Letter to the Editor

UVB-induced bullous pemphigoid in a patient with psoriasis
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Bullous pemphigoid (BP) is an autoimmune subepi-
dermal blistering disease affecting mostly elderly people.
The clinical picture includes erythematous oedema, ex-
coriated plaques and itchy tense blisters [1]. Drugs, infec-
tious diseases, UV and X-ray radiation are described as
some of the triggering factors in the development of the
disease [2]. The diagnosis of BP is based on direct immu-
nofluorescence examination (DIF). Typical clinical features,
histopathological examination and positive indirect im-
munofluorescence (IIF) test may be helpful in confirming
BP diagnosis. Coexistence of BP with psoriasis was first
reported in 1929 by Bloom [3] and has been investigated
since then. Several case reports, including phototherapy as
a possible triggering factor were published [4-6].

We present the case of a 71-year-old man with
a 4 days’ history of tense blisters and erosions on the
skin associated with severe itching. Ten days before
the appearance of blisters, the patient had completed
a 2-month phototherapy course with narrow-band UVB
(NB-UVB) started due to an exacerbation of psoriasis. On
examination there were numerous tense blisters, erosions
and erythematous plaques presented mainly on the upper
and lower limbs with no mucous membrane involvement
(Figure 1). The examination of other organs and systems
was unremarkable. Routine laboratory tests and a chest
X-ray showed no abnormalities. DIF of the perilesional skin
revealed linear deposits of IgG and C3 at the basement
membrane zone and confirmed the diagnosis of BRP The
diagnosis was further supported by positive IIF, split-skin
biopsy and histopathology.

The patient was started on methotrexate, initially at
a dose of 5 mg, gradually increased to 10 mg per week
I.M. and topical clobetasol propionate 0.025% cream. The
patient tolerated the treatment well and his control blood
tests were within normal limits. Over the next 3 months
his skin lesions gradually improved until they completely
resolved. During the 13-month follow-up appointment only
hyperpigmentation on the previously involved skin areas
was observed.
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Coexistence of psoriasis and bullous pemphigoid
is rare, but BP is the most frequent bullous disease de-
scribed in psoriatic patients [7]. Although it is likely that
those patients have a genetic predisposition towards
autoimmune diseases, the precise mechanism by which
triggering factors (e.g. cyclosporine, biological treatment
and phototherapy) are responsible for their development
remains unknown. It has been suggested that chronic in-
flammation around the dermoepidermal junction present
in psoriasis can trigger exposure of basement membrane
antigens to autoreactive T cells, resulting in BP develop-
ment [7]. Ho et al. [8] in the nationwide, population-
based cohort study conducted in Taiwan in 2019 proved
that psoriasis was independently associated with a 3.05-
fold increased risk of BP. The research of Phan et al. [7]
conducted in 2018 on 4035 bullous pemphigoid patients
showed a significantly higher prevalence of psoriasis in
BP patients compared to controls (2.6% vs. 1.1%, OR =
2.5,95% Cl: 1.4-4.6).

It is interesting that although phototherapy is regard-
ed as one of the most frequent triggering factors in BP
development, there are only a handful of articles about
PUVA therapy and even fewer about NB-UVB therapy,
mainly reported in late 1970s. The mechanism of NB-UVB
therapy in the development of BP remains unknown. It
is suggested that UV radiation may induce the alteration
of basement membrane antigenicity by direct epidermal
damage and subsequent autoantibody production, which
may later cross-react with basement membrane proteins,
such as the BP antigen, causing a bullous eruption [9].

We compared our patient with two, recently pub-
lished case reports by Suwarsa et al. [9] and Corey
et al. [10] of BP development after a course of UVB-NB
in psoriatic patients (Table 1). Firstly, in all 3 cases, blis-
ters had appeared after several weeks of starting photo-
therapy (from 10 to 20 weeks), which seems to question
the possibility of NB-UVB therapy being the cause of
BP development. Our patient and the patient described
by Suwarsa et al. [9] had the diagnosis of BP confirmed
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Figure 1. The patient with psoriasis and bullous pemphigoid triggered by NB-UVB treatment

Table 1. Comparison of patients’ case reports with BP triggered by NB-UVB phototherapy

Patients’ details Suwarsa et al. Corey et al. Our patient
Age 39 years old 49 years old 71 years old
Sex Male Male Male
History of psoriasis 5 years 4 months 15 years
Time from starting the NB-UVB 20 weeks 11 weeks 10 weeks

phototherapy to development
of blisters

PB/BP confirmation DIF: linear deposit of IgG and
C3 at the basement membrane

zone

DIF: linear deposit of 1gG and C3 in
the dermo-epidermal junction
IIF: circulating pemphigoid-type
antibodies

DIF: faint granular C3

deposition along the

basement membrane
zone

Systemic treatment Methotrexate — 15 mg/week p.o.

Prednisone — 1 mg/kg/day p.o.

Methotrexate — initially 5 mg/week,
increased to 7.5 mg/week) i.m.

Topical treatment only

based on DIF In contrast, the patient described by Corey
et al. [10] had questionable DIF with faint granular C3
deposition along the BMZ only suggesting the diagnosis
of BR Only our patient had confirmed IIF with circulating
pemphigoid-type antibodies. The results of histopatho-
logical examination in all 3 cases suggested BP. Two of
the patients had a previous history of psoriasis: of 5 and
15 years, respectively (Suwarsa et al. [9] and our patient),
whereas the patient of Corey et al. [10] had a 4 months’
history of psoriasis before the development of BP, which
would be consistent with published case-control studies
confirming that over one third of BP/psoriasis patients
are diagnosed with BP in the first year after psoriasis was
confirmed [8]. In our patient and in the one presented
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by Suwarsa et al. [9] NB-UVB phototherapy was discon-
tinued and the patients were successfully treated with
methotrexate (Table 1) and topical corticosteroids. In ad-
dition, the patient of Suwarsa et al. [9] was also start-
ed on oral prednisone at the dose of 1 mg/kg/day. The
patient described by Corey et al. [10] was treated with
topical treatment only. As for the possible diagnosis of
BP, it seems controversial that in his case phototherapy
was continued within 5 days after the blisters had disap-
peared, making the diagnosis even less likely.

According to the literature and because some thera-
pies administered for psoriasis can potentially be directly
connected to BP development, it is crucial to identify
patients in which this scenario is more likely to happen.
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In patients who already have both diagnoses the treat-
ment with oral/intramuscular methotrexate or cyclo-
sporine with additional topical corticosteroids may be
advisable [9]. The treatment of BP with systemic cortico-
steroids needs to be considered with caution as it is not
recommended in psoriasis [11].

In conclusion, development of BP in psoriatic patients
is rare and can be triggered by some therapies adminis-
tered for psoriasis. Despite the fact that phototherapy
is reported in the literature as one of the most frequent
causes of BP in psoriatic patients, further investigations
into the mechanisms and occurrence of that presenta-
tion need to be performed.
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