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ABSTRACT

Lichen planopilaris is a rare disorder that belongs to the primary scarring alopecia type.
The present study describes the case of a female patient bearing desquamative erythema-
tous plaques and follicular plugs bilaterally in the frontoparietal region, associated with
positive pull test. The biopsy’s result was consistent with lichen planopilaris and the patient
was treated with prednisone associated with clobetasol, with regrowth of the hair in the
affected area. The treatment of this pathology is a challenge due to the lack of data on
efficacy of therapies and constant recurrence. The picture is irreversible if not treated early.
This paper describes a classic case of a case of lichen planopilaris with good therapeutic
response, highlighting the importance of early diagnosis, due to the fact that most cicatri-
cial alopecias do not produce scarring in their initial stage and should for this reason be
managed as an emergency in trichology.
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RESUMO

O liquen plano pilar é desordem rara da ordem das alopecias cicatriciais primdrias. Descreve-se um
caso de paciente do sexo feminino, portadora de placas eritémato-descamativas e plugues foliculares
em regido frontoparietal bilateralmente, associados a teste de tragio positivo. Apds bidpsia compativel
com liguen plano pilar, a paciente foi tratada com prednisona associada a clobetasol, apresentando
repilagdo da area acometida. O tratamento dessa patologia é um desafio devido a escassez de dados
sobre eficacia das terapéuticas e constante recidiva. Trata-se de quadro irreversivel se ndo for tratado
precocemente. E descrito um caso cldssico de liquen plano pilar com boa resposta terapéutica, destacan-
do-se a importdncia do diagndstico precoce, ja que em fase inicial a maioria das alopecias cicatriciais é
ndo cicatricial, devendo, por esse motivo, ser manejada como emergéncia em tricologia.
Palavras-chave: alopecia; diagndstico precoce; liquen plano

INTRODUCTION

Described by Pringle in 1985, lichen planopilaris (LPP)
is a rare inflammatory disorder mediated by lymphocytes.' It
is classified as a primary lymphocytic cicatricial alopecia '** —
the same classification received by discoid erythematosus lupus
(DEL), central centrifugal cicatricial alopecia, pseudopelade of
Brocq (PBB) among others.! The destruction of the hair follicle
and replacement by fibrosis is a natural development in cicatri-
cial alopecias.'?

Lichen planopilaris has chronic course, unpredictable de-
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velopment and, probably, autoimmune pathogenesis, >*> with an

unknown inflammatory process against an autoantigen.! Drugs,
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infections, genetic factors and immunological abnormalities are
described as possible triggering factors.'

The authors of the present paper describe a case with
classic manifestations of LPP, highlighting the importance of ear-
ly diagnosis.

CASE REPORT

A 43-year-old female patient reported erythema and
desquamation on the scalp with onset three months before, and
intense pruritus associated with hair loss. She described previous
use of clobetasol without improvement, denying comorbidities
or use of any other medications. Dermatological examination
showed erythematous-desquamative plaques with follicular
plugs in the frontoparietal region bilaterally, (Figure 1) and posi-
tive pull test. Perifollicular and interfollicular erythema associat-
ed with tubular perifollicular scales were observed using trichos-
copy (Figure 2). There were no nail or mucosal alterations at
examination. The hypotheses of LPP and seborrheic dermatitis
were raised. The lesion’s biopsy yielded an anatomopathologi-
cal study compatible with LPP (Figure 3). General laboratory
tests were requested, resulting in serologies with absence of al-
terations. The patient started to use 40 mg/day oral prednisone,
associated with 0.05% topical clobetasol twice daily, in addition
to hydration. The patient progressed with great clinical improve-
ment 30 days after the beginning of the treatment (Figure 4).
The weaning off of the corticoid was then started up until it
could be suspended. The patient is being follow-up and expe-
rienced hair regrowth of the affected area, at present with four
months of remission, after the total suspension of systemic and
topical corticosteroids (Figure 5).

DISCUSSION

Lichen planopilaris (LPP) is considered a variant of li-
chen planus (LP) with follicular involvement1,2 and can be clas-
sified into 3 forms: classical, frontal fibrosing alopecia (FFA) and
Graham-Little-Piccardi-Lasseur syndrome (GLPLS)."* These
forms are differentiated by their distribution on the scalp and the

FIGURE 1: Erythematous-desquamative plaques with follicular plugs in
the scalp’s frontoparietal region bilaterally. The follicular plugs are more
evident inside the black circle
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patient’s age group, however they have overlapping characteris-
tics, such as perifollicular inflammation, follicular hyperkeratosis,
and cicatricial alopecia.?

