
Boyle (M and Lans!..} e1 al. (5) the author� l>tress the 
possible confu,ion of thc ONP with tuberou:, sclcro­

!>is. The present case gives rise to the question 
v,hethcr the ONP i, a distinct cntit} a� a,sumcd 
by many author:, ( 10, 11) or can perhaps be con­
,idercd a, a \ ariation of tuberous ,clerosis. 

Skin les1ons pathognomonic of tubcrous ,clero,i-. 

arc .. a<lenoma sebaceum" consisting oa angiofi­
bromatous proliferation. and subungual fibroma:,. 

These lesions arc practically never present at birth. 

Rather. leaf-shaped white maxule:, �ometimes pres­

ent at birth are the earlie,t diagnostically important 

cutancou� ,ign of tuberous ,clcrn,is (2). Retina! 
phal..omas ,1re the most frequent ocular ,ign,. 

Computed tomography (CT) has become a uscful 

investigative tcchnique in thc recognit1on of tuber­
ow, ,clero,i!> al,o 111 cases \\ ithout typical clinical 
sign� (3). 

Out patient d1d not shov, retina! phakoma,. lf1s 
ncurological signs and CT finding, might al,o lead 
10 a diagno�is of tubcrous ,clcrosis. especiall) whcn 

the bane defect. one leaf-shaped white macule and 

thc radiologicully confirme<l calcification in the 
brain are con�idcreu togcther. 

Can the presen1 patient thu� have simultaneou�­

ly two phakomatoses? This possibility is not 
cxcluued. ,mcc casc rcports of the cocxistence of 
tuberous '>Clero�i� with Morbu� Recklinghau,en (8) 
and with Sturgc-Wcber �yndromc (9) arc to be 
found in the literature. 

The picture of thc ON P will be completeu when 
CT fin<lins� in other patient, are repoi-ted. Time 
will tel1 whether our patient will show furthcr man­
ifestations of thc disease. 
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Abstract. The contents of acne lcsions from 30 men wiIh 
inflammatory acne \'Ulgaris. obtained before and at thc 
conclusion of 4 weeks of topical 217,- erythromycin 
therapy. were cultured on aerobic and anaerobic plates. 
Sensitivity 1esting of cultures wa, performed with disc, 
containing 50 mg erythromycin. in order 10 ascertain 1he 
prevalence of erylhromycin-resistant strains of Propi­
cmibacterium au,es and aerobic micrococci. The percent­
ages of patients in whom erythromycin-resistant macro­
cocci could be isolated increased from 3 to 60% during 
topical crythromycin therapy . .lwJ...J,o resi,tant P. acne., 
strains were isolated either before or after therapy. Con­
sidering the widesprcad use of topical anfibiotics, long­
term studies on their ecological e1Tec1s are desirable. 

Key word.1: Surface nora; Topical erythromycin: Acne 
vulgaris 

Ecological disturbances in surface microflora have 
been wcll documcnted with the usc of systcmic 

Acta Oermato,·em1r (SlockhofmJ 60 



538 Slwrr reporr.1 

antibiotics for thc treatment of acne vulgari, (8). 
Recently. Crawford et al. (2) dcmon�trated that 
topically appliec.l clindamycin and crythromycin in­
duced the development of rcsistance to the�e an­
tibiotics in strains of Propio11ihacteri11111 acnes. 
Since the therapeutic effectivene<,,, of topical an­
tibiotics ha� bcen at lea�l partially attributcd to lheir 

antibacterial activity against P. arnes ( 10). the de­

velopment of such antibiotic-resistance might sub­

stantially reduce their clinical valuc. 

Along with P. acnes. coagulase-negative mi­
crococci comprise almost all of the follicular flora 
(8). High levets of resistancc in �uch cocci are in­
duced by short (3 week) sy�temic courses of clin• 

damycin. telracycline and erythromycin (8). These 
micrococci �eem to play a minor rok in acne 
pathogenesis. and have long been viewed a, rela­
lively innocent commensab. Recent literature on 
central nervous system infection, Ol and endocar­

ditis (5) caused by Sraphyfococrn.1 epidl'rmidis in­

dicate that this organi�m can act as a dangerou� 
pathogen in immunologically �uppressed patients or 

patients po!>sessing a !>urgical prosthesis. 
The purpose of this investigalion was 10 asccrtain 

the prevalence of crythromycin-re,istant strains of 
P. arnes and aerobic micrococci in patients treated

with topical erythromycin for moderate inflamma­
tory Acne v11/garis.

MATERIALS AND METHODS 

Specimcns for microbiological evaluation were collected 
from open and closed comcdones and pustulcs of 30 men. 
aged 18-30 years. with moderate inflammatory Ac11l' vul­
>lllris. who consented to participate in this �tudy. All sub­
jects w ere in good heallh and none had received any 
systemic or topical antibiotic within 4 weeks preceding 
this investigation. 

After thorough cleansing of the skin surface wilh 70 % 
alcohol. the contents of the various lesions were obtained 
on sterile lancets and thesc were used 10 inoculatc trypti­
case soy groth for aerobes and thioglycollate broth for 
anaerobes. Samples for bacteriological testing were ob­
tained before and al the conclusion of 4 weeks of topical 
2% erythromycin thcrapy for acne vulgari�. The aerobic 
plates were incubatcd for 72 hours al 35°C and the 
anaerobic plates in N• I0'7c CO, for 168 hours al 35°C. 
Bacterial identification employed standard methods 
(I. 6, 12). 

