Pseudoporphyria and Sunbeds
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Five cases of pseudoporphyria with recurrent blister-
ing and skin fragility especially of the hands are
described. Porphyrin studies were normal. The histo-
pathological investigations in three of these cases
showed subepidermal bullae consistent with porphy-
ria cutanea tarda. All patients had considerable
sunbed exposure before symptoms appeared. One
patient was taking naproxen, a weak photosensitizer.
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Pseudoporphyria is a condition clinically identical to
porphyria cutanea tarda (PCT) with blisters, in-
creased skin fragility and erosions occurring in ex-
posed areas principally the back of the hands. The
erosions heal slowly with scarring. Hypertrichosis
may be present. The histologic features are identical
to those found in PCT, i.e. a subepidermal bulla
without associated inflammation. In pseudoporphy-
ria there is no demonstrable abnormality in porphy-
rin excretion. Recently pseudoporphyria has been
described as a consequence of prolonged UVA
sunbed and/or sunlight exposure (1, 2, 3). It may
also occur following ingestion of certain drugs, such
as naproxen and tetracycline, combined with UV
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exposure (4-6) and in patients undergoing hemodia-
lysis for chronic renal failure. Five cases with
sunbed-induced pseudoporphyria are described. In
one case there was regular medication with na-
proxen, a weak photosensitizing drug.

CASE REPORTS

Case 1

A 36-year-old fair-skinned female presented with a three-
month history of recurrent blisters and erosions on the back
of her hands and fingers. She had a sunbed of her own that
she had used three times a week for four years. At present-
ation her medications were: contraceptive pills (Trionetta),
atenolol (Tenormin), spironolacton (Aldactone) for hyper-
tension and occasional analgesics for neckpain. There was
no history of alcohol abuse. Examination revealed some
blisters and erosions on the back of her hands and fingers
(Fig. 1). Laboratory investigations including full blood
count, renal function tests and autoantibody screening
were normal. Liver function tests showed a slight elevation
in the level of alanine aminotransferase. Quantitative por-
phyrin studies on urine separated into fractions of uro-
porphyrins, coproporphyrins and carboxylic porphyrins
were normal. Urine porphyrin precursors and faeces por-
phyrins were normal. A skin biopsy of a blister from her
hand showed a subepidermal blister consistent with PCT.
A slight thickening of the vessel walls in the upper dermis
was also noted (Fig. 2). Direct immuno-fluorescence stud-
ies were negative. The patient stopped using contraceptive
pills and sunbeds after the first visit to the clinic. The



symptoms regressed completely over a period of three
months.

Case 2

A 36-year-old female presented with a three-month history
of recurrent blistering on the back of her hands and fingers.
The symptoms had started in the summer and she had used
sunbeds twice a week for the past two years. No regular
medication but naproxen (Naprosyn) and paracetamol (Al-
vedon) had been used sporadically for backpain. Exam-
ination revealed two blisters and some scars on the back of
her fingers. Laboratory investigations including liver func-
tion tests and quantitative porphyrin studies performed on
urine samples were normal. A skin biopsy of a blister
showed a subepidermal bulla. The skin lesions healed one
month after stopping the use of sunbeds.

Case 3

A 44-year-old female with dark hair presented with a two-
month history of blisters and erosions on the back of her
hands and fingers. She had noted fragility of her skin for
several years. She had used sunbeds for many years and for
the past year she had a sunbed of her own which she used
for half an hour five times a week. At presentation her
medications were salicylates and codein for neckpain. Ex-
amination revealed a deep tan and one 2 mm blister on the
back of her right hand. There were also some small violet
scars on her fingers. Laboratory investigations: full blood
count and quantitative porphyrin studies performed on uri-
ne and faeces were normal. The liver enzymes asparate
aminotransferase and alanine aminotransferase were
slightly elevated. Direct immunofluorescence studies were
found to be negative. She was advised to stop using her
sunbed. However, two years later she was still using her
sunbed occasionally and there were some recurrent blis-
ters.

