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Atrophic Erythematous Facial Plaques

What's the diagnosis?

A 26-year-old woman presented with a 2-year his-
tory of facial lesions that had gradually increased
in size and number. Initially they were tender and
pruritic but eventually became asymptomatic. She
denied aggravation with sun exposure and did not
use regular sun protection. Multiple pulsed dye
laser.treatments.to. the lesions had not resulted
in appreciable improvement. Review of systems
revealed occasional blurred vision and joint pain
in her wrist and fingers of her right hand.

Physical examination revealed a healthy-
appearing woman. On the forehead and bilateral
cheeks there were multiple atrophic, erythematous, sunken plaques with discrete borders. Each plaque
measured more than 5 mm. Similar plaques were scattered across the frontal scalp, trunk, and upper
extremities, though fewer in number and/ess atrophic with mild hyperpigmentation. There was diffuse
hair thinning of the scalp. Laboratory test results included a normal complete metabolic panel; anti-
nuclear antibody profile, and complete blood cell count.

Histopathology revealed a superficial and mid perivascular and perifollicular inflammatory infiltrate
composed of lymphocytes, histiocytes, and melanophages. Vacuolar changes in the dermoepidermal
junction were present. There were few dyskeratotic keratinocytes and mucin deposition present in the
dermis. Direct immunofluorescence was not performed.
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The Diagnosis: Atrophic Lupus Erythematosus

utaneous lupus erythematosus is divided into

acute, subacute, and chronic cutaneous lupus

erythematosus (CCLE). There are more than
20 subtypes of CCLE mentioned in the literature
including atrophic lupus erythematosus (ALE).! The
most typical presentation is CCLE with discoid
lesions. Most commonly, discoid CCLE is an entirely
cutaneous process without systemic involvement.
Discoid lesions appear as scaly red macules or papules
primarily on the face and scalp.? They may evolve into
hyperkeratotic plaques with irregular hyperpigmented
borders and develop a central hypopigmented depres-
sion with atrophy and scarring.?* Discoid CCLE has a
female predominance and commonly occurs between
20 and 30 years of age. Triggers of discoid lesions
include UV exposure, trauma, and-infections?

Our case of multiple atrophic plaques of the face,
scalp, trunk, and upper extremities demonstrated
a diagnostic challenge. Our patient presented with
atrophic facial plaques, which are mot typical of dis-
coid lesions of CCLE. Our patient’s findings appeared
clinically similar to acne scarring or atrophoderma.
Histology showed common features of CCLE, includ-
ing basal liquefactive degeneration, thickening of the
basement membrane zone, increased melanifi, and\a
lymphocytic inflammatory infiltrate (Figure).%® There
was no evidence of hyperkeratosis, which often isseen
in discoid lesions of CCLE.

Clinicopathologically, our case was consistent
with ALE. A review of the literature revealed similar
cases documented by Christianson and Mitchell* in
1969; they described annular atrophic plaques of the
skin of unknown diagnostic classification. Chorzelski
et al’ reiterated the difficulty of defining diagnosti-
cally similar atrophic plaques of the face showing
histopathologic features consistent with lupus and
suggested these cases may represent an uncharac-
teristic presentation of discoid lupus erythematosus.
Our patient demonstrated this rare subtype of dis-
coid lupus erythematosus, known as ALE. There are
few reports in the literature of ALE; thus we have
managed our patient similar to other CCLE patients.
Management of CCLE patients includes strict sun
protection. Treatment options include corticoste-
roids, calcineurin inhibitors, antimalarial agents,
and thalidomide.? Our patient started using tacro-
limus ointment 0.1% daily and hydroxychloroquine
200 mg twice daily. She also was practicing strict
photoprotection. The patient was lost to follow-
up. Topical steroids are not an option in ALE. It is

WWW.CUTIS.COM

Vaculoar changes at the dermoepidermal junction with
a perivascular and perifollicular inflammatory<infiltrate

of lymphocytes, histiocytes, and melanophages (H&E,
original magnification Xx40).

important for dermatologists to recognize this rare
variant of CCLE to prevent disfigurement.

REFERENCES

1. Pramatarov KD. Chronic cutaneous lupus erythematosus—
clinical spectrum. Clin Dermatol. 2004;22:113-120.

2. Rothfield N, Sontheimer RD, Bernstein M. Lupus ery-
thematosus: systemic and cutaneous manifestations. Clin
Dermatol. 2006;24:348-362.

3. Al-Refu K, Goodfield M. Scar classification in cutaneous
lupus erythematosus: morphological description [pub-
lished online ahead of print July 14, 2009]. Br ] Dermatol.
2009;161:1052-1058.

4. Christianson HB, Mitchell WT. Annular atrophic plaques
of the face. a clinical and histologic study. Arch Dermatol.
1969;100:703-716.

5. Chorzelski TP, Jablonska S, Blaszyczyk M, et al. Annular
atrophic plaques of the face. a variety of atrophic discoid
lupus erythematosus? Arch Dermatol. 1976;112:1143-1145.

VOLUME 93, JANUARY 2014 E5

Copyright Cutis 2014. No part of this publication may be reproduced, stored, or transmitted without the prior written permission of the Publisher.





