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1   |   CASE

A 50-year-old man with hepatitis C presented to the clinic 
complaining of a progressive, mildly pruritic eruption 
on his ears, face, and bilateral upper extremities over the 
past few years (Figure 1A). He believes these lesions are 
associated with his occupation as a janitor and repeated 
exposures to various chemical solutions. Examination 
revealed scaly erythematous to violaceous thin plaques, 
some with hyperpigmented rims most prominently on 
the extensor arms, nasal ala, bilateral concha bowls, and 
palms (Figure 1B). A 5-mm punch biopsy demonstrated 
epidermal and follicular interface dermatitis along with 
basement zone thickening and mucin deposition. Anti-
nuclear antibodies were positive (1:320), and direct immu-
nofluorescence revealed thick granular deposition of IgM 
and C3 along the epidermal basement membrane. A for-
mal diagnosis of discoid lupus erythematosus was made. 
Our patient was advised on regular, high SPF sunscreen 
use and given high-potency topical steroids but was lost 
to follow-up before the initiation of systemic treatment or 
further workup for systemic disease.

2   |   DISCUSSION

Discoid lupus erythematosus (DLE) is an autoimmune dis-
ease typically characterized by lesions on photo-exposed 
skin. It represents a subset of conditions on the cutaneous 
lupus spectrum, and up to 15% of patients will meet crite-
ria for systemic lupus erythematosus.1 DLE can occur in 
all age groups, often between the second and fourth dec-
ades of life, and more frequently in women and African 
Americans.1  The incidence in Europe and the United 
States is estimated to be 4 per 100,000 people.2

The pathogenesis of this connective-tissue disease is 
multifactorial and has not been fully elucidated. In genet-
ically susceptible individuals, exposure to ultraviolet (UV) 
radiation, medications, or cigarette smoke can cause a loss 
of immune tolerance, DNA damage, and dysregulated 
apoptosis.1 This triggers an inflammatory cascade of cyto-
kine activation, notably the type I and type II interferons, 
leading to the formation and deposition of autoantibodies 
and immune complexes.3,4

The disk-shaped plaques are well-demarcated with 
inflammatory hyperpigmentation and adherent scale 
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Abstract
Discoid lupus erythematosus is an autoimmune connective-tissue disease that 
represents a subset of conditions on the cutaneous lupus spectrum. The lesions 
are characterized by disk-shaped plaques on photo-exposed skin with inflamma-
tory hyperpigmentation and adherent scale. Here, we present a patient with a 
rare manifestation of discoid lesions on the palms.
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that can extend into dilated hair follicles (follicular 
plugging).5 Removal of the scale can reveal keratotic 
spikes (“carpet tack sign”).1 Lesions are most often 
located on the face, ears, and scalp. Extensive disease 
beyond the head and neck is predicative of systemic dis-
ease.1 In our case, discoid lesions on the bilateral pal-
mar surfaces represent a distinct rarity that occurs in 
less than 2% of patients.3,6,7 The absence of hair follicles 
on the volar skin does not preclude the development of 
classic features of DLE.7 Other reports have suggested 
that lesions of the palms and soles may be refractory 
to conventional forms of treatment.8,9 Future research 
could elucidate whether there are differences in treat-
ment response between lesions of the palms and those 
of the sun-exposed sites.

Without treatment, scarring, atrophy, and hypopig-
mentation can cause permanent disfigurement.5 Scarring 
alopecia and squamous cell carcinoma can develop in 
longstanding discoid.1 Providers are encouraged to per-
form a thorough review of systems to evaluate for sys-
temic lupus erythematous and assess skin lesions with 
the Cutaneous Lupus Erythematosus Disease Area and 
Severity Index (CLASI), a tool developed to score the 
disease activity (the presence of erythema, scale, and 
hypertrophy) and damage (dyspigmentation, scarring, 
and atrophy).5,10 Despite being primarily a clinical diag-
nosis, biopsy can be helpful in unclear cases. Pathology 
will reveal vacuolar degeneration of the basal cell layer, 
mononuclear cell infiltrate, necrotic keratinocytes, and 
thickening of the basement membrane with destruction 
of the sebaceous glands and elastic fibers throughout 
the reticular dermis.1 Direct immunofluorescence will 
show a continuous band of immunoreactants deposited 

along the dermal-epidermal junction, commonly known 
as the “lupus band test.”11  Tissue cultures are usually 
unrevealing.

Treatment of DLE centers on high-potency topical 
steroids, topical calcineurin inhibitors, and systemic an-
timalarial therapy (ie, hydroxychloroquine) with the goal 
of minimizing scarring.5  Methotrexate, mycophenolate 
mofetil, and acitretin are options for refractory disease, al-
though newer systemic immunosuppressive medications 
are being introduced.5 Patient education on photoprotec-
tion, including the liberal use of zinc oxide chemical sun-
screens, is a fundamental aspect in treatment, especially 
in patients with skin of color who may not be accustomed 
to wearing sunscreen. Smoking cessation is another cor-
nerstone in minimizing disease activity and improving 
efficacy of antimalarial therapeutics. Vitamin D supple-
mentation is also recommended.12  Patients may benefit 
from a referral to a rheumatologist for interdisciplinary 
management and further workup for systemic disease.

Differential diagnoses of DLE include lupus pernio 
and neurotic excoriations. Lupus pernio is a cutaneous 
manifestation of sarcoidosis, having a similar clinical 
distribution as DLE, but characterized histologically by 
the presence of noncaseating granulomas. These patients 
should undergo a chest X-ray to evaluate for any pulmo-
nary manifestations. Patients with neurotic excoriation 
may require a referral to psychiatry for behavioral modi-
fication therapy and initiation of a serotonin-specific re-
uptake inhibitor.

The patient in this case presented with discoid lupus 
erythematosus with lesions on the bilateral palms, a dis-
tinct and rare phenomenon, which may be refractory to 
conventional treatment options. Large, controlled clinical 

F I G U R E  1   Scaly erythematous 
to violaceous thin plaques, some with 
hyperpigmented rims most prominently 
on the extensor arms (A) and palmar 
surface of hands (B)
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trials should investigate treatment differences between 
lesion locations and establish the efficacy among various 
therapies for these patients.
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