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Sir,

Ultraviolet A has been used in recent years in the treatment

of localized and systemic scleroderma with good results (1).

In most studies, UVA-I (340± 400 nm) has been utilized (2± 6),

but there are some investigations showing that ordinary UVA

alone or with psoralen is also eŒective (7± 10). It has been

shown that UVA increases collagenase in ® broblast cultures

and in human skin, suggesting that this may be the basic

mechanism by which UVA is bene® cial in scleroderma (11,

12). Also, modulation of the immunosystem by UVA could

contribute to the useful eŒects (13).

Since UVA-1 devices are relatively expensive, and not avail-

able in all dermatologic departments, there is a need to use
Fig. 1. Skin thickness of patient 1 was repeatedly measured by ultra-other treatment modalities. Accordingly, a girl with extensive
sound before UVA treatment and for up to 26 months. The timelocalized scleroderma was recently successfully treated with
between arrows is the period when altogether 60 UVA treatments

UVA from a sunbed. This treatment has now been used for
were given by UVA sunbed. Note the interrupted scale on the y-axis

other scleroderma patients with good results, prompting us to
( 5 shin; 5 forearm; 5 abdomen).

report our experience from an open study.

lower arm, leg and back. Histology revealed markedly
CASE REPORTS

thickened dermis with numerous eccrine ducts surrounded by

thick collagen bundles.Patient 1, a 12-year-old girl, had had gradually expanding

generalized morphea for a year. At the ® rst visit to a dermato- When the diagnosis was established, UVA treatment with

ordinary solaria was started. The girl was treated using alogist, she had tightening and thickening of the skin on her

arms and legs and over most of her body. She had di� culty sunbed (Solana computer sunbed, with Philips Performance

lamps 100 W ). Lamp output was 18± 20 mW/cm2, and mostlyextending her arms owing to the skin changes, and she had

therefore refused to take part in gymnastics at school. A skin within 340± 400nm. The patient was treated three times a week

for a maximum of 20 min at a time. She was treated 60 times,biopsy was taken and skin thickness was measured and

recorded by Dermascan-A from abdominal skin, upper and and the total UVA dose was estimated to be about 1100 J/cm2.
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Table I. Clinical characterisation of the patients

Dermal thickness (mm)

No. of Time interval between

Subject Age Sex Diagnosis treatmentsa Target areab measurements (months) Before After

1 12 F Generalized morphea 60 Forearmc 28 1.9 1.1

2 26 F Linear morphea 30 Posterior aspect of lower leg 10 1.8 1.4

3 6 F Linear morphea 30 Medial aspect of lower leg 12 1.7 1.4

4 47 F CREST 30 Forearm 12 1.4 1.2

5 40 F Systemic sclerosisa 33 Forearm 14 2.0 1.7

6 50 M Generalized morphea 40 Forearm 5 2.2 2.2

CREST: Calcinosis, Raynayd, esophageal dysmotility, sclerodactyly, teleangiectasia.
aThe duration of UVA treatment was generally 10 min at onset, gradually rising to 20min, except in subject 3, in whom the maximum time was

10 min. The actual dose was only estimated in subject 1 (see text). The sunbed devices used were those generally used in Finland, giving

15± 20mW/cm2 in the UVA region.
bTarget area indicates the area in which skin thickness was recorded before and after treatment.
cFor details, see Fig. 1, where also data for shins and abdomen are presented.
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