
E16 CMAJ  |  JANUARY 6, 2020  |  VOLUME 192  |  ISSUE 1 

The authors reply to: “Doubts 
about first report of krokodil 
use in Canada” 

We agree with Dr. Mitchell’s1 comment on 
our case report that critique is a part of 
the scientific process. To elaborate on our 
brief report,2 the patient was referred to 
the academic dermatology service for a 
presumptive diagnosis of pyoderma gan-
grenosum. Despite the clinical presenta-
tion of the ulcers not being classic for 
pyoderma gangrenosum, the patient was 
treated aggressively for this condition in 
hospital with high-dose steroids for more 
than a month, antibiotics, and increasing 
doses of cyclosporine as a steroid-sparing 
agent, as well as intensive wound care. 
No substantial improvement occurred in 
this patient with this aggressive treat-
ment, and the small improvements that 
were seen were most likely due to 
second ary infection responding to the 
antibiotics. The disease course was 
clearly not typical of pyoderma gangreno-
sum as a decreased ulcer size within 
1  month of starting immunosuppressive 
medications was expected (a diagnostic 
criterion of pyoderma gangrenosum).3 

Several experienced academic derma-
tologists reviewed the case. Additional col-
lateral information was volunteered that 
suggested that the patient had a history of 
injection drug use and had injected himself 
with krokodil (desomorphine). With this 
new information, and careful review of the 
morphology of published reports on ulcers 
caused by use of krokodil, it was clear that 
the unusual blackish scale and necrotic 
morphology of the ulcers in this patient 
were pathognomonic of krokodil use. 
Our patient improved when pyoderma 
 gangrenosum–focused treatment was with-
drawn. On recent follow-up with this 
patient, his wounds remained healed with-
out therapy, which is also atypical of pyo-
derma gangrenosum.

While not commonly used, krokodil is 
a cheaper and more accessible drug than 
heroin;4 it can be made at home using 
easily obtainable ingredients. Its low cost 
and high potency (10  times more potent 
than morphine) may mean that it will be 
used more commonly in the future.3 

This case is noteworthy for several rea-
sons. First, a thorough clinical and collat-
eral history is of utmost importance; 
 second, it is imperative to avoid anchor-

ing bias to a diagnosis and physicians 
must generate a wide-differential diagno-
sis, particularly when a disease fails to 
improve as expected on treatment; and, 
lastly, morphology and visual diagnostic 
skills are key to accurately diagnosing 
dermatologic conditions.
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