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Cutaneous Lupus Erythematosus  
Mimicking Acne Vulgaris
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Case Presentation

A 19-year-old female presented with cicatricial acneiform le-

sions bilaterally on cheeks and subcutaneous nodular lesions 

on the bilaterally proximal aspect of the upper and lower 

extremities (Figure 1, A-E). She was previously diagnosed 

with acne vulgaris and treated with topical 2% erythromy-

cin and isotretinoin 0.05 % gel for one year. Dermoscopic 

examination of the facial lesions revealed multiple linear and 

branching vessels over translucent yellowish-orange globular 

structures on scar-like areas (Figure 1, A and B). An inci-

sional biopsy was performed from the atrophic plaque on the 

right arm. The histologic specimen shown lobular panniculi-

tis accompanied by core crumbs, focal fibrin thrombi, focal 

hyaline necrosis, and lipomembranous changes (Figure 1G). 

An additional punch biopsy from the facial lesion reported 

a granuloma formation, perivascular and perifollicular in-

flammation accompanied by calcification (Figure 1H). Lab-

oratory tests revealed positivity for double stranded DNA 

and antinuclear antibodies (ANA) homogeneously positive 

with a titer of 1:320. Anti-SS-A, anti-SS-B and anti-CCP 

were negative. Serum complement C3 and C4 levels were 

within normal limits. Based on the clinical, histopathologi-

cal and laboratory findings, a diagnosis of cutaneous lupus 

erythematosus was made. The patient was referred to the 

Rheumatology department and treated with a daily regimen 

of azathioprine 100 mg, hydroxychloroquine 400 mg, pred-

nisolone 5 mg and indomethacin 25 mg. Topical tacrolimus 

0.03% ointment and tretinoin 0.025 % cream were also 

administered for the treatment of the cutaneous lesions on 

her face.

Teaching Point

Lupus erythematosus is one of the major imitators in der-

matology and may present with various cutaneous manifes-

tations such as symmetrical confluent erythema and edema 

overlying the malar cheeks, erythema and edema of the hands, 

symmetric erythematous eruption of non-indurated mac-

ules and papules, scaly annular lesions or papulo-squamous 

plaques, exfoliative erythroderma, discoid scaly purplish mac-

ule or papules, hyperkeratotic/verrucous, bullous, urticarial or 
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mucosal lesions [1]. To date, acneiform presentation and gran-

ulomatous formation as seen in our patient have been rarely 

reported both in cutaneous and systemic lupus erythema-

tous [2-7] Hence, lupus erythematous should be definitely in-

cluded in the differential diagnosis of refractory acne lesions, 

and in these cases dermoscopy should be considered manda-

tory for the diagnosis of difficult-to-treat acneiform eruptions.
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Figure 1. (A,B) Multiple bizarre cicatricial acneiform lesions on cheeks with multiple linear and branching vessels over translucent 

yellowish-orange globular structure on scar-like areas, dermoscopically. (C) Multiple subcutaneous atrophic nodular lesions on the right 

arm. (D) Subcutaneous atrophic nodular lesion on the left arm. (E) Multiple subcutaneous nodular lesions on the lower proximal extremity. 

(F) Septal thickening and lobular inflammation rich in histiocytes (H&E, x200). (G,H) Periadnexial inflammation with focal granulomatous 

reaction (H&E, x40, x200).


