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Anti-p200 pemphigoid is a rare, subepithelial 
immunobullous disease that may be 
underdiagnosed. It has been reported to 
occur in patients who also suffer from 
psoriasis.1 We discuss a case of a patient 
with both psoriasis and anti-p200 pemphigoid 
to emphasize the importance of considering 
anti-p200 pemphigoid as a diagnosis in 
patients with a history of psoriasis who 
present with a new onset bullous disease and 
to highlight various treatment modalities we 
found effective. 
 

 
 
A 39-year-old male presented to the 
dermatology clinic with a few months’ history 
of erythematous, scaling plaques over his 
face, torso, and upper and lower extremities. 
He had been seen in the emergency 
department previously for a similar rash, 
which was treated as psoriasis, but he had 
not followed with a dermatologist for this 
concern.  

Further chart review revealed he had 
previously seen a dermatologist for a 
generalized bullous disease three years 
prior. At that time, he presented with bullae 
over his torso and bilateral upper and lower 
extremities as seen in Figure 1. Workup with 
direct immunofluorescence revealed linear 
staining of IgG and C3 in the basement 
membrane zone as seen in Figure 2, as well 
as IgG reactivity in a dermal pattern on 
human split skin on indirect 
immunofluorescence. Pemphigus panel, 
anti-type VII collagen antibody, IgA 
pemphigus panel, and anti-nuclear antibody 
were all negative. Given these findings, a 
diagnosis of anti-p200 pemphigoid was 
favored. The patient was treated with 
methylprednisolone, doxycycline, and 
dapsone, but was lost to follow-up.  
 
Upon his presentation three years later, a 
physical exam revealed diffuse, 
erythematous plaques with fine scale over his 
face, torso, and extremities as seen in Figure 
3. There were no active bullae. A biopsy was 
performed and revealed findings consistent 
with psoriasis. The diagnosis of coexisting  

ABSTRACT 

Psoriasis and autoimmune bullous diseases have been shown to coexist in certain patients. 
Notably, anti-p200 pemphigoid has been associated with psoriasis. We present a case of a 
patient who presented with psoriasis and was also found to have anti-p200 pemphigoid. This 
case highlights the importance of recognizing this association, which may aid in diagnosis but 
also poses an interesting challenge in co-managing these two entities.  
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Figure 1. Numerous, scattered, eroded, erythematous plaques and bullae on the back and 
bilateral upper extremities. 
 

 
Figure 2. Direct immunofluorescence staining revealing linear IgG reactivity in the basement 
membrane zone. 
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Figure 3. Scattered, pink to erythematous, well-defined plaques with overlying scale on chest, 
abdomen, and extensor forearm. 
 
psoriasis and anti-p200 pemphigoid was 
made. He was treated with a course of 
methylprednisolone and mycophenolate 
mofetil to prevent a recurrent bullous 
outbreak and had marked clinical 
improvement. 
 

 
 
The coexistence of psoriasis and 
autoimmune bullous diseases (AIBDs) has 
been well-reported. The first documented 
case describing the coexistence of these two 
entities dates back to 1929.2 A large-scale 
study evaluating possible co-morbidities in 
51,800 patients with psoriasis found an 
increase in the prevalence of pemphigoid.3,4 
A case series evaluating 145 cases of 
patients with coexisting psoriasis and AIBDs 
found the majority of cases were complicated 
by bullous pemphigoid (63%), anti-p200 
pemphigoid (37%), or a combination (8%).3 
 
The first case of anti-p200 pemphigoid 
associated with psoriasis was reported by 

Chen et al. in 1996.5 A patient with a history 
of psoriasis presented with bullae over their 
psoriatic lesions as well as on uninvolved 
skin. Further workup with both direct and 
indirect immunofluorescence was not 
consistent with any autoimmune bullous 
disease previously identified. Through further 
analysis, Chen et al. were the first to detect a 
novel autoantibody against a 200-kDa dermal 
protein in the lower lamina lucida of the 
basement membrane zone.5,6 They 
described this entity, which later became 
known as anti-p200 pemphigoid, as distinct 
from other AIBDs and hypothesized an 
association with psoriasis.5 
 
The prevalence of anti-p200 pemphigoid is 
unknown. This is due, in part, to the fact that 
tests to detect the pathogenic antibody are 
often not commercially available.7. 
Unfortunately, in our patient’s case and many 
others, immunohistochemistry testing to 
confirm the diagnosis is unable to be 
performed. Therefore, it is hypothesized that 
many cases of anti-p200 pemphigoid are 
undiagnosed. Although its prevalence is not 
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well understood, there has been much data 
to support anti-p200 pemphigoids 
association with psoriasis. In fact, psoriasis 
has been noted in about 30% of published 
cases of anti-p200 pemphigoid.1 
 
The reasoning for this association is not well 
understood. It is hypothesized that the 
inflammation within psoriatic lesions 
themselves may trigger antigen exposure 
and auto-antibody formation. For instance, 
the neutrophilic infiltrate in psoriatic lesions 
releases matrix metalloproteases that 
degrade multiple targets, including laminins. 
Exposure of degraded laminin then triggers 
the production of autoantibodies that 
eventually lead to anti-p200 pemphigoid 
lesions.3 
 
Patients with anti-p200 pemphigoid present 
with bullae and urticarial plaques, typically on 
acral skin.6 Psoriasis typically precedes the 
diagnosis of anti-p200 pemphigoid in these 
patients by a mean time of 15.1 years.7 The 
mean age of onset in anti-p200 pemphigoid 
patients is 65.5 years, however, cases of 
bullous disorders displaying IgG reactivity to 
the p200 antigen have been reported in 
patients ranging from 5 to 94 years old.7,8 
Interestingly, our patient was diagnosed at 
the lower end of this age range.   
 
