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A woman presented with a one-year history of 
mildly pruritic, annular lesions on her neck, ears, 
and chest. She had no history of drug or medi-
cation use prior to the onset of the plaques. The 
patient reported hair loss on the scalp. Results of 
routine blood tests and urine examination were 
unremarkable.

On examination, there were multiple scaly 
plaques of varying size on the anterior aspect of 
her neck and chest. The larger plaques had central 
atrophic scarring and hyperpigmentation, with a 
prominent peripheral rim of erythema (Figure  1). 
There were horseshoe and figure eight morpholo-
gies where plaques had coalesced. The rest of the 
skin, mucosae, and nails were normal. A punch 
biopsy was obtained from the skin lesions and 
submitted for histopathologic examination.

Question

Based on the patient’s history and physical 
examination findings, which one of the follow-
ing is the most likely diagnosis?

	 A. Annular atrophic lichen planus.

	 B. Annular psoriasis.

	 C. Discoid lupus erythematosus.

	 D. Fixed drug eruption.

See the following page for discussion.
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Discussion
The answer is C:​ discoid lupus erythematosus. 
Histopathologic examination from the punch 
skin biopsy revealed epidermal hyperkeratosis, 
parakeratosis and atrophy, follicular plugging, 
few apoptotic keratinocytes, and basal cell vac-
uolization. Dense lymphomononuclear infiltrate 
was present at the junction of epidermis and 
dermis (interface dermatitis) and in the perifol-
licular and perivascular distribution, suggesting 
discoid lupus erythematosus. Findings on direct 
immunofluorescence were positive for speckled 
antinuclear antibody. A 24-hour urine protein 
test was normal. The patient was treated with 
daily hydroxychloroquine (Plaquenil).  

Discoid lupus erythematosus is the most com-
mon subtype of cutaneous lupus, with lesions 
mostly localized above the neck. However, 20% to 
40% of patients with discoid lupus erythematosus 
present with a generalized form, in which lesions 
develop both above and below the neck (similar 
to this patient).1 The lesions start as erythematous 
papules with a scaly surface and expand periph-
erally to form large discoid plaques that heal with 
central atrophic scarring and pigment changes.2 
Scales are adherent and when deliberately 
removed, demonstrate carpet-tack sign (i.e., spiky 
hyperkeratosis on the undersurface of the scale).2

Annular atrophic lichen planus is a rare variant 
of lichen planus that presents as intensely pruritic, 
small, annular plaques with raised, thin, nonscaly, 
delicate, violaceous borders and central atrophy. 
It commonly occurs on the genitals but may be 
found on the trunk and extremities.3 Oral and 
nail lesions may be associated with the condition. 

Annular psoriasis presents as erythematous, 
scaly plaques that undergo central clearing (espe-
cially observed after treatment with retinoids). 
The lesions do not have the central atrophy and 
severe, persistent scarring seen with discoid 
lupus.4 Nail changes and arthritis may be associ-
ated with the condition. 

Fixed drug eruption presents as well-defined, 
erythematous to violaceous, edematous, non-
scaly plaques in the acute stage. The plaques 
resolve, leaving typical coin-shaped, smooth, 
hyperpigmented patches. The lesions can involve 
the oral mucosa, genitalia, hands, feet, and trunk. 
They usually develop shortly after medication use 
and recur every time the causative medication is 
administered.5
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SUMMARY TABLE

Diagnosis Characteristics

Annular atrophic 
lichen planus

Pruritic, small, annular plaques with raised, thin, nonscaly, delicate, violaceous borders 
and central atrophy;​ seen on the penis, trunk, and extremities;​ oral and nail lesions may be 
associated

Annular psoriasis Erythematous, scaly plaques that undergo central clearing;​ lesions do not have central atrophy 
and scarring;​ nail changes and arthritis may be associated

Discoid lupus 
erythematosus 

Lesions start as erythematous papules with a scaly surface and expand peripherally to form 
large discoid plaques that heal with central atrophic scarring and pigment changes;​ scales are 
adherent

 Fixed drug eruption Well-defined, erythematous to violaceous, edematous, nonscaly plaques in acute stage;​ lesions 
resolve leaving coin-shaped, smooth, hyperpigmented patches;​ lesions usually develop shortly 
after medication use


