
Mitigating the risks of surgical smoke: positive
pressure rooms and particulate air filters
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Dear Editor,

We thank Dr Brady for his response1 to our article on
surgical plume in dermatology,2 and note his interest in
investigating the difference between positive room air
pressure compared with a normal pressure room.1

In a positive air pressure room, the room is sealed and
the air pressure in the room is greater than that outside,
potentially pushing infectious particles such as those
found in the surgical plume away from the patient and
operator.3 In our paper, we discussed the use of high-effi-
ciency particulate air (HEPA) and ultra-low particulate
air (ULPA) filters.2 A HEPA filter can filter particles
≥ 0.3 lm in size, and ULPA filters can filter 99.99% of
particles ≥ 0.12 lm.4 In our research, we found that par-
ticles < 5 lm have the capacity to reach the terminal
bronchioles.2 The combination of a positive pressure
room with HEPA and ULPA filters could have the poten-
tial to reduce the infectious and malignant capabilities of
the surgical plume by facilitating both mechanical filter-
ing as well as suction.2

This warrants further investigation to improve safety
outcomes for both patients and clinicians. In the absence
of positive pressure rooms (as is the case for many derma-
tologists), such particulate air filters, measures to reduce
the generation of surgical smoke, and provision of appro-
priate personal protective equipment for patients and staff
should mitigate the risk posed by surgical smoke.
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Generalized bullous fixed drug eruption after
Oxford–AstraZeneca (ChAdOx1 nCoV-19) vaccination

doi: 10.1111/ced.14926

Dear Editor,

A 74-year-old Thai man presented with a rash that had
appeared 25 h after he had received his first dose of the
adenoviral-vectored COVID-19 vaccine, ChAdOx1 nCoV-
19 (Oxford–AstraZeneca). The lesions had appeared
abruptly without any accompanying symptoms. The
patient’s medical history included end-stage renal disease,
atrial fibrillation and ischaemic stroke. The patient denied
taking any new drugs, supplements or foods prior to this
cutaneous eruption.

Physical examination revealed multiple, well-defined,
round to oval, erythematous to violaceous plaques with
central dusky appearance and bullous formation on the
trunk and both extremities (Fig. 1). There was no muco-
sal involvement.

Apunchbiopsywastaken,andhistopathologyfindingswere
consistentwithbullousfixeddrugeruption(BFDE)(Fig. 2).

Laboratory investigations did not show any definite
internal organ involvement.

Given the clinical and histological features, a diagnosis
of generalized BFDE (GBFDE) was made. Fixed drug erup-
tion (FDE) (not bullous or generalized) typically presents
within 1–2 weeks after the initial exposure, and in
< 2 days for subsequent episodes, whereas GBFDE occurs
with more sudden onset and typically within 24 h.1 Based
on the temporal relationship, the ChAdOx1 nCoV-19 vac-
cine was considered as the eruption trigger, with a score of
5 (probable) on the Naranjo Adverse Drug Reaction Prob-
ability Scale.

Several vaccines have been implicated in triggering
FDE, including the combined pentavalent DTaP-IPV-Hib
(6-in-1) vaccine, yellow fever, influenza, human papillo-
mavirus, recombinant adjuvant varicella zoster vaccine,
and COVID-19 vaccines.2–5 Whereas FDE is usually self-
limiting and has a favourable prognosis, GBFDE is consid-
ered a severe cutaneous adverse reaction (SCAR) with a
high mortality rate among elderly patients.1 Despite the
wide use of the COVID-19 vaccinations, only eight cases
of SCAR associated with these vaccines have been docu-
mented (Table 1).

The treatment for GBFDE treatment is cessation of the
causative agents and supportive care.1 We treated our
patient with topical 0.25% desoximetasone cream. The
lesions gradually resolved within 2 weeks, leaving postin-
flammatory hyperpigmentation.
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Use of patch testing on an area of residual hyperpig-
mentation after FDE resolution was considered as a
method to confirm the culprit drug; unfortunately, testing
could not be performed due to limited access to the vac-
cine and hospital areas during the COVID-19 pandemic.
As an alternative, an interferon (IFN)-c ELISpot assay was
undertaken. This technique assesses the amount of IFN-c pro-
duction from peripheral blood mononuclear lymphocytes
after stimulation with the suspect agents. In this case, the
vaccine excipient, polysorbate80 (dilutions of 1 : 2000 and
1 : 10 000), was tested and yielded negative results. Our
patient also reported receiving an annual influenza vaccina-
tion, which contains a similar excipient (polysorbate), with-
out any adverse reactions. This indicated that the GBFDE was
a result of a hypersensitivity reaction to the ChAdOx1 nCoV-
19 vaccine rather than the excipient.

To our knowledge, this is the first report of ChAdOx1
nCoV-induced GBFDE. Because of the potential recurrence

(a)

(c) (d) (e)

(b)

Figure 1 (a,b,d) Round to oval, erythe-

matous to violaceous patches with cen-

tral dusky appearance on the trunk and

limbs; (c,d,e) large and well-demarcated

central erosions were also noted on

(c) the axilla and trunk; (d) right forearm

and (e) right leg. No mucosal lesions

were observed and the lesions were found

in > 2 different sites of the body.