A standard treatment regimen for psoriasis 
and anti-p200 pemphigoid has not been 
identified. The most utilized monotherapy is 
systemic corticosteroids at a dose of about 
40-60mg of prednisolone daily.6 However, 
recurrence of disease has been noted to 
occur upon steroid tapering.6 In fact, a 
systematic review of patients with anti-p200 
pemphigoid found that 39.6% had at least 
one flare over the course of their disease and 
recommends systemic corticosteroids in 
conjugation with an adjuvant agent for long-
term disease control.9 Adjuvant therapies 
noted to be effective include dapsone, 

tetracyclines, cyclosporine, azathioprine, 
mycophenolate mofetil, intravenous 
immunoglobulins, methotrexate, colchicine, 
plasmapheresis, and rituximab.9 Our patient 
was initially treated with dapsone, however, 
this was stopped due to noted anemia. He 
was then treated with mycophenolate mofetil 
and methylprednisolone to prevent the 
recurrence of bullous outbreaks. At follow-up, 
he was significantly better and transitioned to 
methotrexate, a more typical treatment for 
psoriasis. He remains free of active bullous 
disease.  
 

 
 
Patients with a history of psoriasis and new 
onset bullous lesions may have anti-p200 
pemphigoid and, if so, a treatment regimen 
consisting of systemic corticosteroids plus an 
adjuvant therapy, notably Dapsone, is an 
effective form of therapy. 
 
Conflict of Interest Disclosures: None 
 
Funding: None 
 
Corresponding Author: 
Samantha Hunt, MD 
808 S Wood St. Rm 380, Chicago, IL 60612 
Email: srhunt2@uic.edu 

 
 
References: 
1. Goletz S, Hashimoto T, Zillikens D, Schmidt 

E. Anti-p200 pemphigoid. J Am Acad 
Dermatol. 2014 Jul;71(1):185-91. doi: 
10.1016/j.jaad.2014.02.036 

2. Ohata C, Ishii N, Koga H, Fukuda S, Tateishi 
C, Tsuruta D, Furumura M, Hashimoto T. 
Coexistence of autoimmune bullous diseases 
(AIBDs) and psoriasis: A series of 145 cases. 
J Am Acad Dermatol. 2015 Jul;73(1):50-5. 
doi: 10.1016/j.jaad.2015.03.016 

3. Dainichi T, Kabashima K. Interaction of 
Psoriasis and Bullous Diseases. Front Med 
(Lausanne). 2018 Aug 8;5:222. doi: 
10.3389/fmed.2018.00222 

4. Tsai TF, Wang TS, Hung ST, Tsai PI, 
Schenkel B, Zhang M, Tang CH. 

CONCLUSION 



SKIN 
 

May 2024     Volume 8 Issue 3 
 

(c) 2024 THE AUTHORS. Published in collaboration with Dermsquared. 1585 

Epidemiology and comorbidities of psoriasis 
patients in a national database in Taiwan. J 
Dermatol Sci. 2011 Jul;63(1):40-6. doi: 
10.1016/j.jdermsci.2011.03.002 

5. Chen KR, Shimizu S, Miyakawa S, Ishiko A, 
Shimizu H, Hashimoto T. Coexistence of 
psoriasis and an unusual IgG-mediated 
subepidermal bullous dermatosis: 
identification of a novel 200-kDa lower lamina 
lucida target antigen. Br J Dermatol. 1996 
Feb;134(2):340-6. 

6. Xie YH, Wang SH, Li SZ, Zuo YG. 
Coexistence of Anti-p200 Pemphigoid and 
Psoriasis: A Systematic Review. Front 
Immunol. 2022 Mar 4;13:839094. doi: 
10.3389/fimmu.2022.839094 

7. Kridin K, Ahmed AR. Anti-p200 Pemphigoid: 
A Systematic Review. Front Immunol. 2019 
Oct 22;10:2466. doi: 
10.3389/fimmu.2019.02466 

8. Patsatsi A, Meltzanidou P, Katafigiotis S, 
Sotiriadis D, Schmidt E, Lambropoulos A. 
Chronic bullous disease of childhood with 
IgG reactivity to p200 antigen. Int J Dermatol. 
2017 Jul;56(7):773-775. doi: 
10.1111/ijd.13616 

9. Laufer Britva R, Amber KT, Cohen AD, Kridin 
K. Treatment and clinical outcomes in anti-
p200 pemphigoid: a systematic review. J Eur 
Acad Dermatol Venereol. 2020 
Mar;34(3):465-472. doi: 10.1111/jdv.15961 

  


