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Porphyria cutanea tarda presenting as milia

and blisters
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generally healthy 71-year-

old woman was referred to

dermatology for evaluation
of a six-month history of large blis-
ters on the dorsal surface of both
hands, associated with mild pruri-
tus and burning. When we exam-
ined the patient’s hands, we
observed multiple vesicles and
milia, as well as open bullae larger
than 5 mm (Figure 1A). Her only
medications were iron supplements
taken orally for “fatigue” over the
past few months. She consumed
two alcoholic beverages per week. A
skin biopsy showed a wide band of perivascular immunoreactivity
consistent with porphyria cutanea tarda. Urine porphyrin analysis
was positive for elevated levels of uroporphyrins.

Porphyria cutanea tarda is an uncommon disease that most
frequently occurs in men older than 40 years.! It is caused by a
deficiency in the enzyme uroporphyrinogen decarboxylase, which
ultimately causes an elevation in uroporphyrinogens (highly pho-
tosensitive molecules that can cause damage to sun-exposed
extremities). Porphyria cutanea tarda is precipitated by alcohol
use, hemochromatosis (hereditary or acquired), hepatitis C virus
and HIV infection, exposure to estrogen, or smoking.?

Porphyria cutanea tarda most commonly presents as bullae,
vesicles, increased skin fragility, scarring, altered pigmentation
and hypertrichosis.*? However, milia can be observed in por-
phyria cutanea tarda (Figure 1). Milia are white, keratinous cysts
that may develop spontaneously or as secondary lesions associ-
ated with the healing process of other cutaneous lesions, such as
pemphigus vulgaris, epidermolysis bullosa, second-degree
burns, bullous pemphigoid and bullous lichen planus.*®

We advised our patient to stop taking iron supplements and
consuming alcohol, and to wear sunscreen on her extremities. She
was started on a course of monthly therapeutic phlebotomy to
remove excessive iron. After three months, her ferritin declined to
432 ug/L (from 997 pg/L at diagnosis; normal range 11-307 pg/L),
with complete resolution of her blistering lesions. However, multi-
ple milia persisted (Figure 1B) as the residual manifestation of por-
phyria cutanea tarda.

Figure 1: (A) Milia, vesicles and erupted bullae larger than 5 mm with surrounding area of erythema on the
dorsum of the hand of a 71-year-old woman with new-onset porphyria cutanea tarda. (B) Persistent bilateral
milia, after therapeutic phlebotomy.
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