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Laparoscopic bilateral salpingo-oophorectomy as treatment for oestrogen dermatitis: a case report
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Abstract
We present a rare case of oestrogen dermatitis, which was successfully treated with laparoscopic bilateral oophorectomy. The mentality of medical and surgical treatment options is discussed.
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Introduction
Women can rarely become sensitised to steroid sex hormones. Sensitivity to progesterone is termed autoimmune progesterone dermatitis [APD] and has been well documented in the literature [1, 2]. In contrast, oestrogen dermatitis has been recognised more recently and there are only few case reports describing this condition.

Case study
A 47-year-old woman presented to our gynaecological services with a 9-month history of a recurrent maculo-papular eruption involving her face. The rash followed a cyclical pattern, flaring 3-days pre-menstrually and resolving spontaneously after the end of her period. She had three un-complicated pregnancies and no other gynaecological problems. The rest of her medical history was un-remarkable and was not on any medication.
At the dermatology clinic, skin prick and intra-dermal testing were undertaken, in order to investigate whether these eruptions were hormonally related. A positive reaction was observed after intra-dermal injection of 0.5 ml of Premarin® [10 mg/ml], while the test was negative for progesterone [0.5 ml of 10 mg/ml neat Gestone]. Controls with histamine and saline were appropriately positive and negative. Screening for auto-antibodies was negative for systemic lupus eruthematosus. The results from these investigations confirmed the diagnosis of autoimmune oestrogen dermatitis.
Initial treatment with monthly injections of goserelin 3.6 mg [Zoladex®] for a total period of 3 months resulted in complete resolution of her symptoms. After counselling the patient with regards to further management and available methods of treatment, she decided to have removal of both ovaries. An un-complicated three-port laparoscopic bilateral salpingo-oophorectomy was undertaken. No pelvic pathology was noted, both of her ovaries were normal and the patient was discharged the following day on Tibolone. In the 3-month follow-up appointment the dermatological symptoms had completely resolved.

Discussion
Oestrogen dermatitis was first reported by Shelley and colleagues in 1995, in a case series of seven patients [3]. Since then 24 more patients have been recognised with this condition [4–11]. It characteristically manifests as cyclical exacerbations of papulovesical lesions, utricaria, eczema or generalised pruritus. The symptoms tend to worsen pre-menstrually and have been described in response to both endogenous and exogenous oestrogens. The course of the condition is un-predictable and first symptoms may appear irrespective of the age of the woman. The management of oestrogen dermatitis appears rather challenging. Conservative treatment by means of discontinuation of exogenous oestrogen therapy is successful in most cases [3]. In cases of endogenous oestrogen sensitisation, the use of tamoxifen, a synthetic anti-oestrogen, has been shown to have the most promising results [4]. Tamoxifen most likely acts by competitive binding to the oestrogen receptor and thus, ameliorating the dermatological symptoms due to endogenous oestrogen. However, its use has been linked to endometrial hyperplasia, endometrial cancer and cervical polyps. There has been a single case report where the condition was successfully treated with the continuous progesterone contraception pill [10]. Moreover GnRH analogues have been used in the past with good response [11]. The side effects from their prolonged use and cost implications limit their long-term efficacy.
Surgical management of this rare condition has been reported sparingly in the literature. A single case has been described of a patient with suspected oestrogen dermatitis, who was treated with total abdominal hysterectomy and bilateral salpingo-oophorectomy [12]. To our best knowledge, our case is the first reported in the literature where laparoscopic surgical oophorectomy was performed.
The surgical decision should be made after thorough counselling regarding the uncertainties of long-term outcomes following a medical trial of GnHR analogues. The laparoscopic approach under experienced hands should be the first choice, due to the well-known benefits of shorter hospital stay, less post-operative pain and faster recovery.
The age of the patient is a significant parameter to be taken into account for therapeutic management. In young women fertility issues may need to delay or avoid any surgical treatment, hoping that a sort medical therapeutic trial may alleviate her symptoms. In both young and pre-menopausal women the need for hormone replacement therapy (HRT) after surgical treatment is a therapeutic dilemma. In our case, in order to avoid possible recurrence of the condition due to conventional low level oestrogen HRT, we proposed Tibolone as an alternative. An allergic reaction to Tibolone is a possibility, however to our best knowledge no such case has been reported regarding the treatment of oestrogen dermatitis.
Oestrogen dermatitis is a rare entity and long-term outcomes of both medical and surgical treatments are not available. In our case long-term follow-up with yearly gynaecological consultation will be offered.
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