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Corticosteroids in toxic epidermal 
necrolysis

Sir,
I wish to refer to the two papers published in the IJDVL 
on toxic epidermal necrolysis (TEN), V. K. Sharma et al,[1] 
and Reena Rai and C. R. Srinivas.[2] Interestingly, neither of 
these papers have referred to two of our publications[3,4] 

on the same topic. In the first paper,[3] I have discussed 
our approach for treating TEN and in the second[4] we have 
described 5 representative patients of TEN treated with our 
approach. I wish your readers refer to both these papers 
and consider the following facts.

(1)  Fatality in TEN is commonly linked to inadequately 
controlled drug reaction. Whereas corticosteroids 
used in adequate doses are life saving and lead to 
quick recovery, using corticosteroids in smaller doses, 
or not at all, can be disastrous. All the patients who 
have active disease need corticosteroids but the 
doses given must be large enough. We believe, pulse 
doses as a routine are not necessary. 

(2)  The second important reason for death in TEN is 
unnecessarily prolonged use of corticosteroids. 
The corticosteroids should be withdrawn after the 
lesions have healed and the causative drug has been 
eliminated (usually within 1-2 weeks).

(3)  One may be able to achieve similar results with 
other drugs such as IVIG or cyclosporine etc., but 
corticosteroids are the cheapest and also the most 
easily available drugs. Corticosteroids used for brief 
periods do not cause many problems.

In fact, we developed so much of confidence in being 
able to manage TEN with steriods, that we provoked TEN 
(although this is not recommended as a routine practice) in 
most patients under our care to find out the actual causative 
drug.[4] There were a few surprises when the actual causative 
drug turned out to be different from the suspected drugs. 
But provocation should be undertaken only by those who 
know how to handle any situation that may emerge. And 
interestingly, we found the reaction occurring within 6-8 

hours of oral provocation. Hence, although some reports 
suggest otherwise, I strongly recommend that high dose-short 
duration corticosteroids be routinely used in the Management 
of TEN. Suprapharmacological doses are probably unnecessary 
and small doses would be certainly ineffective.
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Authors’ reply

Sir,
It was by oversight that we missed the articles authored by 
Dr. Pasricha. However, the idea to use pulse therapy for TEN 
was originally that of Dr. Pasricha (personal communication). 
Dr. Pasricha headed the Dermatology department of a 
premium institute AIIMS which as we understand does not 
come under the consumer protection act. Provocation of 
TEN is an act of courage which cannot be tried in many 
institutes.
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