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ABSTRACT
The relevance, pathogenesis, classification, and clinical characteristics of a rare disease-subacute cutaneous lupus
erythematosus-are presented.
A clinical case in a 60-year-old woman without signs of organ pathology is also described.
A dermatoscopic examination was performed. In the affected areas on the facial skin, twisted, short linear,
occasionally branching, unfocused vessels, predominantly bright red in color, forming incomplete polygonal
structures, were identified. In the affected areas on the skin of the extremities, irregularly arranged dotted-granular
and twisted short linear vessels of dull red color were visualized, along with structureless zones of varying degrees
of discoloration, exhibiting whitish-orange shades.
Pathomorphologically, the process is characterized by mild focal hyperkeratosis, vacuolar degeneration of the basal
layer of the epidermis, a mildly expressed perivascular lymphohistiocytic inflammatory infiltrate, as well as &
moderately expressed periadnexal (perieccrine) lymphohistiocytic inflammatory infiltrate.
Based on the medical history, clinical presentation, and the results of dermoscopic and histological examinations,
the diagnosis of psoriasiform subacute cutaneous lupus erythematosus was established.

Keywords: Psoriasiform Subacute Cutaneous Lupus Erythematosus dermoscopyc features, pathomorphological
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patients develop SLE within 3-5 years.**
The diagnosis of CLE relies on a comprehensive

Cutaneous lupus erythematosus (CLE) is a chronic
autoimmune inflammatory disease affecting the
connective tissue of the skin. It is characterized by a
relapsing course, immune dysregulation, and a
heterogeneous clinical presentations.

CLE can manifest as an isolated skin condition or as
part of systemic lupus erythematosus (SLE). The
annual incidence of CLE and SLE in the United
States and European countries is approximately 4 and
3 cases per 100,000 people, respectively. Notably,
without therapeutic intervention, 5-18% of CLE

evaluation of patient history, clinical manifestations,
biochemical and immunoserological findings.
Dermatoscopic and histopathological examinations
also play a crucial role in differential diagnosis.*®
PATHOGENESIS

CLE is a multifactorial disease in which genetic,
environmental and immunological factors play a
significant role in pathogenesis.

The key genetic mechanisms contributing to the
disease include:
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— initiation and enhancement of antibody
formation, associated with HLA gene
variants (HLA-DR3, HLA-DR2, HLA-
DRw52, HLA-DRw6, HLA-DQ1, HLA-
DQ?2, etc.);

— increased interferon-a (IFN-o) activity,
which has a proinflammatory effect due
to genetic variations in the IRF5 and
STATA4 genes;

— accumulation  of  cellular  debris,
triggering an autoimmune response due
to mutations in genes responsible for
apoptotic cell clearance (Clq, TREXL,
DNASEL);

- polymorphisms in the PTPN22 (T-cell
signal  regulator) and  TNFAIP3
(inflammatory inhibitor) genes,
contributing to immune dysregulation. &’

The key environmental triggers include

ultraviolet UV-radiation (UVR), smoking,

and certain medications.® > 4
UV exposure can initiate and exacerbate skin lesions
by:

— inducing Kkeratinocyte apoptosis and

increasing the expression of nuclear
RO/SSA and La/SSB autoantigens;

— triggering IFN-a hyperproduction.'* ¢
Smoking negatively impacts SCLE through several
mechanisms:

— oxidative stress, which damages cell

membranes, promotes RO0/SSA and
La/SSB  autoantigen  release, and
amplifies autoimmune inflammatory
responses;

— immune dysregulation, activating TNF-
a, IL-6, IFN-y, and other
proinflammatory cytokines;

— increased photosensitivity. *®

Several medications have been linked to drug-
induced SCLE, including:

— terbinafine;

—  TNF-a inhibitors;

— anticonvulsants;

— calcium channel blockers;

—  B-blockers; among others.™ % *°

CLINICS
CLE is classified into three clinical and histological
subtypes:
— acute cutaneous lupus erythematosus
(ACLE);
— subacute cutaneous lupus erythematosus
(SCLE);

— chronic cutaneous lupus erythematosus

(CCLE).**8
The following forms of ACLE are
recognized:

— localized: presents with the characteristic
"putterfly rash" over the nose and
cheeks;

— widespread: manifests as maculopapular
rashes;

— vesicular: characterized by the formation
of subepidermal blisters .2

SCLE typically presents as lesions on
sun exposed skin areas, predominantly on the
upper third of the trunk and upper limbs. *:

— annular or polycyclic form: non-scarring
annular or polycyclic rashes;

— papulosquamous form: erythematous-
squamous or psoriasiform plaques with
tightly adherent scales and mild
hyperkeratosis;

— target lesions (Rowell's syndrome):

resembling erythema multiforme,
necrotizing  vasculitis, and  other
conditions.

