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not exceed one year. Finally. lichen planus and 

Darier's disease can be excluded on histological 

grounds. 
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Fi,: . 3. The scaling is panly parakeratotic. 
with loss of granular layer. 
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Abstract. Three uncommon idiopathic photodermatoses. 

refractory to other treatment. respon<led to oral psoralen 
photochemotherapy. Two females with photosensitivity 
in association with atopy, one female with persistent light 
reaction following a systemic drug-induced photosensitivi­
ty and an elderly male with actinic reticuloid were treated. 
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Patients with severe idiopathic photodermatoses 

are greatly disabled by their condition leading to an 

alrnost hermit-like existence. These patients usually 

receive little or no benefit from lopical sunscreens 

and, therefore, new approaches to treatment are 

constantly being sought. Antimalarials have been 

used for many years and help some patients but are 

not without risk. Recently ,B-carotene has been 
found to produce some aUeviation of symptoms in a 

proportion of patients (4, 9, 10). Recent findings 

that oral psoralen photochemotherapy (PUV A) is 

beneficial in atopic eczema (5), mycosis fungoides 

(2), and polymorphic light eruption (3, 7) prompted 
us to try this therapeutic modality in patients with 
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Table I. Cfinicaf feat11res and response of patients to treatment 

Patient 
no. Agc/Sex Diagnosis 

27/F Photosensitivity in association 
with atopy 

12/F Photosensitivity in association 
with atopy 

60/F Persistent light reaction 

81/M 
followin systemic thiazides 

Actinic reticuloid 

photosensitivity in association with atopy ( 1.8). 

persistent light reaction and actinic reticuloid. 

PATIENTS AND METHODS 

Patients 

The diagnoses and Features of the 4 patients treated are 
listed in Table I. The duration ofthe mid-day summer sun 
exposure that is required to trigger or exacerbate the e111p­
tion is also noted for each patient. An eruption was pres­
ent al the time therapy was started in patients 2 and 4. 

Oral PUVA therapy 

The protocol used in the treatment of psoriasis was also 
utilized in this study (6). The course of therapy consisted 
of three exposures weekly until any existing eruption had 
cleared and/or maximal pigmentation was achieved. Pa­
tients I. 2. and 3 were then advised lo expose themselves 
freely to the sun and to have at least 3 hours of mid-day 
sun exposure each week. Maintenance PUVA therapy, 
consisting of one exp0sure each week. was instituted in 
patient 4 afler completion of the initial clearance phase of 
treatment. 

RESULTS 

The existing eruption in patient 2 was cleared by the 

course of PUV A therapy which also produced a 

dark. generalized hyperpigmentation in patients I. 

2. and 3. These patients experienced no trouble­

some side effects from the treatment and. as Table I

indicates, their sun tolerance was greatly increased.

The tirnes listed are the maximum intervals spent in

the sun by each of the patients and none of them
developed an eruption during the summer im­

mediately following their course of PUV A therapy.

Patient 4. with actinic reticuloid that initially in­

volved 20% of his body surface. developed a
generalized papulo-vesicular eruption 24 hrs after

the first exposure to POV A therapy. The histology

of the new eruption was similar to that of the
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Pre-PUVA Post-PUVA 
Duration of summer sun summer sun 
disease LOlerance tolerance 
(y.) (min) (h) 

5 <15 >Il

6 <5 >8 

15 <5 >3 

7 <15 >8

original rash. with a dense polymorphous peri­

vascular dermal infiltrate containing atypical mono­

nuclear cells with hyperchromatic nuclei and 

occasional infiltration of the epidermis by these 

cells. A course of oral prednisone (60 mg/day) 

therapy was given for 2 weeks while PUV A therapy 

was continued and both the new and original erup­

tion cleared du ring that period. Maintenance PU VA 

therapy was commenced after 6 weeks of treatment 

and has now been continued for 2 years as the sole 

therapy with only minimal (<I% body smface) re­

currences of the eruption after prolonged summer 

sun exposure. 