Sensitivity testing was performed with antibiotic discs 
containing 50 mg erythromycin. A strain was caUed resist­
ant if there was no inhibition of growth with such eryth­
romycin discs. 
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RESUL TS 

Aerobic micrococci were isolat ed from 93 '1 ( '.!� of 

30) of thc subject� who'>e acne lesion� were sampled
and P. acne., was i�olated from the acne lesion, of
all 30 patienb. Prior to treatment, samples of mi­
crococci resistant to erythromycin were isolaled

from one patient. After 4 weeks of topical eryth­

romycin therapy, samples of cocci resistant to

erythromycin were obtained from 18 patients. No 

P. 11c11e.1 strains resistant to erythromycin wen: iso­
lated eithcr before or after the topical erythromycin
thcrapy.

DISCUSSION 

Topical antibiotic� are currently finding wide usage 
b)- dermatologisb for the lreatment of papulo-pus­
tular acne vulgari�. The two most popular of thcse 

.!_?pical antibiotic preparations are topical clindamy­

cin and Lopical erythromycin ( 11). 
Although topical antibiotics may be efficaciou� in 

the majority of acne patients. many patients show 
little re,pom,e to such treatment. The development 
of resistance by JJ. acnes to ,uch antibiotic� has 
been proposed as a rea,on for therapeutic failure 
(7). The currcnt invcstigation. as well as previous 
studies (7. 9). failed to demom,trate the induction of 
erythromycin resistance in P. acnes after short­
term topical therapy. Crawford et al. (2). neverthe­
lc��- bolatei.l P. c1<·11e.1 resistant to erythromycin 
from 4 of 21 patients treated with topical I % eryth­
romycin for 8 weeks. All of these erythromycin­

re,istant strains of P. arnes were also resistant to 

clindarnycin (2). lf such results prove to be com­
monplacc, they would protive at least a partial ex­
planation for f requent failures with topical antibi­

otics, especially <luring long-term administration. 
The safety of topical antibiotic therap} for Acne 

1·11/{?ari.1 appears to be grcater than that of systemic 
antibiotic therapy. faythromycin is perhaps the 
sa fest of the topical antibiotics, since it possessses a 
vcry low sensitizing potential (4) and is not as­

sociated with sevcre adverse reactions such as the 
pseudomembranou\ colitis occasionally observed 
with clindamycin. The ability of short-term topical 
erythromycin therapy 10 induce a high degree of 
resistance in aerobic micrococci raises questions 
concerning this safety. These micrococci are usual­
ly harmlcss. but can produce life-thrcatening infec­

tions in patients with a surgical prosthes1s or an 
impaired immune response. 



An important factor in detennining the impact of 
the development of resistance of P. acnes and 
aerobic micrococci lo topical antibiotics. is the 
kinetics of reconstitution of an antibiotic-�ensi1ive 
surface microflora. Our investigation <lid not in­
clude any follow-up after treatment was concluded. 
However. there is some preliminary evidence (2) 
that normally sensitive strains of P. acnes repopu­
late comedones 1-2 months after topical clindamy­
cin or crythromycin is discontinucd. 

The widespread usage of topical antibiotics for 
the treatment of acne has profound etTects on the 
resident microbial flora of the skin. Further study of 
the long-terrn ecological effect of these agents is 
warranted. particularly in view of their widespread 
use. 
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Abstracl. A patient who was treated with PUVA for 
psoriasis developed disseminated superficial actinic 
porokeratosis. The significance of this complication is 
discussed. 

Disseminated superficial actinic porokeratosis 
(DSAP) might be expected as a side effect of PUVA 
therapy. 

CASE REPORT 
Patient G. M. L.. female. 67 years old. skin type 111. has 
had psoriasis vulgaris since 1942. She has never been 
treated with arsenic for her disease. Her brother has 
psoriasis. There is no known family history of 
porokeratosis. 

Standardized PUV A conditions had been used since 
November 1977, with 40 mg 8-MOP tablets (Meladinine; 
Promedica. France) and total irradiation 2 h later. The 
cumulative UVA dose was 611 j/cm". Localized PUVA 
therapy was also given lO the legs afler application of 
8-MOP I %c solution. The UVA dose was 350j/cm'. Up to
December 1979 the total dose applied to her legs was 961
j/cm•.

At that time the psoriasis was under controL but various 
lesions appeared. localized essentially on the an1erior sur­
face of both legs. Clinically t��l!ipl�uperficial 
keratotic lesions surrounded by a slightly raised keratotic 
border. These small circinate lesions enlarged in a cen­
trifugal fashion. the older central portion becoming 
atrophic and less keratotic (Fig. I). A histological study 
of the keratotic rim of this lesion showed a well de­
limited parakeratotic zone above the spinous Jayer which 
displayed several isolated dyskeratotic cells (Fig. 2). 

A diagnos is of DSA P was made. 

DISCUSSION 

This case of actinic porokeratosis <luring PUV A 
therapy is the first one observed. to our knowledge. 

Disseminated superficial actinic porokeratosis (I) 
is a dominant a11tosomic genodermatosis. with 
some 'sporadic cases recorded. The disease begins 
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