use.3 GPP after calcipotriol ointment monotherapy has also

been described. We believe that our first patient developed
GPP due to prolonged use of calcipotriol and betametha-
sone ointment, as the patient had a similar episode while
using betamethasone dipropionate ointment. The second
patient�s psoriasis had begun to flare when she was
prescribed calcipotriol and betamethasone ointment. It
seems that the abrupt cessation of potent topical steroid
made the disease more unstable and precipitated GPP.

We are not aware of any other reports of GPP secondary
to the use of calcipotriol and betamethasone ointment. This
ointment has been used by large cohorts of patients in
clinical trials without the development of GPP, suggesting
that this is a rare event. There is also a report in the
literature where the same ointment was useful in the
treatment of acrodermatatitis continua of Hallopeau. In
our first patient, excessive and prolonged use of the
ointment occurred and it is it unclear whether this
unlicensed use contributed to the development of GPP or
whether this was an idiosyncratic reaction.

We highlight these cases to emphasise that the use of
potent topical steroids, whether alone or in combination, in
patients with psoriasis can cause GPP, although this
appears to be a rare event with calcipotriol and betameth-
asone ointment.
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Genotyping of Trichophyton tonsurans isolate from
a Japanese boy reveals infection in the USA

doi: 10.1111/j.1365-2230.2008.03039.x

Trichophyton tonsurans has been epidemic in Japan since
2000, and is mainly transmitted and spread by combative

Correspondence

� 2009 The Author(s)

630 Journal compilation � 2009 British Association of Dermatologists • Clinical and Experimental Dermatology, 34, 621–638


