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Abstract Erythroderma or generalized exfoliative dermatitis is a skin inflammatory disorder characterized by 

erythema followed by generalized skin desquamation involving more than 90% of the body's skin 

surface area. Most erythroderma cases occur due to a secondary process. Therefore, it is mandatory 

to establish the etiopathology for proper management. We reported a 45-year-old Indian male who 

presented to the emergency department with generalized skin desquamation secondary to marijuana 

cigarettes. Patient showed complete remission and excellent clinical response after corticosteroid 

treatment. This report showed the importance of early diagnosis and prompt treatment to provide a 

good prognosis as well as prevent complications.  
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Introduction 

Erythroderma or generalized exfoliative 

dermatitis is a skin inflammatory disorder 

characterized by erythema followed by 

generalized skin desquamation involving more 

than 90% of the body surface area.
1-4 

Initial 

manifestation of erythroderma is generalized 

skin erythema followed by exfoliation that is 

usually seen within 2 to 6 days. Nails can be 

thick, dry and brittle. Nail pitting, pretibial 

edema and pedal edema can be observed in 

around 50% of cases.
1-3

 

Most erythroderma cases occur due to a 

secondary process.
3,4

 Therefore, it is mandatory 

to establish the etiopathology for proper 

management. Some underlying etiology of this 

disease include other widespread skin diseases 

(psoriasis, atopic dermatitis, other dermatosis) in 

27% to 68% of adult cases, followed by drug 

hypersensitivity reactions in 15% of patients, 

cutaneous T cell lymphoma (CTCL) or Sezary 

syndrome in 5% of patients and idiopathic in 

about 20% of cases.
1,5-7

 

Cannabis is a mixture of dried flowers and 

leaves of the Cannabis sativa (hemp) plant, 

which is a psychoactive drug that can be found 

throughout the world.
8
 Cannabis also known as 

marijuana, grass, pot or weed.
9
 In literatures, 

marijuana is reported to cause some skin 

reactions such as acne, type 1 hypersensitivity 

reactions in the form of contact urticaria or 

generalized pruritus, allergic reactions in the 

form of contact dermatitis and drug 

hypersensitivity reactions in the form of 

erythema multiforme, fixed drug eruption, 

morbiliform eruption and acute generalized 

exanthematous pustulosis.
8,10-15

 We reported a 

45-year-old Indian male who presented to the 

emergency department with generalized skin 

desquamation secondary to marijuana cigarettes. 
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Case report 

A 45-year-old Indian male patient came to the 

Emergency department of USU Hospital Medan 

with chief complaint of generalized skin 

desquamation since 2 weeks ago. Initially, 

around 5 months ago, it presented with itchy, 

erythematous maculopapular rash which then 

gradually developed into generalized skin 

desquamation. There is history of routine 

marijuana consumption since 5 months ago and 

previous history of allergies to marijuana around 

15 years ago. Usually, the condition remit after 

consuming medication bought in pharmacies, 

but his current condition showed no 

improvement after medications. Patient claimed 

that he did not know the name of the medication 

taken for his condition. There is no history of 

other drug or food allergy in this patient. There 

is no other systemic disease and no similar 

diseases in the patient's family.  

On physical examination, patient looked 

moderately ill, compos mentis, body weight 

58kg and height 170cm, blood pressure 110/70 

mmHg, pulse 92 bpm, respiratory frequency 22 

×/minute and body temperature 37°C. The 

conjunctiva is slightly pale and oral meth mouth 

is found. Bilateral pedal edema is observed. 

Otherwise, there is no hepatosplenomegaly or 

lymph node enlargement in this patient. 

Upon dermatological examination, generalized 

skin desquamation and hyperpigmented plaques 

associated with thick scales were observed in the 

face, trunk and extremities. Onycholysis is 

found on some fingers of his hands as well as 

feet (Figure 1). 

Patient was then admitted and further serological 

investigations were conducted. He was advised 

to discontinue smoking marijuana and other 

drugs. Patient was treated with intravenous 

dexamethasone 5mg thrice daily, 

diphenhydramine injection 1ml every 12 hours, 

omeprazole 40mg once daily, application of 

10% urea cream twice daily and 0.25% 

desoximetasone cream combined with 5% 

salicylic acid over the trunk and extremities 

twice daily. 

 

Figure 1 Patient’s clinical 

manifestations during his first 

admission; (a-i) skin and nail 

manifestations; (j-k) meth mouth. 

