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Fit, I. Nails of the right hand 6 months afler stopping penicillamine. 
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A case of monosymptomatic photo-onycholysis due to tetracycline-hydrochloride i� re
ported. A 40-year-old woman with rosacea had been treated with tetracycline-hydrochlo
ride (Achromycin®) 250 mg daily for 3 years. ln the summer period aftcr one month of 
intensive sun exposure she developed painful bullae under the nails. Key words: Photo
onyclro/ysis: Te1racyc/i11e-lrydrochloride; Plrototoxic reaction. (Received February 28. 
1983.) 
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DK-5000 Odense C, Denmark. 

The tetracycline group of antibiotics are well-known photosensitizers. In 1961 Orentreich 

et al. (8) reported photo-onycholysis in 7 out of 28 patients. who simultaneously suffered 

from a photosensitivity reaction following ingcstion of demethylchlortetracycline. In 1970 
Frank et al. (3) described similar symptoms in patients treated with tetracyclinc-hydro

chloride and doxycycline. Apart from onycholys1s these patients sufTered from cutaneous 
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Fig. I. Onycholysis and bul
lae under the nails at the first 
visit. 

photosensitivity. However, monosymptomatic onycholysis induced by tetracycline has 

also been reported (I, 4, 5). 

CASE REPORT 

The patient is a 40-year-old woman with protracted rosacea treated with tetracycline-hydrochloride 
(Achromycin•) 250 mg daily during 3 years. 

In the summer of 1982 after one month of intensive sun bathing she developed very painful bullae 
under the nails. The pain was relieved by pressing oul serous tluid. All finger nails and six toe nails 
were afTected (Fig. I). The onycholysis started centrally in the nail beds, the roseate nail. The patient 
was deeply tanned and apart from rosacea her skin was normal and showed no sign� of photodermati
tis. Bacteriological and mycological culture of serous fluid from beneath the nailplates revealed only 
micrococci and no funi:i were found. The pain ab:\led spontancously <luring 6 wccks. The nails 
normalized gradually during a few months. The tetracycline treatment was reintroduced 2 months 
after the initial visit because of exacerbation of rosacea. The patient was wamed against intensive sun 
exposure, and the nails werc still normal when observed in the autumn and winter. 

DISCUSSION 

Phototoxic reactions have been demonstrated in tetracycline-treated mice (7) and in the 

same manner photo-onycholysis is claimed to be a phototoxic reaction (2, 8). This might 

be due partly to absorption of UV-light, which has been found in tetracyclines (deme

thylchlortetracycline) in vitro (9). The selective photosensitivity in the nail bed may be due 
to special anatomical conditions. Thus. Lewis & Montgomery (6), when investigating the 

senile nail, found greater elastic tissue degeneration under the roseate nailbed than in the 

paronychium. They claimed that the nailplate offers only poor protection to the nailbed 

from exposure to sunlight and may perhaps even concentrate the sun-rays. This. and the 

fact that our patient was well tanned and thus protected against the sun-rays, might explain 

why she only developed bullae in the roseate, unpigmented nailbed, but no other skin 

changes. 
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A woman with rheumatoid arthritis developed an erythematous-bullous eruption on light
irradiated areas following sun exposure. Treatment with piroxicam, had been initiated 14 
days earlier. The clinical picture, the relationship in lime to the drug administration and a 
positive photopatch test gave reason to suspect piroxicam-induced photosensibility. Pirox
icam (Felden®) is a new non-steroid anti-inflammatory agent which was registered in 
Sweden in 1981. Various adverse skin reactions have been described. Thus, there has been 
one case of Lyetrs syndrome with a fatal outcome (7). two case reports of erythema 
multiforme-like reactions (I. 3) and two reports of patients with erythemato-papulous and 
also bullous eruptions restricted to light-exposed skin areas (3). Key words: Dmg eruption; 
Photosensitiuity; Piroxicam. (Received November 30. 1982.) 
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CASE REPORT 

A 60-year-old woman with a family history of rheumatoid arthritis and diabetes but without an atopic 
background had suffered from disabting rheumatoid arthritis for the past 14 years. She also had a 
contact allergy to nickel. There was no history of any previous drug reaction. She had been treated 
with a low dose of prednisolone (Prednisolon®. ACO), 5 mg/day, and with indomethacin (lndomce�), 
100 mg/day, for the last year, and a combination of dextropropoxyphene and paracetamol (Distalge
sic®) for the last 2 years. Other medications included oxazepam (Sobril�) and nitrazepam (Moga
don®), also administered for the last 2 years. In April 1982, therapy with flupenthixol (Fluanxol�). I 
mg/day was initiated. On May 20th, treatment with piroxicam (Felden®), 20 mg/day. was started. 
Fourteen days later. following intensive exposure to the sun. a generalized skin reaction developed. 

Physical examination revealed an erythematous eruption limited strictly 10 light-exposed skin areas. 
Bullous lesions were observed on the forearms. Apart from joint deformities due to the rheumatoid 
arthritis, there were no other physical abnormalities. 

Routine laboratory tests on the blood and urine, including blood sugar, serum creatinine, urea 
nitrogen, WR and !iver function tests, revealed a sideropenia, but were otherwise normal. Signs of 
inflammatory activity were observed at serum protein electrophoresis and there were also signs of 
consumption of serum complement factors (C3 and C4). There were no antinuclear or anti-DNA 
antibodies and no intercellular or antibasement membrane antibodies to skin. Tests for circulating 
immune complexes and cryoglobulins proved negative. Determination of pOrphyrine in erythrocytes 
and urine gave normal resuhs. There were no serological signs of bactcrial or virus infections. Urine 
samples and swabs from the throat were sterile on culture. The rheumatoid factor titre was 1/400. 

Biopsy specimens from involved skin and from a positive photopatch test area showed a dermal 
inflammatory ccllular infiltrate, composed mainly of lymphocytes. In one specimen a subepidermal 
bulla was observed. No deposition of immunoglobulins or complement factors was detected. 

Piroxicam, flupenthixol and nitrazepam were all discontinued and the dose of prednisolone was 