CCLE manifests in various clinical
forms:

— chronic  discoid form: cicatricial
localized or disseminated lesions;

— hypertrophic or warty form:
characterized by extensive
hyperkeratosis;

— deep form (lupus panniculitis): presents
with subcutaneous nodules;

— acral form: resembles frostbite, affecting
distal skin areas;

— mucocutaneous form: includes ulcers and
plaques in the oral cavity. #°
Non-specific clinical signs of cutaneous lupus
erythematosus include vascular manifestations
(vasculopathy, leukocytoclastic vasculitis, urticaria,
Raynaud's phenomenon, thrombophlebitis, fingertip
necrosis) and follicular abnormalities (alopecia

areata, telogen effluvium).® ® *°

HISTOPATHOLOGY
The histopathological pattern of CLE (ACLE, SCLE,
CCLE) is primarily characterized by interface
dermatitis — manifested mainly by a lymphocytic
inflammatory  infiltrate  (cytotoxic =~ CXCR3+
lymphocytes) localized predominantly in the
perivascular and periadnexal areas. Notably,
apoptotic or necroptotic keratinocytes are present.
This pattern also includes the expression of
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interferon-regulated cytokines and chemokines,
epidermal and follicular hyperkeratosis, the presence

of mucin in the dermis, and other associated features.
2,3,12, 17

Patient M., a 60-year-old female of Yerevan,
Armenia, sought consultation in November 2024 at
the National Center for Burns and Dermatology of
the Ministry of Health of the Republic of Armenia.
She presented with complaints of rashes on the skin
of her face, upper, and lower extremities.

The patient reports having had the condition for 20
years. Previously, she underwent multiple treatments
for presumed diagnoses, including psoriasis and
Devergie's disease, among others. She has
periodically received Diprospan injections, with
varying degrees of effectiveness. There is no known
family history of skin diseases. No concomitant
conditions have been identified.

The patient is primarily concerned about the rash on
her face and extremities, accompanied by mild
itching.

Objective findings: slightly infiltrated erythematous-
squamous lesions are observed on the cheeks,
periorbital region, eyebrows, and nasal root. Similar
morphological elements are present on the upper and
lower extremities, with additional follicular lesions
(Figures 1-3)

Figure 1. Clinical images of skin lesions on
the face

. !
Figure 2.Clinical images of skin lesions on the
face and extremities

Figure 3.Clinical images of skin lesions
on the face and extremities

Laboratory findings:

— general clinical and biochemical blood
tests, as well as general urine analysis,
show no abnormalities;

— blood cortisol level (9 am.): 135.7
nmol/l;

— antibodies to phospholipids (IgM/IgG):
negative;

— antibodies to cardiolipin (IgG, IgM,
IgA): negative;

— antinuclear IgG antibodies: Positive.

DERMOSCOPIC FINDINGS

These dermoscopic findings describe different
structural characteristics of skin lesions on the face
and extremities.

Facial Lesions:

— background: erythematous;

— vascular pattern: varying diameters,
predominantly bright red, forming
incomplete polygonal structures tortuous,
short-linear, and branching vessels;
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— additional features: small, irregularly
placed white superficial scales, whitish-
yellowish structureless areas.

Extremity Lesions:

— background: yellowish-pinkish;

— vascular pattern: irregularly placed dull
red in color punctate-granular and short-
linear tortuous vessels;

— additional  features:  whitish-orange

discolored structureless zones, indistinct
scaly structures, focal
hyperpigmentation(figure,4,5).

Figure 4.

Figure 5. Dermatoscopic images of facial skin
lesions: bright red polymorphic vessels, small
irregularly distributed white scaly structures, and

whitish-yellow structureless zones are visualized
against an erythematous background.

Figure 6

Figure 6,7.Dermatoscopic images of skin lesions on
the extremities: irregularly distributed punctate-
granular and tortuous short-linear vessels of a dull
red color, along with whitish-orange structureless
zones, are visualized against a yellowish-pink
background.

PATHOMORPHOLOGICAL RESULTS

The main morphological changes are represented by:
mild focal hyperkeratosis and vacuolar degeneration
of the basal layer of the epidermis (Figure 8 and 9);
perivascular lymphohistiocytic inflammatory
infiltrate  (Figure 10);periadnexal  (perieccrine)
lymphohistiocytic inflammatory infiltrate(Figure 11).
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Conclusion: based on the above data, the diagnosis ; R
was: psoriasiform  (papular-squamous) subacute At g R TS

cutaneous lupus erythematosus.

Figure 11.

Figure 8-11. Histological images of skin biopsy
specimens from lesions (hematoxylin and eosin
staining, x40, x100): Fig. 8-9 show focal
hyperkeratosis and vacuolar degeneration of the basal
layer of the epidermis; Fig. 10 shows a perivascular
lymphohistiocytic inflammatory infiltrate; Fig. 11
shows a periadnexal (perieccrine) lymphohistiocytic
inflammatory infiltrate

CONCLUSIONS

The presented clinical case demonstrates the
importance of dermatological and histological
examinations in the diagnosis of subacute
psoriasiform cutaneous lupus erythematosus.
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