In FFA, there is a characteristic involvement of the fron-
totemporal area of postmenopausal women with an association
of eyebrow lesion in a percentage that ranges from 50 to 83% of’
the cases."® In GLPLS, it is possible to observe the triad of cic-
atricial alopecia in the scalp preceding non-cicatricial alopecia
in the axillae and groins, accompanied by generalized lichenoid

follicular papules.'?

FIGURE 2: Trichos-
copy allowed to
observe perifollicu-
lar and interfollicular
erythemas asso-
ciated with tubular
perifollicular scales.
The scales are more
evident in the areas
in Figures A, B and C.
In D it is possible to
observe through the
trichoscopy of the
hair that fell when
performing the pull
test. It is also possi-
ble to observe the
tubular perifollicular
scaling.
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FIGURE 3: A - HE20x It is possible to observe a discrete epithelial hyper-
plasia, hyperkeratosis and lymph histiocytic infiltrate of perifollicular
lichenoid pattern compatible with lichen planopilaris. B - HE100x. Also, it
was possible to observe an inflammatory infiltrate centered on the hair
follicle. C- HE400x detail of the inflammatory infiltrate centered on the

hair follicle

FIGURE 4: After one month of therapy it was possible to observe improve-
ment, with the reduction of perifollicular and interfollicular erythema and
scaling of the scalp

The case reported is compatible with classical LPP, the
most common variant affecting women,' which frequent-
ly has its onset between the fifth and the seventh decades of
life.2,3 The involvement of the scalp is irregular and occurs in
the form of plaques, mainly in the apex1-**¢ and in the parietal
region, as observed in the studied patient. Nevertheless, any

region of the scalp can be affected.??
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FIGURE 5: Clinical progression with hair re-growth in the area and improve-
ment of erythema and desquamation four months after the corticosteroid
had been suspended

The first observed clinical signs are hyperkeratosis, follic-
ular plugs and perifollicular erythema, *>¢ associated with a pos-
itive pull test.3 Trichoscopy of early stages evidence perifollicular
and interfollicular erythema associated with tubular perifollicular
scales. Many patients are misdiagnosed with seborrheic dermatitis
at this stage,” entailing a delay in the treatment and worsening
of the prognosis. Atrophic scars replace the lesions later on, with
definitive loss of follicular orifices, which makes the first irrevers-
ible.!-=>5:¢

Complaints of pruritus and burning sensation are com-
mon,">>° as well as the association with the skin, nail and mucosal
LP lesions.!

It is estimated that at the time of diagnosis 17 to 28%
of patients have evidence of LP 3 in other places of the body,
meaning a complete physical examination is of paramount im-
portance."?

Differential diagnosis is performed with seborrheic der-
matitis, DEL and PBB.! Biopsy of the lesions is necessary to
differentiate them at the initial stage.>® Lichen planopilaris’ his-
topathology shows inflammation with epithelial hyperplasia, hy-
perkeratosis and degeneration of the basal layer.' The peripheral
lymphocytic infiltrate mainly affects the region that lays between
the infundibulum and the isthmus, coursing with the destruc-
tion of the bulge.>*>¢ If LPP is not expanding with perifollicular
inflammation and hyperkeratosis, it is impossible to differentiate
it from PBB,!* which some authors do not consider a different
entity, but the final stage of LPP.'?
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The treatment of LPP is a challenge because of the scar-
city of data on the efficacy of therapies and inconsistent response
to treatment, with constant recurrences.'*>”® However, it be-
comes irreversible if not treated early, entailing that early di-
agnosis and treatment are mandatory.1,3,8 Hair re-growth in
areas of existing alopecia is unlikely, meaning that the treatment’s
objectives are to improve the patient’s symptoms and halt the
progression of the disease.'>*

High potency topical corticosteroid ”® (level of evidence
B) and / or intralesional triamcinolone acetonide (level of evi-
dence D) are reported to be first-line therapies, with 66 to 70%
and 40 to 50% remission rates, respectively.® In the absence of
response within four months, the methods should be alternat-
ed.*® The second-line treatment is systemic therapy, which is
ideal for fast developing cases or those that are unresponsive to
topical medicaments.*® First and second-line treatments are usu-
ally associated, as was the option in the reported case, which was
characterized by the rapid progression and history of previous
use of topical corticosteroids without improvement.

Among second-line options are oral corticosteroids, with
82% remission within one year.® The recommended dose corre-
sponds to 1mg / kg / day or 30-40mg / day prednisone for up
to four months.'?* As for antimalarials, Chiang et al. described
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