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Drug-induced oral mucous membrane pemphigoid: a case
report
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Abstract -- Observation: An 82-year-old patient treated with the antihistamine ebastine (Kestin®) for
allergic rhinitis presented for gingival pain. The diagnosis of mucous membrane pemphigoid was
suspected after a positive pinch test. Blood examinations highlighted AC anti-PBGA2, and the gingival
biopsy showed an epithelioconjunctival delamination and the presence of anti-IgA antibody and C3
deposition along the basal of the membrane. Topical corticosteroid administration was initiated. The
symptoms improved but elevated IgA and C3 levels persisted. He underwent a complete remission on
cessation of ebastine treatment. Commentary: Mucous membrane pemphigoid is an autoimmune disease
whose origin remains unclear. The aim of the treatment is to decrease the symptoms, but full recovery of
the patients is exceptional. We report here a clinical case with symptom resolution because of the
ebastine withdrawal. Ebastine can thus be suspected as a cause if a patient presents with oral symptoms
of mucous membrane pemphigoid.

Observation
Here we introduce the case of an 82-year-old patient who
consulted us in July 2015 for a detached gingival epithelium
evolving over a year.
He was receiving various treatments, including the antihistamine ebasti ne (Kestin®) for a dust-mite allergy, which was
continuing over several years.
At the endobuccal clinical examination, this patient had 3-cm
long and 5-cm wide bubble lesions on the left mandibular
gingivobuccal-jugular furrow in the form of a linear ulceration
(Fig. 1). The pinch test was positive (Fig. 2). These lesions
were very painful (VAS: 8/10) and not itchy. The lesions were
initially unilateral and then became bilateral. The patient had
no other lesions. The ophthalmological examination did not
reveal any conjunctival lesions.
The patient had initially attempted treatment using antifungal
agents, healing ointments, and mouthwashes without any effect.
We diagnosed mucous membrane pemphigoid.
Further examinations were performed: a biopsy was performed
for histopathological examination and a direct immunoﬂuorescence (IFD) examination as well as enzyme-linked immunosorbent assay (ELISA) tests, for anti-desmoglein 1 and 3 and
anti BP180 and BP230.
The pathology result revealed a subepithelial lymphoplasmacytic inﬁltrate with an epithelial–connective tissue detachment and the presence of the autoimmune antibodies; antiIgG, IgA, and C3 along the basal membrane (Fig. 3).
The ELISA test was positive for anti-PBGA2 antibodies.

This conﬁrmed the diagnosis of mucous membrane pemphigoid.
Topical administration of clobetasol, applied in the morning
and evening for 3 months, was prescribed. This treatment
led to a regression of the symptoms, but was not a complete
cure.
The patient reported an improvement of the mucosal
pemphigoids only 3 weeks after he stopped taking ebastine.
During the reassessment at 3 months after presentation, the
patient had a total remission of these lesions.
During the 5-month follow-up afterward, the patient did not
have any relapses.
The patient was advised to be vigilant with taking medications.

Comments
Cicatricial pemphigoid (CP) or mucous membrane pemphigoid
is part of the autoimmune bullous dermatoses under the skin. It
occurs most frequently in the elderly (average age 60–70
years), with women slightly more likely to be affected than
men. In France, there are approximately 70 new cases reported
every year. However, this incidence is probably underestimated
because CP is not an easily identiﬁable condition.
CP is characterized by a selective involvement of the mucous
membranes, in particular, buccal membranes (80–90% cases).
It most often manifests as erosive gingivitis [1], and more
rarely of palatal, lingual, or gingival vesicles. Skin damage is
inconsistent. Ocular impairment occurs in 60% cases and
produces chronic conjunctivitis and synechia. This is the most
serious effect with blindness occurring in 5–20% cases.
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Fig. 1. Bullous lesion in the gingivobuccal-jugal furrow.
Fig. 3. Histological section: vesicles in the dermoepidermal junction
between the epithelium and the basal membrane.

aware of these drugs was made, which conﬁrmed what the
literature states regarding the side effects of an adverse drug
reaction similar to a CP. However, it is highly likely that this
drug in our patient was accountable for the condition. Indeed,
the CP completely disappeared 3 months after the patient
stopped taking ebastine. No recurrence has been observed in
the 6 months after cessation. Usually the clinical signs of CP are
diminished by the treatment but the symptoms never disappear
entirely. Moreover, the unusual clinical aspect of the lesions,
focal, located in the gingivobuccal-jugular furrow is a
particular form of CP. Only the reintroduction of the ebastine
would have conﬁrmed this diagnosis of a drug-related CP. This
table highlights the importance of always looking for possible
side effects of medications.
Fig. 2. A positive pinch test.

CP is characterized by a linear deposition of C3, IgG, and/or IgA
along the basal membrane [2].
The standard treatment is the application of local corticosteroids immediately and dapsone later [3]. In the event of
nonresponse to treatment, oral corticosteroids or immunosuppressive drugs may be prescribed [4].
The causes of this autoimmune disease are still poorly
understood, but some medications appear to involve ocular
and oral impairment: amlodipine [5], atenolol [6], and
furosemide [7]. Previously reported cases suggest the
involvement of various medications such as antihypertensive
medications (especially those containing a thiol group),
diuretics (especially furosemide), antibiotics derived from
penicillin, sulfasalazine, phenacetine in the etiology of CP.
Ebastine (Kestin®) is an antihistamine used to treat allergic
rhinitis and urticaria. A statement encouraging people to be
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