Letters to
the Editor

Dexamethasone pulse therapy:
Evidence for no benefit in
pemphigus
Sir,
I wish to refer to the paper of Pasricha and Poonam
who claim that dexamathasone–cyclophosphamide
pulse therapy can cure pemphigus,[1] the comment
of Singh and Chaudhary who found this conclusion
unacceptable since evidence was very poor due to lack
of randomized controlled trials (RCT) addressing this
issue,[2] the reaction of Kanwar and De who support the
claim,[3] and the response of Singh, who had to defend
on misquoting and personal critisism, explaining that
faith is insufficient to accept such a claim.[4] The basis
of the discussion is that Pasricha and his followers do
not feel the need to perform an RCT on pulse therapy
on pemphigus since it works in their experience and
in different centers in India.[1,3]
What surprises me is that all authors missed the RCT on
dexamethasone pulse therapy in pemphigus published
by my group in 2006 in the Archives of Dermatology.[5]
In this double blind, randomized, placebo-controlled
trial, we compared oral dexamethasone in 300-mg
pulses (D/A) or placebo pulses (P/A) three days per
month for one year in 20 pemphigus vulgaris patients.
During the intervention, the D/A and P/A groups
received conventional treatment with prednisolone,
80 mg/d, which was quickly tapered across 19 weeks,
and azathioprine sodium, 3 mg/kg per day, until the
end of the study. Monthly pulses were continued
until prednisolone treatment was tapered to 0 mg. We
found that eight of the 11 D/A-treated patients and
all 9 P/A-treated patients achieved remission. Mean
time to remission was 173 days with D/A and 176
days with P/A. The mean duration of remission within
the first year was 151 days for D/A and 141 days for
P/A. Mean cumulative prednisolone dose after one
year was 5300 mg for D/A and 4882 mg for P/A. We
found no statistically significant difference (P>.05) of
an adjuvant effect of dexamethasone pulse therapy on
remission of pemphigus vulgaris on top of what was
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achieved with prednisolone with azathioprine alone.
The results of this randomized controlled trial cannot
directly be compared with those of the open patient
series of Pasricha and Poonam in which dexamethasone
was given intravenously in 100 mg doses. However,
the bioavailability of 300 mg oral dexamethasone
is equivalent to 168 mg given intravenously.[6]
Pasricha also combined dexamethasone pulses
with cyclophosphamide (D/C). In D/C therapy,
patients receive 500 mg of cyclophosphamide
intravenously on the second pulse day, and daily oral
cyclophosphamide, 50 mg/d with “adequate daily
oral dose of betamethasone”.[1] We did not continue
the pulses for nine months after remission (phase
II), but monitored the patients until one year after
start of therapy for diseases free period and steroid
intake. One could still claim that the combination of
dexamethasone with cyclophosphamide may be doing
the trick. However, we provided a steroid sparing
agent, azathioprine, in high dose for the complete
period of the trial, to give the pulse therapy a level
playing field for comparison to placebo that was found
a prerequisite condition by Singh and Chaudhary.
[2]
Moreover, in a randomized controlled open-label
trial in pemphigus vulgaris by Chams-Davatchi et al,[7]
azathioprine appeared as more effective to reduce
steroid dosage than cyclophosphamide.
Taken all together, I conclude that in patients with
new pemphigus vulgaris disease activity, there is some
evidence that dexamethasone pulse therapy has no
benefit in addition to daily oral corticosteroids with
azathioprine. The Indian collegues need to perform
RCTs to convince the scientific world of their claim
on dexamethasone–cyclophosphamide pulse therapy
in pemphigus.
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Authors’ reply
Sir,
This has reference to your letter commenting[1] on
our paper, “Current regimen for pulse therapy for
pemphigus: Minor modifications, improved results”.[2]
I find it strange that authors of the letter and some
others like them use a different method for treating
pemphigus which fails and they conclude that the DCP
regimen used by us is ‘faith-healing’ and unacceptable.
Is there anything that prevents my colleagues to visit
my clinic and see the patients who are recovering/
have recovered with the DCP regimen. Alternatively,
they can depute their junior colleague whom we will
be glad to train. Several dermatologists indeed have
learnt the technique and produced similar results. A
dermatologist can also send five to ten or even more
of his patients for our treatment and see them recover.
We have also been holding workshops/conferences
on pulse therapy where we have often called our ex-

patients so that the delegates can interact and see the
results with their own eyes. We have also published
books and described the parameters of the regimen in
the internet. But if still a person decides to do nothing
of this type and continues to call us faith healers, I can
only pray, “May God bless him”, and sympathize with
his patients.
I have no intention of using placebo treatments for
my patients at this stage because (1) I have used
conventional methods for 22 years till 1982 and
pulse therapy for 28 years after 1982 and there has
been a tremendous difference in the outcome before
and after 1982, (2) every patient who has taken
treatment elsewhere before coming to us has acted
as his/her own control, (3) the ultimate cure can be
reproduced in every case who follows the protocol
strictly, and (4) patients come to us for recovery and
not experimentation, and therefore it will be unethical
to deny or delay their recovery.
I hope the following case histories will illustrate my
point.
A 25-year-old lady was having pemphigus vulgaris
since January 1999, and taken conventional treatment
with oral corticosteroids. In December 2000, when
first seen by us, 50% of her skin was involved. With
2 mg betamethasone for one month and 1 mg for the
next month, oral antibiotics and DCPs given at 28day cycles along with 50 mg cyclophosphamide daily,
the lesions healed in one month, but she became
irregular in taking the DCPs. There was reactivation
of the disease in May 2001. Another course of oral
betamethasone 3 mg/day tapered over the next three
months along with regular DCPs made her recover
all over again. She took seven DCPs at regular 28-day
cycles with us and seven more at irregular intervals at
Ahmedabad along with 50 mg cyclophosphamide per
day but remained alright. The DCPs were stopped in
October 2002 and daily cyclophosphamide in March
2003. Her IIF titer came down from 1:80 in December
2000 to 1:10 in March 2003, and (negative) in October
2007. When last seen in September 2010, she had not
developed a relapse ever again. Her only problems
were the aseptic necrosis of the femur which she had
developed before coming to us, and diabetes which
was present before she had pemphigus.
The second patient was a 33-year-old homeopathic
doctor who started developing pemphigus in November
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