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Abstract

Background: The convergence of Cutaneous Lupus Erythematosus 
(CLE) and Lichen Planus (LP) into an overlapping syndrome represents 
a rare medical phenomenon, characterized by distinct pathological 
mechanisms. This syndrome exhibits unique clinical and histopatho-
logical features that mirror those of both lupus erythematosus and 
lichen planus. The impact of these lesions is widespread, affecting 
regions ranging from the face and scalp to the arms, legs, and trunk. 
Clinically, the cutaneous manifestations manifest as multiple pruritic 
to painful erythematous-violaceous thickened plaques, slightly scaly in 
nature, with a central area of atrophy. In addition, ulcerated plaques 
and a reticulated form have been observed in the buccal mucosa. 

Case presentation: A 63-year-old Indonesian man who had previ-
ously been diagnosed with hypertrophic lichen planus a year earlier. In 
this instance, he experienced a worsening of symptoms, characterized 
by exacerbated pruritic erythematous-violaceous thickened plaques 
displaying central atrophy. To ascertain the diagnosis, the patient un-
derwent both dermoscopy examinations and skin biopsies across six 
distinct areas. The results from these assessments consistently indi-
cated the presence of the LE/LP overlap syndrome. For treatment, the 
patient underwent a six-week oral steroid taper regimen, along with 
antihistamines and topical steroids followed by emollient therapy. 
Subsequent to three months of this treatment protocol, noticeable im-
provement was observed.

Conclusion: Correlation between clinical symptoms, dermoscopy 
examination and histopathological examination is needed to make a 
diagnosis of cutaneous lupus erythematosus-lichen planus overlap 
syndrome. Complete documentation of this certain entities is still 
needed to further explore this disorder.
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Introduction/background

Lupus erythematosus/lichen planus overlap syndrome is 
a rare disorder combining the clinical, histological and immu-
nopathological features of both Lupus Erythematosus (LE) and 
Lichen Planus (LP). It is consider an elusive entities. Cutaneous 
lesions mostly affect the distal arms, legs, face and trunk. Pal-
moplantar involvement is felt to be characteristic of this condi-
tion. Plaques are often painful, centrally atrophic, bluish-red to 
hypopigmented in color, large, and scaly. The etiology is largely 
unknown, but its possibilities include an autoimmune, viral, 
and/or genetic cause. Drugs that may induce LE/LP overlap syn-
drome are isoniazid, procainamide, and acebutolol [2,3]. The 
exact incident for this disease remains unknown.

Approximately 50 cases of LE/LP overlap syndrome have 
been reported so far. Of those cases, mainly two different types 
of lesions have been described: (i) painful, bluish red, scaly 
centrally atrophic plaques, occurring primarily on the extremi-
ties, and (ii) verrucous, papulonodular lesions on the hands and 
arms. However, cutaneous lesions located on different sites, in-
cluding the face, trunk, mucosa and nails have been reported 
[2]. Complete documentation of this certain entities is needed 
to further explore this disorder.

Case presentation 

A 63-year-old man with complaints of purplish-red itching on 
the patient’s face, lips, scalp, chest, back, and both arms and 
hands which has been getting wider since 2 months ago. One 
year earlier the patient has a history of being diagnosed with 
hypertrophic lichen planus in both arms and at the back of his 
hand since 1 year ago, the patient has received treatment and 
has been treated to show some improvement. Physical exami-
nation reveals multiple purple-red discoid lesions, with atrophic 
center and hyperpigmented margins and fine white scales on 
the cheek, lips, chest, and upper back. While in both lower arms 
and the back of the hand there are polygonal violaceous pap-
ules that felt itchy.

Dermoscopy in the lesion in area cheek, lips, chest and up-
per back showed perifoilular plug, perifollicular whiteish halo, 
starburst pattern, and multiple follicular red dots. While on the 
lesion in patient’s lower arms and the back of the hand showed 
wickem’s striae (Figure 2). We also take biopsies from lesion in 
six location, hystopatologi examination from lesion both arms 
were found that there was an interface reaction of epidermal 
dermatitis with hyperkeratosis, areas of hypergranulosis, and a 
picture of hydrophilic degeneration in the basal epidermis. Saw 
the presence of saw tooth on the rete ridge and colloid bodies 
(civatte bodies) in the epidermis. In the dermis, infiltrate lym-
phocytes, histiocytes that form bands and macrophages contain 
pigment, suggesting lichen planus (Figure 3).

Figure 1: Erythematous plaques with center atrophy and hyperpigmented border, with thin scale 
on the surface, erythematous papules, some with excoriations on top (face, neck, upper back). 
Multiple polygonal violaceous pruritis papules (arms and back of the hand).

