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Abstract

Prurigo nodularis (PN) is a chronic condition of unknown etiology that presents with pruritic, excoriated dome-shaped lesions

on the extremities. It is challenging to treat using topical therapies alone. Newer options include monoclonal antibodies, as

well as excimer UVB and psoralen UVA phototherapies. While these have shown clinical efficacy, they may

Introduction:

Prurigo nodularis (PN) is a cutaneous condition of unknown etiology postulated as a nodular presentation of
lichen simplex chronicus [1]. The estimated incidence and prevalence are 0.003% and 0.033%, respectively [2].
PN presents as multiple erythematous, dome-shaped lesions 1-2 cm in diameter, commonly on the extensor
extremities [1]. PN is often treatement resistant and requires prolonged regimens. Therapy aims to decrease
inflammation and pruritus using corticosteroids, vitamin D analogs, calcineurin inhibitors, antihistamines,
opiate antagonists, immunomodulators, and neuromodulators [1]. More recently, monoclonal antibodies
have shown utility in treating PN [3,4]. These are often expensive and inaccessible for all patients. This
case details widespread, refractory prurigo nodularis successfully treated with a combined regimen of UVB
phototherapy, cryotherapy, and intralesional corticosteroids. This regimen is effective, safe, easily accessible,
and affordable.

Case Presentation:

A 42-year-old woman presented with a 14-year history of severely itchy skin lesions. The lesions were orig-
inally mildly pruritic, later progressing to severe pruritus with associated burning discomfort and purulent
discharge. The patient had therapy with topical and oral corticosteroids by a number of physicians with
no improvement. She subsequently developed Cushing syndrome from systemic corticosteroids. She pre-
sented to the current authors with diffuse, nodular lesions covering most of her body. Examination revealed
indurated, hyperpigmented nodules with perilesional erythema [Figure 1]. Lesional biopsy demonstrated
marked hyperkeratosis, focal parakeratosis, patchy hypergranulosis, acanthosis, papillomatosis, spongiosis,
and exocytosis. A perivascular infiltrate and eosinophils with vertically oriented fibrosis of dermal tissue was
seen [Figure 3]. A subsequent diagnosis of prurigo nodularis was made. To treat the lesions, she underwent
19 total biweekly UVB phototherapy sessions over the next three months, each lasting 70 seconds. An initial
dose of 3.5 J/cm2 was applied, and increased by 0.05-0.1 J each visit. The lesions were also treated with
adjuvant cryotherapy and intralesional corticosteroids at monthly intervals. Triamcinolone 10-80 mg/ml
was injected, with dose depending on lesion size and severity. Following three months of this regimen,
the appearance of her lesions greatly improved [Figure 2]. She endorsed similar improvement in associated
symptoms.

Discussion:
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A combination of UVB phototherapy, cryotherapy, and intralesional corticosteroids was used to treat refrac-
tory prurigo nodularis (PN). Despite known individual effectiveness for PN, clinical studies have not, to the
knowledge of the authors, evaluated the benefit of combination therapy with these agents. A prospective,
open label trial noted marked response of PN to 32 UVB courses [5]. Our patient responded to fewer sessions
of UVB therapy, possibly due to additional agents. The use of excimer UVB and psoralen UVA (PUVA)
for PN is supported by previous literature [6,7]. While our patient responded to UVB therapy alone, these
may be beneficial should relapse occur. Although excimer technology may improve healing and limit adverse
effects, it is not available in all centers.

Reports of cryotherapy for prurigo nodularis exist, although limited [8,9]. Cryotherapy durations from
5-30 seconds may be beneficial[8,9]. Hypopigmentation is expected after treatment and may offset the
hyperpigmentation of PN lesions [9]. Patients should be counselled on blister formation, which is common
following cryotherapy.

The immunosuppressive action of corticosteroids is well-known, although their systemic use often leads to
adverse effects, similar to our patient. High-dose topical corticosteroids and intralesional injection have a
highly effective locally at PN lesions, and sparing many of the adverse effects of systemic corticosteroids [10].

Conclusion:

Given the effectiveness of UVB phototherapy, cryotherapy, and intralesional corticosteroids as individual
agents, it is reasonable that combination therapy would also treat PN. We recommend that physicians
consider this triple-therapy regimen when prurigo nodularis lesions are refractory and other agents are not
readily available.
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