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Iatrogenic adrenal insufficiency associated with
calcipotriol–betamethasone topical combination in
psoriasis
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Calcipotriol–betamethasone dipropionate combination (CB)
has been approved in Europe since 2003 for the treatment of
mild to moderate psoriasis. We report a patient with severe
psoriasis who developed hypercorticism and profound HPA
axis suppression secondary to prolonged use of CB.

A 27-year-old woman with a 10-year history of severe
psoriasis and psoriatic arthritis was admitted to the
inpatient dermatology department with extensive psoria-
sis. Several treatments had been tried previously, but had
to be discontinued either for intolerance or for in-
efficiency. These included phototherapy [psoralen ultraviolet
(UVA, narrowband UVB], methotrexate (for 14 months),
leflunomide (21 months), acitretin (7 months) and
etanercept (6 months). Five months before admission, the
patient had been prescribed CB ointment to be applied once
a day. She reported using 60 g ⁄ day of CB ointment on
a continuous basis (cumulative total of 1.8 kg of cream
per month; upper limit should have been 400 g per month).

Upon admission, the patient was diagnosed with exten-
sive plaque psoriasis (approximately 85% of body surface
area), pustular lesions and skin atrophy. Psoriasis Area and
Severity Index was 54. Clinical features of hypercorticism
including buffalo neck, faciotruncular obesity, multiple
large striae distensae rubrae, telangiectasia and hirsutism
were present (Fig. 1a,b).

Ten days after CB was stopped, the patient was found
to have low levels of basal blood cortisol (morning fasting
cortisol 1 lg ⁄ 100 mL; normal range 6–17 lg ⁄ 100 mL)
and adrenocorticotropic hormone (morning level 4 pg ⁄ mL;
4.7–48 pg ⁄ mL), which were unresponsive to stimulation
with 250 lg of tetracosactide (Synacthen; cortisol level
after Synacthen treatment was 5 lg ⁄ 100 mL). Blood
calcium levels were normal. Supplementation with hydro-
cortisone was introduced and the patient was treated with
infliximab. Four months later, the patient�s weight had
reduced by 20 kg and the clinical signs of hypercorticism
had disappeared. However, the adrenal function remained
suppressed (morning fasting cortisol was 0.8 lg ⁄ 100 mL,
and cortisol after administration of 250 lg of Synacthen
was 30 lg ⁄ 100 m].

In psoriasis, systemic effects of potent topical steroids
such as hypothalamic–pituitary–adrenal axis suppression,
tachyphylaxis and pustular flares have been reported in
adults.1 Topical corticosteroids may have contributed to
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Figure 1 Cushing�s syndrome with (a) buffalo neck, faciotruncular

obesity and hirsutism, and (b) with large striae distensae rubrae,

and skin atrophy with telangiectasia.
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the pustular flares seen in our patient.1 Studies have shown
that 2 g per day of clobetasol propionate 0.05% cream can
reduce morning blood cortisol level after only a few days.2,3

Cases of hypercalcaemia secondary to treatment with
calcipotriol have been reported.4 High levels of gluco-
corticoids decrease intestinal calcium absorption and may
increase renal calcium elimination. Our patient had over-
dosed on calcipotriol and corticosteroid, but her calcium
blood levels were normal. The overdosing with cortico-
steroids might have prevented hypercalcemia in this case.

Epidemiological studies have shown that most patients
with moderate to severe psoriasis are still treated with
topical agents despite the availability of systemic treat-
ments, and the use of highly potent topical corticosteroids
has increased in recent years.5 Topical corticosteroids are
widely used and may be perceived by patients and
physicians to be safe. One tube of betamethasone and
calcipotriol ointment contains 30 mg of betamethasone.
Doses of such treatment must not exceed 100 g per week to
limit local and general side-effects.

Caution should be exercised during long-term use of CB
in patients with extensive psoriasis. As recommended by
current guidelines, patients with severe psoriasis should be
primarily managed with phototherapy or systemic agents.

M. Giannitelli, A. Maza, M. Lahfa, N. Meyer, C. Livideanu

and C. Paul

Paul Sabatier University and Dermatology Department, Toulouse, France

E-mail: maza.a@chu-toulouse.fr

Conflict of interest: none declared.

Accepted for publication 26 October 2009

References

1 Saeki H, Watanabe A, Tada Y et al. Juvenile pustular pso-

riasis associated with steroid withdrawal syndrome due to

topical corticosteroid. J Dermatol 2008; 35: 601–3.

2 Olsen EA, Cornell RC. Topical clobetasol-17-propionate:

review of its clinical efficacy and safety. J Am Acad Dermatol

1986; 15: 246–55.

3 Stoughton RB. Adrenal suppression following low-dose

topical clobetasol propionate. J R Soc Med 1988; 81: 308.

4 Braun GS, Witt M, Schmid H. Hypercalcemia caused by

vitamin D3 analogs in psoriasis treatment. Int J Dermatol

2007; 46: 1315–17.

5 Strowd LC, Yentzer BA, Fleisher AB Jr et al. Increasing use

of more potent treatments for psoriasis. J Am Acad Dermatol

2009; 60: 478–81.

Correspondence

� 2010 The Author(s)

e168 Journal compilation � 2010 British Association of Dermatologists • Clinical and Experimental Dermatology, 35, e167–e168


