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Dermatology Dx

Pruritic erythematous plaques on
By Stephen M. Schleicher, MD, and Richard F. Cordova, DO
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A 77-year-old woman complained of itchy erythematous and
= edematous plaques of three months’ duration. The eruption involved

Free CME for health.  the extensor aspects of her forearms and the anterior surface of her
ora profacsionals, an  thighs. Oral antihistamines and a potent topical steroid brought no
Solaciad topics. improvement. Punch biopsy revealed epidermal and dermal edema,

scattered neutrophils, and occasional eosinophils. IM triamcinolone
initially resuited in improvement, but three weeks later, muitiple bullae
appeared.
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Bullous pemphigoi
Our patient had bullous pemphigoid (BP), a serious condition
characterized by blister formation. BP is an aUtoimmune disorder
>>Free engendered by the production of circulating autoantibodies against
SUBSCRIPTION  various components of hemidesmosomal molecules attached to cells
along the basement membrane at the dermal-epidermal junction. The
binding of these antibodies with components of skin activates
complement and attracts neutrophils, eosinophils, and mast cells.
Proteases released are believed responsible for the multiple bullae.
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database. 8P primarily affects people in the sixth to seventh decade of ife and
shows no racial or sexual preference. The condition may occur with
greater frequency in patients with chronic inflammatory skin diseases,

such as psoriasis and lichen planus, and has been linked to a number

Free CME for health-  of drugs, including ibuprofen and furosemide.
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The hallmark of B is a large, tense, fluid-filed bullous lesion. The
eruption is typically symmetrical in distribution, often beginning on the.

Srnmsor) medial aspect of the thighs, spreading distally down the legs, and
MPR - Concise, up-  involving the arms, upper back, and trunk. Mucous membrane
to-date drug involvement affects a minority of patients. In about 20% of cases,

monographs for over
2300 prescription
and OTC drugs.

lesions begin as erythematous, urticarial patches and plaques, which
gradually vesiculate. Some individuals experience moderate to severe
pruritus, whereas others remain asymptomatic. Constitutional
symptoms are uncommon. Over time, the blisters tend to rupture,

Sponzor leaving areas of denuded skin, followed by crusting.
Learm more sbout
Herpes Zostar A diagnosis of BP should be entertained when an elderly patient

presents with either bullae or urticaria-type lesions. Histology, on a
specimen best taken from the edge of a lesion, reveals a subepidermal
blister. Immunopathology demonstrates immunoglobuiin (1g) G and
complement 3 deposition along the basement membrane. Seventy
percent of patients will have circulating anti-basement membrane IgG
antibodies detectable in their serum.




[image: image3.jpg]Successful management of BP may prove challenging given that most
patients are elderly and the mainstay of therapy is oral prednisone
starting at a dose of 50-100 mg per day. Once the blistering process
has subsided, the steroid dose may be slowly tapered (i.e., by 5 mg
per week) until a maintenance dose of 20 mg is reached. This dose is
often maintained for two to three months in order to prevent disease
flare. Once this period has passed, the prednisone can be gradually
reduced and ultimately discontinued dependent on disease remission.

Azathioprine, at a dose of 50-100 mg daily, is helpful, especially if mild
blister formation is noted during the tapering of the steroid dose, and
may also reduce the cumulative dose of steroids needed to achieve full
remission. Other prednisone-sparing agents incude dapsone,
methotrexate, and mycophenolate mofetil. Combination tetracycline (1-
2 g/day) and nicotinamide (1.5-2 g/day) is worth considering when
systemic corticosteroids are contraindicated. Topical ultrapotent
corticosteroids are useful for control of milder cases, and one recent
study suggests that topical therapy may be useful in the management
of more extensive disease as well (N Engl J Med. 2002:346:321-327).

Once the diagnosis of BP in our patient was established, we initiated
prednisone 50 mg daily and azathioprine 100 mg daily. Within two
months, new blister formation had ceased. Over the next two months,
the steroid dose was reduced to 20 mg twice daily, with halobetasol
cintment used once a day on healing lesions and infrequent localized
vesicle recurrence. We maintained this dose of prednisone for an
additional two months, adding alendronate to help prevent
osteoporosis. Recently, we have been able to discontinue the oral
steroid entirely and are currently using azathioprine at a dose of 50
mg daily along with halobetasol ointment as needed for localized
recurrence.
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