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A 25-year-old manpresented with a rash on

the right hand, chest, abdomen, right thigh, and
ankles of 2'weeks’ duration. He reported that
the eruption began with bullous lesions follow-
ing'aboat trip. The bullae ruptured over the next
several days, and the lesions evolved to the
current appearance. Although the patient had
experienced pain at the site of active blisters,

he denied any current pain, itching, or bleeding
from the lesions. No other medical comorbidities
were present.

WHAT’S YOUR DIAGNOSIS?

a. allergic contact dermatitis

b. bullous fixed drug eruption
c. bullous lupus erythematosus
d. phytophotodermatitis

e. porphyria cutanea tarda

PLEASE TURN TO PAGE 86 FOR THE DIAGNOSIS
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PHOTO CHALLENGE DISCUSSION

THE DIAGNOSIS:
Phytophotodermatitis

more detailed patient history revealed that there

was beer with limes on the boat, but the partygoers

neglected to bring a knife. The patient volunteered
to tear the limes apart with his bare hands. Because he
was clad only in swim trunks, lime juice splattered over
various regions of his body.

Phytophotodermatitis is a phototoxic blistering rash that
follows topical exposure to plant-derived furocoumarins
and sunlight (Figure). Furocoumarins are photosensitizing
substances produced by certain plants, possibly as a defense
mechanism against predators.! They cause a nonimmuno-
logic phototoxic reaction when deposited on the skin and
exposed to UVA radiation. Exposure to limes is the most
common precipitant of phytophotodermatitis, but other
potential culprits include lemons, grapefruit, figs, carrots,
parsnips, celery, and dill.?

Lesions associated with phytophotodermatitis classi-
cally present as painful erythematous patches and bullae
in regions of furocoumarin exposure. Affected areas are
well demarcated and irregularly shaped and heal with
a characteristic hyperpigmented rim. They often have a
downward streak pattern from the dripping juice.® If the
furocoumarins are transferred by touch, lesions can appear
in the shape of handprints, which may raise alarms for
physical abuse in children.*

Photochemical reactions caused by activated furecou-
marins cross-link nuclear DNA and damage cell mem-
branes. These changes lead to cellular/ death resulting in
edema and destruction of the epidermis: Other effects
include an increase in keratin and‘thickening of the stratum
corneum. The hyperpigmentation is a result of increased
concentration of melanosomes and stimulation of melano-
cytes by activated furocoumarins.’

Management of phytophotodermatitis depends on the
severity of skin injury. Mild cases may not require any treat-
ment, whereas the most/severe ones require admission to a
burn unit for wound care. Anti-inflammatory medications
are the mainstay of therapy. Our patient was prescribed
desonide cream 0.05% for application to the affected areas.
Sunscreen should be applied to prevent worsening of
hyperpigmentation, which may take months to years to fade
naturally. If hyperpigmentation is cosmetically troubling to
the patient, bleaching agents such as hydroquinone and
retinoids or Nd:YAG laser can be used to accelerate the
resolution of pigment.®

Phototoxicity differs from less common photoallergic
reactions caused by preformed antibodies or a delayed cell-
mediated response to a trigger. The classic presentation of
photoallergy is apruritic, inflammatory, bullous eruption in
a sensitized individual.® Allergic contact dermatitis more
commonly is associated with pruritus than pain, and it
presents as a papulovesicular eruption that evolves into
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UVA radiation activates furocoumarins, creating an inflammatory
response that results in death of skin cells and hyperpigmentation.

lichenified plaques.” Porphyria cutanea tarda would likely
be accompanied by other cutaneous features such as
hypertrichosis and sclerodermoid plaques with dystrophic
calcification, in addition to wine-colored urine-containing
porphyrins.® Bullous fixed drug eruptions develop within
48 hours of exposure to a causative agent. The patient
typically would experience pruritus and burning at the site
of clearly demarcated erythematous lesions that healed
with hyperpigmentation.’ Lesions of bullous lupus ery-
thematosus may appear in areas without sun exposure,
and they would be more likely to leave behind hypopig-
mentation rather than hyperpigmentation.
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