DlSCUSSION 

These 4 patients were severely incapacitated by 

their illnesses and presented the most difficult 
therapeutic problems in our population of p<1.tienb 

with idiopathic photodermatoses. Topical sun­
screens with absorption in both the UV A and 

UVB spectrum were ineffective in all cases.An 

adequate therapeutic trial of /3-carotene in patients 

2 and 4 proved to be of no value. Atabrine was of 

partial benefit in the patient with a persistent light 

reaction, but was inetfective in the patient with 

actinic reticuloid. PUV A therapy, however, pro­

vided complete symptomatic relief in all 4 patients 

with clearing of their eruptions and a subsequent 

normal tolerance to sunlight. The only side-effect 

resulting from this treatment was the temporary 

exacerbation of the eruption in one case. 

There are some similarities between the condi­

tions reported here and other diseases previously 

reported as bei ng alleviated by PU VA therapy. 

Two of the cases ( I and 2), in addition to their 

photosensitivity. had features of atopic eczema; 

this condition is reported to respond to PUV A 
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treatment (5). However. the response in these 1 
patients differed from that seen in atopic eczema. A 
short cou,-se of PUV A followed by frequent �un 

exposure maintained protection in both patients, 

whereas atopic eczema required contined mainte­
nance therapy to maintain a clear state. Perhaps it 
can be inferred from this observation that the 
pathogenetic mechanism mediating the photo­

sensitivity in atopic individuals diffors from the 

mechanism underlying atopic eczema per se. 

Actinic reticuloid histologically bears a resem­

blance to mycosis fungoides, a diagnosis that was 

considered at an early stage in our patient. As in 
mycosis fungoides (2). continued maintenance 

PUVA treatment has been necessary to maintain a 

healed condition in this patient. This is not entirely 
surprising. since over recent years the eruption in 
this patient has extended to non-exposed sites. in­
dicating that light alone is not the only factor in his 

disease. 
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AbstrcKI. A woman with hypertension had been treated 
with hydralazine and propranolol for the past 6 years. Leg 
ulcers and mild joint involvement had been observed for 3 
years. When oral zinc therapy was started, multisystemic 
manifestations of a lupus erythematosus-like syndrome 
developed within one week. The possible implication of 
zinc in drug-induced lupus is discussed. 

K1•y ll'ords: Zinc: Hydralazine: Lupus erythematosus: 
H ypertension 

Many drugs have been implicated in a lupus ery­

thematosus-like syndrome (5). Hydralazine is one 

such high-risk drug and about I O % of 1rea1ed pa­
tients develop clinical and laboratory signs of a 

lupus-like reaction (7). To my knowledge zinc has 
ncvcr previously been incriminated. 

CASE REPORT 

A 58-year-old woman with atopic eczema as achild, 
but without any past or family history of autoimmune 
diseases. had been treated with hydralazine (Apresolin®), 
from 30 to 200 mg per day, and propranolol (Inderal®). 
from 120 to 640 mg per day, since I 971. when an essentiaJ 
hypertension was diagnosed. Other medications included 
polythiazide (Renese®), potassium chloride (Kalium­
duretter&) and propylthiouracil (Tiotil®J for shorter 
periods, and thyroxine (Levaxin®) since 1973 after a 
radioiodine-11·eated hyperthyroidism. 

Three years after initiation of the antihypertensive 
therapy. recurrent leg ulcers developed on the distal part 
of the right leg. They healed slowly after topical treatment 
but were continually replaced by new ulcers. The patient 
also began to have mild intermittent migratory arthralgia 
anti arthritis. most frequently affecting the small joints of 
the hands. wtists. elbows and shoulders. 

In the management of the recalcitrant leg ulcers. oral 
treatment with effervescent zinc sulphate (Solvezink®). 
0.2 g (corresponding to 45 mg Zn44 ) three times daily. was 
started in August I 977 without a preceding serum zinc 
determination. Within one week the patient developed 
fever (39.5°C) and a violaceous rash. She was in relatively 
good general condition but complained of abdominal dis­
tress and had noticed black stools once. The joint involve­
ment was unchanged. 