 



Journal of Pakistan Association of Dermatologists. 2024;34(4):1135-1139. 

 1137 

Laboratory results showed hemoglobin 10.0 

g/dL*, MCV 71.20 fL*, hematocrit 31.4%*, 

leukocytes 14.21x10
3
/μL*, platelets 

603x103/μL*, liver function and kidney function 

within normal limits, blood glucose levels 

within normal limits. Patient was diagnosed as 

erythrodermic drug hypersensitivity reactions 

secondary to marijuana cigarettes.  

On the third day of hospitalization, patient’s 

condition showed significant improvement and 

dosage of dexamethasone was tapered to 5mg 

twice daily. Further improvement was noticed 

on day-5 and dexamethasone dosage was 

tapered off to 5mg once daily. Patient was then 

discharged on day-6 with oral dosage of 

methylprednisolone 24mg/day, omeprazole 

20mg daily, cetirizine 10mg daily, topical 10% 

urea cream twice daily and 0.25% 

desoximetasone cream over the trunk and 

extremities twice daily. Hydrocortisone 1% was 

prescribed for the facial lesion. 

During his first follow up, 4 days after hospital 

discharge, there was minimal scaling and 

hyperpigmentation observed and pedal edema 

was minimal. (Figure 2) The dose of 

methylprednisolone tablets was tapper again to 

16mg/day (for 3 days), followed by 8mg/day 

(for the subsequent 3 days), after which the 

methylprednisolone tablet was stopped. 

Discussion 

The incidence of erythroderma varies greatly 

from 0.9 up to 71 per 100,000 outpatients. It 

predominantly affects men, with a male to 

female ratio of 2.1 to 4.1. Any age group can be 

affected with average age varies from 41 to 61 

years. During early stage of erythroderma, it 

often presented in the form of generalized skin 

erythema which is then followed by skin 

desquamation after 2 to 6 days.
1-3,6 

A detailed history is required to assess possible 

triggers, whether the erythroderma is caused by 

infection, drug consumption, topical drug 

application, exposure to ultraviolet light or other 

factors.
1
 To ascertain the exact etiology of drug 

eruption, oral provocation test can be done. But 

in this case, the test was not done since it is 

contraindicated in patient with history of 
 

 
Figure 2 Patient’s clinical manifestations 4 days after hospital discharge 
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erythroderma.
16

 In this patient, marijuana 

cigarettes are suspected to be the cause of 

hypersensitivity reactions because the rash occur 

after exposure to this substance and there is no 

prior history of consumption of any drugs. 

Marijuana or cannabis contains the psychoactive 

substance 9-tetrahydrocannabinol (THC). About 

5 to 10% of THC is absorbed when smoked in 

rolled cigarettes.
17

 The first case of 

hypersensitivity to THC due to marijuana 

cigarettes was reported in 1971, until now many 

studies regarding sensitization to marijuana 

exposure through inhalation, gastrointestinal 

tract and direct contact have been reported. 

However, to date, no studies have clearly 

specified the allergenic composition of cannabis 

and its derivatives.
10 

In general, laboratory tests do not help much in 

establishing diagnosis of erythroderma. 

Laboratory tests that can be performed such as 

complete blood count, urinalysis, electrolytes, 

liver function, kidney and albumin as well as 

histopathological examination.
1
 

Main management of erythroderma caused by 

hypersensitivity reactions to drugs is by 

cessation of drugs that are suspected as etiology 

and oral steroids as well as topical 

corticosteroids and moisturizers to reduce 

inflammatory reaction due to vasodilation and 

erythema.
1-7

 Healing usually occurs quickly, 

generally within a few days to few weeks after 

treatment. Poor prognosis can occur secondary 

to opportunistic infections due to long-term 

corticosteroid treatment or fluid and electrolyte 

imbalance.
1,6

 Heart failure, pneumonia, 

respiratory distress and sepsis are the most 

common causes of death in erythroderma.
18

 In 

this case, patient showed complete remission 

and excellent clinical response after 

corticosteroid treatment. 

Conclusion 

We reported a 45-year-old man with 

erythrodermic drug hypersensitivity reactions 

secondary to marijuana cigarettes. Patient 

showed complete remission and excellent 

clinical response after corticosteroid treatment. 

Proper treatment will provide good prognosis for 

most cases and prevent possible complications. 
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