British Journal of Dermatology 1996; 135: 644-646.

Successful treatment for acrodermatitis continua of Hallopeau

using topical calcipotriol
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Summary

We report a 71-year-old woman who had severe inflammatory acrodermatitis continua of

Hallopeau. The administration of local remedies, soft X-rays and a number of systemic treatments
resulted only in transient and incomplete resolution of the lesions. The pustules, increased skin
fragility, tender oedema and erythema were successfully controlled by the local administration of

calcipotriol.

Acrodermatitis continua of Hallopeau' is a rare,
chronic pustular eruption of the digits. Trauma is
often a precipitating factor. Affected individuals suffer
from acute episodes, often for no apparent reason, and
these may lead to nail destruction and skin atrophy.”
We report a patient with acrodermatitis continua
whose disease was resistant to numerous treatments
but was finally controlled by topical calcipotriol.

Case report

A 71-year-old woman with mild, clinically well-
compensated congestive heart disease developed red,
scaly, pustular and tender plaques on the distal portion
of the right hallux (Fig. 1). The lesions spread proxi-
mally, following partial avulsion of the nail performed
by a general practitioner. There was no family or
previous personal history of psoriasis. At the time of
diagnosis, the patient suffered from hyperaesthesia of
the toe, which necessitated the use of a walking-stick
and sometimes a wheelchair. The patient also had
problems in finding suitable shoes. A diagnosis of acro-
dermatitis continua of Hallopeau was made clinically.

Laboratory investigations revealed elevation of the
alkaline phosphatase (5-6 pkat/L, normal < 4-7),
gamma-glutamyl-transferase (1.34 pkat/L, normal
< 0-80), and creatinine (125 pmol/L, normal
< 110). The erythrocyte sedimentation rate and
urate levels were within normal limits. Mycological
cultures were negative and an X-ray showed osteope-
nia but no gout-associated destruction or tophi.

Over a 4-year period, various therapeutic regimens
including topical remedies (e.g. emollients, salicylic
acid, dithranol, tar, and steroids), soft X-rays (39 Gy
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once weekly x6, and another 39 Gy x6 after a 6-
month interval), colchicine (1-5mg/day), and sulpha-
salazine (2000 mg/day) failed to reduce the lesions or
symptoms. Etretinate (0-75 mg/kg) gave minor benefit
but, after 4 months of treatment, it was stopped mainly
because of severe diffuse alopecia. Due to the continuing
development of pustules, redness, scaly plaques and
soreness, we started calcipotriol. The calcipotriol oint-
ment (50 pg/g, Leo Pharmaceutical Products, Copenha-
gen, Denmark) was applied twice daily to the right
hallux. The therapy was well tolerated. After 6 weeks
treatment there were marked reductions in the lesions
and symptoms. All other treatments were stopped. The
clinical picture, after 6 months of calcipotriol treatment,
is shown in Figure 2. To date, after a total of 18 months
follow-up, the patient has had only minor recurrences
which have responded to calcipotriol treatment. Most
subjective symptoms have been greatly reduced: she
can walk without a walking-stick, and can use normal
shoes.

Discussion

The first lesion of acrodermatitis continue of Hallopeau
starts on one digit, and, eventually, other digits may be
involved.’ In our patient, the disease was restricted to
one toe. The treatment for acrodermatitis continua of
Hallopeau is known to be more difficult than for other
chronic pustular diseases, e.g. persistent palmoplantar
pustulosis, and numerous local or systemic medi-
cations, have been employed, with varying results.
Our patient did not respond to a variety of different
treatments including soft X-rays, colchicine and sul-
phasalazine. Etretinate had to be stopped because of
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Figure 1. (a,b) Acrodermatitis continua of Hallopeau on the right big toe of a 71-year-old woman.

side-effects. We therefore prescribed calcipotriol, and
the formation of new pustules was almost completely
suppressed, allowing normal walking and the wearing
of normal shoes. The other treatments were dis-
continued without any increased activity of the
disease.

Topical calcipotriol therapy has been successfully

employed for various types of psoriasis, mainly chronic
plaque, and some anecdotal communications concern-
ing pustular forms have been published.* > However, we
have not found any previous paper on the use of
calcipotriol for acrodermatitis continua of Hallopeau.
It is difficult to speculate about the possible mechanism
of the drug in this disease, but it is known that

Figure 2. (a.b) Essentially complete healing is seen after 6 months treatment with twice daily calcipotriol (50 pug/g) ointment.
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calcipotriol inhibits epidermal proliferation and pro-
motes epidermal differentiation.®

The fact that a large number of patients with severe
acrodermatitis continua of Hallopeau are non-responsive
to standard treatment is reflected by the numerous
reports of clinical trials, e.g. with etretinate,” acitrecin,®
cyclosporin,”'! sulphones,'? topical fluorouracil,"?
methotrexate,'* steroids'® and hydroxyurea.'® A com-
parison of these treatments with calcipotriol is clearly in
favour of the latter with regard to patient acceptability
and monitoring. When immunosuppressive or other
systemic treatments are needed for acrodermatitis con-
tinua of Hallopeau, as for psoriasis, dosage reduction
might be possible by concurrent use of calcipotriol."”
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