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Sir,

Rosacea fulminans (RF) is a rare cutaneous eruption,
usually involving the face of young women, which is
characterized by papules and pustules rapidly coalescing
in nodules and plaques discharging puruloid material (1,
2). It is considered a severe form of rosacea rather than
a particular type of acne and generally recovers without
important scarring sequelae (1-4).

The aetiopathogenesis of RF remains unknown, but it
has been reported sometimes to be associated with thy-
roid and liver disorders or inflammatory bowel disease
(5-7). In some cases drug intake, pregnancy, increased
androgenic production and emotional trauma have been
identified as triggering factors (2—4, 8-10).

We describe here a case of RF that developed during
hepatitis C treatment with pegylated interferon alpha-
2b and ribavirin; to our knowledge, this is the second
case of RF related to pegylated interferon alpha-2b and
ribavirin therapy reported in the literature (9) and the
first one treated with oral isotretinoin.

CASE REPORT

A 36-year-old woman, with no previous history of rosa-
cea or acne, presented to our department of dermatology
with an erythematous facial eruption that had developed
during antiviral treatment for hepatitis C. The therapy
was based on a 6-month administration of pegylated
interferon alpha-2b, in weekly injections, and a daily
intake of ribavirin. In April 2004, 3 months after the
beginning of that treatment, the patient reported that
she had noticed the appearance of transient malar ery-
thema, about 3 days after each pegylated interferon
injection. The cutaneous eruption became progressively
persistent, spreading to the whole face, so that the
diagnosis of erythematous rosacea was made. Despite
the employment of specific topical medications, the
papulo-pustular phase followed and, within 3 months,
at the end of the antiviral treatment, the typical clinical
features of rosacea fulminans developed. Based on the
recent experience of Jensen & Holmes (9), oral tetra-
cyclines and topical metronidazole were administered
with an initial moderate improvement, but systemic
therapy was discontinued one month later because
of gastric pain. Oral isotretinoin was then started as
a monotherapy, at very low dosage (0.2 mg/kg/day),
without systemic corticosteroids. Oral isotretinoin in-
duced a marked improvement of the cutaneous eruption
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after 4 months of treatment; the dermatosis recovered
completely after 2 additional months.

DISCUSSION

RF is a rare cutaneous disease characterized by a sud-
den onset of papulo-pustular lesions rapidly evolving
in nodules and plaques draining purulent material. The
eruption generally involves the face of young women
and may be preceded by an increase in seborrhea or be
associated with other rosacea features, such as flushing
and blushing. Usually the disease recovers with no
or minimal scarring sequelae and recurrences are not
frequently observed (1-4). Laboratory investigations
generally reveal mild abnormalities of inflammatory
parameters; the identification of pathogens by cultures
is occasional (11) and biopsy is rarely needed because
of the peculiarity of the clinical picture.

The first-line treatment of RF is oral isotretinoin
preceded by a short course of systemic corticosteroids
and sometimes combined with topical high potency
steroids (3, 4). In some cases, healing of the disease has
also been induced by administration of tetracycline or
dapsone (12, 13).

The current definition of the clinical criteria and
treatment guidelines of RF is ascribed to Jansen et al.
(3) and Jansen & Plewig (4). These authors renamed
the disease, previously known as “pyoderma faciale”
(14), and also suggested the present nosographic
arrangement, considering the condition a severe form of
rosacea, rather than a variety of acne, due to the absence
of comedones and systemic involvement.

Since the first case series description, no specific
aetiopathogenetic factors have been identified and
the onset of the disease remains unexplained in the
majority of cases (7). An infective cause must always
be investigated, but the presence of micro-organisms
has only occasionally been demonstrated (11). To our
knowledge, inflammatory bowel disease has shown to be
associated with RF in 7 cases reported in the literature
(5, 7). Considering the small number of patients affected
by REF, this association of RF with inflammatory bowel
disease appears to be significant. The development of
the disease has sometimes been related to emotional
trauma, thyroid and liver disorders, pregnancy and
increased androgenic secretion (2—4, 10). Drugs have
been considered triggering factors in only a few cases.
The onset of RF has been described during the admi-
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nistration of high doses of vitamins B6-B12 (8) and,
recently, pegylated interferon alpha-2b and ribavirin for
hepatitis C (9). In our experience, out of the 17 cases
of RF observed between 1988 and 2004, an iatrogenic
cause was suspected in 3 cases; minocycline, anticon-
vulsant and oral homeopathic drug intakes, respectively
(unpublished data).

It is interesting to note that before the use of pegyla-
ted interferon alpha-2b and ribavirin for the treatment
of hepatitis C, no cases of RF had been related to the
hepatic disease. In our patient, unlike the one described
by Jensen & Holmes (9), RF occurred at the end of
the antiviral therapy, slowly developing from a typical
picture of rosacea. Also their patient was much older
than the previously described cases (61 years old). The
intolerance to tetracycline experienced by our patient
induced us to use oral isotretinoin alone, instead of its
association with systemic corticosteroids, as she was af-
fected by hepatitis C; infact, ingeneral, in cases of viral
infections, the use of systemic Corticosteroids is not
recommended. This is the second case of RF triggered
by hepatitis C treatment and the first one successfully
treated with oral isotretinoin at a low dosage.

REFERENCES

1. Brown-Falco O, Plewig G, Wolff HH, Winkelmann RK,
eds. Dermatology. Berlin: Springer, 1991: 731.

10.

11.

13.

14.

Letters to the Editor 259

. Plewig G, Kligman AM, eds. Acne and rosacea. Berlin:

Springer, 1993: 433—475.

. Jansen T, Plewig G, Kligman AM. Diagnosis and treatment

of rosacea fulminans. Dermatology 1994; 188: 251-254.

. Jansen T, Plewig G. An historical note on pyoderma faciale.

Br J Dermatol 1993; 129: 594-596.

. Romiti R, Jansen T, Heldwein W, Plewig G. Rosacea ful-

minans in a patient with Crohn’s disease: a case report and
review of the literature. Acta Derm Venereol 2000; 80:
127-129.

. Plewig G, Jansen T, Kligman AM. Pyoderma faciale: a

review and report of twenty additional cases: is it rosacea?
Arch Dermatol 1992; 128: 1611-1617.

. Massa MC, Su WPD. Pyoderma faciale: a clinical study

of twenty-nine patients. ] Am Acad Dermatol 1982; 6:
84-91.

. Jansen T, Romiti R, Kreuter A, Altmeyer P. Rosacea ful-

minans triggered by high-dose vitamins B6 and B12. J Eur
Acad Dermatol Venereol 2001; 15: 484-485.

. Jensen SL, Holmes R. Rosacea fulminans associated with

pegylated interferon alpha-2B and ribavirin therapy. J Drugs
Dermatol 2003; 5: 554-556.

Lewis VJ, Holme SA, Wright A, Anstey AV. Rosacea ful-
minans in pregnancy. Br J Dermatol 2004; 151: 917-919.
Sudy E, Urbina F. Pyoderma faciale: gram negative recovery
by means of needle aspiration. Cutis 2002; 69: 261-264.

. Bormann G, Gaber G, Fischer M, Marsch WC. Dapsone in

rosacea fulminans. J Eur Acad Dermatol Venereol 2001; 15:
465-467.

Strauss JS. Rosacea fulminans. J Eur Acad Dermatol
Venereol 2001; 15: 385.

O’Leary PA, Kierland RR. Pyoderma faciale. Arch Dermatol
1940; 41: 451-462.

Acta Derm Venereol 86



