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CASE REPORT

Pseudo-acne fulminans associated with oral isotretinoin*
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Abstract: Acne fulminans is a rare and serious condition characterized by the sudden onset of nodular and ulcer-
ative acne lesions associated with systemic symptoms. It has been recognized a subset of patients with a sudden
worsening of acne, often during treatment with oral isotretinoin, but without the strong presence of systemic
involvement. Recognized by some authors as "pseudo-acne fulminans" or " acne fulminans sine fulminans," we
report a case with these features in order to draw attention to the recognition and early management of this man-
ifestation.
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INTRODUCTION
Acne fulminans (AF) was described for the first

time in 1959.1 It is a rare condition that affects mainly
male young individuals and is characterized by the
abrupt onset of nodular acneic and ulcerative lesions,
which may be accompanied by fever, arthralgias,
myalgias, and osteolytic lesions.2 The etiopathogene-
sis of AF is not completely clarified and infectious,
genetic, hormonal and immunological mechanisms
have already been proposed. There are cases related to
the use of oral isotretinoin, probably due to exaggera-
ted hypersensitivity reactions of type III and IV, after
massive contact with Propionibacterium acnes antigens
favored by the fragility of the pilosebaceous epithe-
lium induced by this drug.3,4 Another theory is an alte-
red neutrophil function, genetically determined, with
hyperreactivity to inflammatory mediators and
decreased phagocytosis of P. acnes which, in an aug-
mented proportion, would explain even the disease
escapes at the start of therapy with oral isotretinoin.5

CASE REPORT
Male patient, 16-year-old, presented a clinical

picture of papulous-pustular acne, with some nodular
and keloid scattered lesions on the trunk. Due to no
response to treatment with adapalene 0.1% and tetra-
cycline 1000mg/day, 0.6mg/kg/day of oral isotreti-
noin was prescribed. By the end of the first month,

improvement of facial lesions was observed, however
nodular and ulcerated lesions appeared on the trunk
(Figures 1A, 1B and 1C). There was no report of fever,
arthralgias or other systemic symptoms and the labo-
ratory exams remained within normal parameters.
Since there was no improvement until the third month
of treatment, it was opted to associate prednisone
0.6mg/kg/day and oral isotretinoin reduced to
0.3mg/Kg/day, obtaining the control of lesions in the
course of 3 months with this therapeutical regimen.
By the end of a 6-month period the total 7200mg
(120mg/kg) dose of isotretinoin was reached and cor-
ticotherapy was gradually reduced over a 2-month
period. There was global improvement of the acneic
clinical picture, with persistence of cicatricial lesions.
The patient had a body weight increase of 15 kg,
which cannot be totally attributed to the use of oral
prednisone (Figures 2A, 2B and 2C).

DISCUSSION
The occurrence of AF is a rare event, although

described in several articles in the worldwide literatu-
re. Without clear etiopathogenesis, it is characterized
by a clinical picture of severe acute febrile ulcerative
acne and may be related to several triggering factors.
Five criteria for the diagnosis of AF were proposed by
Burns and Colville: 1) sudden onset of lesions; 2) seve-
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re ulcerated acne which determine cicatricial lesions;
3) systemic symptoms like fever and polyarthralgia; 4)
absence of response to antibiotics; 5) favorable respon-
se to corticosteroid therapy.1

The manifestations of sudden worsening of
acne without systemic symptoms characterizes a sub-
group called “pseudo-acne fulminans” or “acne fulmi-
nans sine fulminans”, described in few scientific
reports. These patients present cutaneous lesions with
severity comparable to AF, however without the clini-
cal-laboratory systemic findings.

The most accepted ethiology for the onset of
pseudo-acne fulminans would be a hypersensitivity
reaction to bacterial agents of P. acnes released during
treatment with oral isotretinoin. It is speculated that
changes in innate immunity determine deviations in the
production of interleukins and exacerbated neutrophilic
function, generating necrotizing ulcerative skin lesions.6

Thomson e Cunliffe7 reported 14 cases of acne
with severity comparable to AF but without systemic

involvement. The majority of patients were male (78%),
with mean age of 17 and had moderate acne history. A
common characteristic to virtually all patients was the
presence of macro-comedones and use of oral isotreti-
noin before the onset of the clinical picture. Patients
were treated with a combination of low isotretinoin and
prednisolone dose with excellent response.

It is probable that the patients with severe
disease of sudden onset present a similar ethiology
with and without the presence of systemic symptoms.
The behavior of the disease and, therefore, the han-
dling of it also seem to be similar.7 The use of corticot-
herapy to control acne fulminans is acknowledged,
associated or not with low doses of oral isotretinoin.8,9

The best results were obtained with the association of
corticotherapy and oral isotretinoin.10 Paradoxically,
the same drug which may trigger AF or “pseudo-fulmi-
nans” is part of patient management, and should be
maintained in reduced doses until the stabilization of
the symptoms, as well as possibly increased later

FIGURE 1: The end of the first month of treatment with oral isotretinoin. A. Onset of nodular and ulcerated lesions on the back; B. Zoomed-
in view of the back; C. Nodular and ulcerative lesions on the front of thorax

FIGURE 2: A. View of the back, by the end of treatment with isotretinoin at the accumulated dose of 7200mg (120mg/Kg) and 5 months of cor-
ticotherapy with prednisone (0.6mg/kg for 3 months, and gradual reduction for 2 months); B. Zoomed-in view of the back, by the end of treat-
ment with isotretinoin associated to oral prednisone; C. View of front of thorax, by the end of treatment with isotretinoin and oral prednisone
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according to the clinical response of the patient.8

Since the routine implementation of a protocol
that combines the use of oral isotretinoin and corti-
coids simultaneously from the start of severe inflam-
matory acne treatment, Kaminsky et. al did not obser-
ve this effect anymore, concluding that “pseudo-acne
fulminans” is a preventable complication in oral isotre-
tinoin treatment10. In cases where manifestations occur
during treatment with the retinoid, the authors propo-
se early introduction of prednisone at a dose of 0.5 a
1.0 mg/kg/day for 4 to 6 weeks, gradually and slow-
ly decreasing later on. Oral isotretinoin can be main-
tained at a dose of 0.5 mg/kg/day, increasing it accor-
ding to reduction of corticosteroid.10

The introduction of systemic antibiotics is
necessary when secondary infections are present and
must be prescribed according to the antibiogram.4 It is
imperative to emphasize the contraindication of pres-
cribing tetracyclines and their derivatives in associa-
tion with isotretinoin, due to the risk of developing
intracranial hypertension.

It is important to recognize this sub-group of
patients, who have severe acne of sudden onset wit-
hout systemic symptoms, since its management must
be promptly modified in order to avoid deforming
scars. With the evidences currently available, it is also
proposed, as a way to prevent pseudo-acne fulmi-
nans, to start previous treatment of macro-comedones
and begin therapy with isotretinoin at low doses,
associated or not with oral corticoids until total remis-
sion of symptoms.5,7-10 q
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