Case 4

A 24-year-old male presented with a one-month history of
blistering and erosions on the back of his hands and fingers.
There was no history of alcohol abuse and he was on no
medications. He had used sunbeds three times a week for
three years. Examinations of the skin revealed a moderate
tan. There were some blisters and erosions on the back of
his hands and fingers. The following investigations were
normal: full blood count, liver- and renal function tests,
Red blood cells, urine and faeces porphyrin levels were
normal. Three months after presentation there was a
change for the worse with more blisters after drinking beer.
He was advised not to use sunbeds but he still does. He has
periodic blistering and slow healing ulcers on the back of
his hands and sometimes on the feet.

Case §

A 2l-year-old female with juvenile rheumatoid arthritis
presented with a four-month history of fragility of her skin
and blistering of the back of her hands, fingers, feet, knees
and face. Repeated questioning revealed that she had used
sunbeds each autumn and winter for the past three years.
During the preceeding winter there had been 2-3 sessions a
week from October until the middle of January and there-
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after once a week until the symptoms started in March. At
presentation her medications were naproxen (Naprosyn)
500 mg twice a day, dextropropoxyphen (Doloxene) 100
mg three times a day and paracetamol (Alvedon) 500 mg
three times a day. Examination revealed that she was fair-
skinned with a moderate tan and had dry skin expecially on
the face and chest. There were blisters from 5 mm to 2 cm
on the back of her hands. Superficial erosions on the chin
were noted. She had a mildly increased hypertrichosis on
the cheeks and a tuft of hair under the chin. Laboratory
investigations including full blood count, liver- and renal
function tests were normal. Rheumatological tests and
quantitative porphyrin studies on urine and faeces were
normal. A biopsy of a blister on the hand showed a sub-
epidermal bulla consistent with PCT. Direct immunofluo-
rescence studies showed small dermal capillaries to be posi-
tive for IgM. At the first visit to the clinic naproxen was
discontinued and replaced by ibuprofen (Ibumetin). She
was advised not to use sunbeds. The blisters slowly ceased
to appear over a period of two months. The skin was at that
time still dry and fragile.

DISCUSSION

When young patients especially fair-skinned women
present with a clinical picture of blistering and skin
fragility of photoexposed skin they are more likely to
have sunbed induced pseudoporphyria than classic
PCT. The use of weak photosensitizing drugs such as

Fig. 1. Blister resembling porphyria cutanea tarda.
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Fig. 2. Histology shows a subepidermal blister without
associated inflammation (x125).

naproxen and tetracycline may be part of the photo-
toxicity background.

The five patients described developed blistering
and varying skin fragility primarily on the back of
the hands after long regular use of sunbeds. A clin-
ical diagnosis of PCT had been made in each case
before the porphyrin studies were shown to be nega-
tive. Family history was noncontributory in all cases.
In two of the cases the same inducers, alcohol and
oestrogens, as in classic PCT were present. Two
cases had mildly elevated liver enzymes; a presenta-
tion often seen in PCT. Case 5 presented with the
most severe symptoms and in this case there had
been considerable UVA exposure together with na-
proxen, a weak systemic photosensitizer.

The pathogenetic mechanism of this porphyria cu-
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tanea tarda-like reaction has not been established.
In the porphyrias a low grade, chronic phototoxic
injury of the upper dermal blood vessels has been
suggested (7). The microscopical changes in pseudo-
porphyria cases including these cases suggest a simi-
lar phototoxic effect.

It is a possibility that pseudoporphyria patients
have a minor disturbance of heme-porphyrin bio-
synthesis which gives symptoms together with exces-
sive UVA exposure sometimes coupled with alcohol,
oestrogens or other exogenous factors. UVA in-
duced pseudoporphyria will probably occur more
frequently in the future with the increased use of
sunbeds. It is important to be aware of this side
effect of sunbeds.
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