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photo rounds

A 50-year-old woman presented to 
the clinic with an intensely pruritic 
rash that had come on suddenly 

and extended over the dorsal aspect of 
both arms. She said that she had not be-
gun taking any new medicines, and had 
no recent exposures to any new chemicals. 
She did, however, note that she’d recently 
spent some time in the sun.

Her history included schizoaffective 
disorder, bipolar disorder, reactive air-
ways disease, type 2 diabetes mellitus, 
and hypertension.

She was taking a number of medi-
cations including trihexyphenidyl,  flu- 

phenazine, mirtazapine, ibuprofen, pro-
pranolol, acetaminophen, albuterol/ip-
ratropium inhaled, and triamcinolone 
inhaled.  She reported being allergic to 
lithium, erythromycin, and haloperidol.

Her skin exam showed erythematous 
plaques over the dorsum of both forearms 
(Figure 1). There were no lesions on her 
left forearm where she had been wearing 
a watch, and there were no lesions on her 
face or lower extremities. Her vital signs 
were normal. 

We ordered a punch biopsy.

z What is your diagnosis?
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A 50-year-old woman with erythematous plaque over both forearms, except where she'd been wearing her watch.

figure 1

Plaque on forearms, except under watchband

fast track
There were no 
signs of rash on 
her face, legs, or 
feet
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z �Diagnosis: Polymorphous 
light eruption

Biopsy findings
The biopsy showed extensive spongio-
sis and edema of the dermis with a deep 
lymphohistiocytic infiltrate, consistent 
with polymorphous light eruption—an 
idiopathic, delayed type hypersensitiv-
ity to UVA and UVB light.1–3

Characteristics
Polymorphous light eruption may af-
fect up to 10% of the population, with 
a predilection for females.3,4 The preva-
lence increases in northern latitudes. All  
skin types may be affected, but those 
with Fitzpatrick skin types I or II are 
most frequently affected.4 

Polymorphous light eruption may 
appear spontaneously at any age and 
may manifest as plaques (as was the 
case with our patient), papules, or rare-
ly, vesicles (figure 2). It tends to present 
early in the spring and summer, with 
the first significant UV exposure of the 
year. The rash typically develops 1 to 4 
days after sun exposure, and with time, 
remits spontaneously. Occasionally, 
though, it will last as long as there is 
significant sun exposure.

z �A condition that mimics  
a phototoxic drug reaction

The differential diagnosis for polymor-
phous light eruption includes phototox-
ic drug reaction, systemic lupus erythe-
matosus, and porphyria cutanea tarda. 

A phototoxic drug reaction is a 
non-immunologic reaction that mani-
fests 2 to 6 hours after exposure to 
sunlight.1–3 It can be difficult to differ-
entiate from polymorphous light erup-
tion without a biopsy. A phototoxic 
drug reaction can be likened to sun-
burn, with a mild form causing slight 
erythema and a severe form causing 
vesicles or bullae. 

Our patient certainly used medi-
cines known to cause phototoxic reac-
tions (ibuprofen, fluphenazine). Howev-
er, she’d had no reactions with prior sun 
exposure.  The significant dermal edema 
(hence the plaque) without any vesicles 
or bullae made a phototoxic drug re-
action diagnosis less likely. The biopsy 
clarified the issue.

Systemic lupus erythematosus
SLE was also a possibility with our 
patient. Sunlight can precipitate a lu-
pus rash, so the photodistribution 
made lupus plausible. Its abrupt onset 
and marked pruritus spoke against it, 
though, as did the negative serum an-
tinuclear antibody test, which had been 
ordered. 

Porphyria cutanea tarda
This disorder, which can also be pre-
cipitated by sunlight, was also a pos-
sibility with our patient. It tends to 
present with vesicles or bullae in sun-
exposed areas, especially the dorsum 
of the hands.2 The bullae generally 
have no surrounding erythema, which 
made it an unlikely diagnosis for our 
patient. A diagnosis of porphyria cu-
tanea tarda hinges on increased por-
phyrin levels, measured in a 24-hour 
urine collection. 

The differential Dx: 
z �phototoxic drug 

reaction
z �systemic lupus 

erythematosus
z �porphyria  

cutanea tarda

This condition mimics a phototoxic drug reaction, but the significant 
edema without vesicles or bullae made this diagnosis unlikely.

figure 2

Polymorphous light eruption
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z �Steroids, antihistamines, 
sunblock, and long sleeves

Treatment for polymorphous light 
eruption includes topical steroids and 
antihistamines.1–3 Patients can attempt 
to prevent future episodes by applying 
broad-spectrum (UVA and UVB cover-
age) sunblock and wearing long-sleeved  
garments when going out in the sun.  

Desensitization with phototherapy is 
often necessary. UVA, UVB, and PUVA 
have all proven beneficial.5 

Hydroxychloroquine. Recalcitrant 
cases may require hydroxychloroquine 
during the summer months.6 

z �Nonadherence hinders 
our patient’s recovery

We started our patient on oral antihis-
tamines and topical steroids and recom-
mended that she avoid direct sunlight.

 Our patient, however, didn't avoid 
sun exposure, and when we saw her on 
follow-up, her pruritis had improved, 

but the lesions were essentially un-
changed. 

We subsequently lost our patient to 
follow-up. n
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A woman came to the office with a lesion on 
her left arm. The lesion was 3.5 cm in di-
ameter with a hard nodule and open sore in 
the center. Two weeks before, she had been 
working in her garden and was pricked by 
a rose bush. She didn’t feel well soon after-
wards; 2 days later she was still nauseous, 
dizzy, and in pain. The pain radiated from her 
elbow to her wrist; she could not move her 
wrist well. Now, she still has diffuse joint pain, 
and her lesion—which slowly enlarged and 
formed a sore—has not gone away.
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