(a)

(b)

Figure 2 (a,b) Histological examination of a punch biopsy was

performed from the lesion on the patient’s back showed

(a) subepidermal separation with superficial and deep perivascu-

lar inflammatory cell infiltration and (b) mixed inflammatory

cells infiltrate, composing of lymphohistiocytes and numerous

eosinophils. Melanophages were seen in the upper dermis. Hae-

matoxylin and eosin, original magnification (a) 9 50; (b) 9 200.
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of SCAR, the patient was advised to switch to a different
COVID-19 vaccine platform.
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Intramatricial injection of anti-interleukin-17A
antibody for six patients with nail psoriasis

doi: 10.1111/ced.14933

Dear Editor,

Nail psoriasis (NP) remains a challenging clinical prob-
lem. Our previous case report showed that intramatricial
injection of low-dose secukinumab, an anti-interleukin
(IL)-17A monoclonal antibody, could markedly improve
the condition of NP.1 However, the difference in efficacy

between the nail matrix (pitting, leuconychia, nail plate
crumbling and red lunula) and nail bed (oil-drop sign,
onycholysis, subungual hyperkeratosis and splinter haem-
orrhages) was unclear.

This protocol was approved by the local ethics commit-
tee, and all patients provided written informed consent.

We recruited six patients (three men, three women,
mean � SD age 33.2 � 11.1 years) with psoriasis vul-
garis and NP. Duration of skin psoriasis was
8.3 � 4.1 years and duration of NP was 3.2 � 1.5
years. The mean Psoriasis Area and Severity Index was
2.6 � 0.6, and the number of involved fingernails was
9.2 � 1.3. Previous treatments had included mainly topi-
cal application of corticosteroid and/or vitamin D3 ana-
logues for the psoriatic skin lesions but not for the NP.
None of the patients had received any systemic treatment,
including immunosuppressors and biologics, in the
3 months prior to enrolment. One patient had received
narrowband ultraviolet B phototherapy 3 months prior to
enrolment.

During the study treatment, each patient received local
anaesthesia into the proximal nail fold with 5% lidocaine
cream and 1% tetracaine hydrochloride under occlusion.1

This was left for 1 h to take effect, then three relatively
severe nails on the left hand were injected into the nail
matrix with secukinumab at different concentrations
(7.5, 15 and 30 mg/mL, respectively). These were pre-
pared by diluting the original secukinumab preparation
(150 mg/mL) with sterile water for injection and the
dilutions were then kept at 4°C. The needle was inserted
from the two sides of the proximal nail fold to form a ‘V’
shape (Fig. 1a).2 The injection volume of each side was
0.05 mL every time.

All patients received 5–6 treatments with a 2-week
interval between treatments. All nails (treated and
untreated) were assessed with Nail Psoriasis Severity Index
(NAPSI) from baseline to Week 12 at 2-week intervals,3

and then a final follow-up was carried out at Week 24.
Because of the COVID-19 pandemic, three patients did not
receive their sixth treatment and efficacy evaluation at
Week 10, or their efficacy evaluation at Week 12. Because
all patients refused injection of intralesional corticosteroid
(the intended control), the control was the untreated sym-
metrical finger(s) of the right hand.

At Week 24, there was a significant (P < 0.01) differ-
ence in mean NAPSI between the treated (n = 18) and
control fingernails, with a mean improvement of 73.2%
and 18.3%, respectively. The treated nails were signifi-
cantly better at all three concentrations, with 76.1%,
66.1% and 75.7% improvement for secukinumab 7.5, 15
and 30 mg/mL, respectively, with no significant difference
between them. Significant improvements were seen in both
the nail bed (onycholysis, subungual hyperkeratosis and
splinter haemorrhages) and nail matrix (nail plate crum-
bling), and the overall clinical efficacy in nail bed was supe-
rior to nail matrix. At Week 24, mean improvement in

ª 2021 British Association of Dermatologists432 Clinical and Experimental Dermatology (2022) 47, pp407–467

Correspondence

https://orcid.org/0000-0003-3281-4212
https://orcid.org/0000-0003-3281-4212
https://orcid.org/0000-0003-3281-4212
https://orcid.org/0000-0003-2814-5845
https://orcid.org/0000-0003-2814-5845
https://orcid.org/0000-0003-2814-5845
https://orcid.org/0000-0001-6063-2403
https://orcid.org/0000-0001-6063-2403
https://orcid.org/0000-0001-6063-2403
https://orcid.org/0000-0003-2051-5573
https://orcid.org/0000-0003-2051-5573
https://orcid.org/0000-0003-2051-5573
https://doi.org/10.1136/ejhpharm-2021-002875
https://doi.org/10.1136/ejhpharm-2021-002875

