Pruritic cutaneous lesions
on the chest

We present the case of an 82 years old woman with history of
Diabetes mellitus type 2 and arterial hypertension, chronically
medicated with insulin glargine 20 units/day and amlodipine/
valsartan 5/160 mg per day. The patient was admitted to the
emergency department due to dyspnea and chest pain with 1
day evolution, reporting also a 3-months history of asthenia
and pruritic cutaneous lesions on the chest. On admission the
patient was pale, polypneic and tachycardic with erythematous
cutaneous lesions localized on the anterior and posterior tho-
racic region. Blood examination showed microcytic anaemia
(Haemoglobin 9.1 g/dI) and elevation of D-dimer (D-dimer 4599
ng/ml). Arterial blood gas revealed hypoxemia and hypocapnia.
Chest angiotomography exhibited pulmonary thromboembo-
lism and enoxaparin was instituted. Thoraco-abdomino-pelvic
computed tomography (CT) exhibited a gastric neoplasm with
invasion of hepatic left lobe and local adenomegalies. The gastric
biopsy confirmed the diagnosis of gastric adenocarcinoma. Skin
lesions biopsy revealed histological findings compatible with
bullous pemphigoid (BP) and treatment with prednisolone 40
mg/day was started. In cancer multidisciplinary consultation it
was decided to initiate palliative chemotherapy. The patient died
6 months after the diagnosis.

BP is the most common autoimmune blistering disease, oc-
curs mostly in elderly patients and it is characterized by au-
toantibodies deposition at the epithelial basement membrane
zone.™* Classically presents with an intensely pruritic erup-
tion with tense subepithelial blisters filled with a serous or
haemorrhagic content.™ Bullous phase may be preceded by
a prodromal phase lasting weeks to months and characterized
by pruritic eczematous, papular or urticarial-like lesions. ™ In
the presented case, the patient was in the nonbullous phase
which made the diagnosis difficult.* The association between
malignant neoplasms and BP has been emphasized, but it is
unclear whether coexisting malignancy and BP patients are
pathogenically connected or whether the association is merely
linked to aging.*® Corticosteroids are the first line of treatment,
but other immunomodulatory therapies are often necessary.
This case alerts to a less obvious presentation of the PB and its
association with a neoplasm.
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