Figure 2: Dermoscopy with ILLUCO DS-100 (A) Wickem’s striae, (B) perifoilular plug (black arrow), 
perifollicular whiteish halo (blue arrow), starburst pattern (red arrow), and multiple follicular red 
dot (green arrow).
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Figure 3: HE 10x, (A) saw tooth on the rete ridge (blue arrow) and (B) HE 40x colloid bodies (civatte 
bodies) in the epidermis, cleft on DEJ (red arrow) align with lichen planus lesion from the arms and 
(C) HE 100x showed wedge shape keratinosis (yellow arrow). (D) Epidermis atrofi (yellow circle) 
suggestive of cutaneous lupus erythematosus align with cutaneous LE. (lesion from cheek).

Discussion 

Cutaneous lupus erythematosus and lichen planus overlap 
syndrome is a rare disorder combining the clinical, histological 
and immunopathological features of both Lupus Erythematosus 
(LE) and Lichen Planus (LP). Cutaneous lesions mostly affect the 
distal arms, legs, face and trunk. Plaques are often painful, cen-
trally atrophic, bluish red to hypopigmented in color, large, and 
scaly. On biopsy of clinically ambiguous lesions, histopathologi-
cal features of one or both processes can be found, obscuring 
the diagnosis and complicating prognosis and treatment [1,2].

The majority of cases occurs between the ages of 25 to 45 
with a slight female predominance. Cutaneous lesions mostly 
affect the distal arms, legs, face and trunk. The etiology is large-
ly unknown, but its possibilities include an autoimmune, viral, 
and/or genetic cause. Drugs that may induce LE/LP overlap syn-
drome are isoniazid, procainamide, and acebutolol [2,3]. The 
exact incident for this disease remains unknown. Literatures 
suggests only around 50 cases ever reported of this condition. 
Therefore, establishing the diagnosis is still a challenging mat-
ter. This is the first case report of cutaneous lupus erythemato-
sus and lichen planus overlap syndrome in our hospital.

Schmitz reported one case of a 70-year-old Caucasian man 
with an exacerbation of a pruritic skin eruption present on-and-
off for seven years. The patient had three previous skin biopsies 
between 2011 and 2014 consistent with LP. As in this case, the 
diagnosis of LE or LP-LE overlap syndrome may require multiple 
biopsies to be performed or for other constitutional signs of LE 
to be present. Once the diagnosis was established as LP-LE over-
lap syndrome, the patient was adjusted to receive the appropri-
ate treatment of oral prednisone, and hydroxychloroquine, he 
showed improvement [3].

Tursen in Turkey reported a 34-year-old woman presented 
with skin and mucosal lesions of nine years duration. On der-
matological examination, she had violaceous, thickened, scaly 
lesions on scalp, arms, malar and auricular regions and her buc-
cal and lip mucosa showed white papules with a reticular pat-
tern, the patient also had an erythematous, well-defined, mildly 
raised plaque on her left lower eyelid involving one-third of the 
lateral portion. Prescribed hydroxychloroquine 200 mg orally 
twice daily. The eyelid, mucosal and skin lesions improved dra-
matically within two weeks. The therapy was gradually tapered 
over six months, and the patient is still free of symptoms [8].

Lupus erythematosus and lichen planus are well established 
and distinct entities, but cases arise in which the two conditions 
coexist or cannot be readily distinguished from one another 
but is recently referred to as LE/LP overlap syndrome. Now also 
including the former condition. In some cases of the overlap 
syndrome, the histological features and Direct Immunofluo-
rescent (DIF) are more consistent with LP, while in other cases 
with LE. In yet another subset of patients, the lesions of LE and 
LP coexist, rather than overlap, raising the controversial issue 
of the authenticity of LE/LP overlap syndrome. Interestingly, in 
addition to distinct lesions of LE and LP, our case presented a 
lesion with combined features of LE and LP that was confirmed 
by both histopathological and immunofluorescence studies. It 
appears that our case represents a true form of “overlapped” 
LE and LP [4,10].

Unfortunately, in our patient, we are unable to perform the 
Direct Immunofluorescent (DIF) due to the unavailability of 
such examination in our center. We are also having difficulty 
sending the sample to another center due to transport issue. 

As is true in clinical features, histopathological findings usu-
ally enable us to draw the distinction between LE and LP in most 
cases, although they may be of some difficulty in less typical or 
overlapping cases. Because characteristic immunoglobulin de-
posits are known to be found in the skin lesions of LE and LP, 
DIF studies are known to be helpful in distinguishing between 
the two diseases. In LE, immunoglobulins (IgG, IgA and IgM) 
and complement components deposited in a continuous granu-
lar line or band along the dermo-epidermal junction have been 
observed [2,4,10].

Our patient’s disease had previously been diagnosed in its 
earlier stages as lichen planus prior to presentation to Derma-
tology and we believe that this condition may be underreport-
ed in the population. This may be due to disease course from 
chronic cutaneous LE and variant of hypertrophic LP as it hap-
pened at the same time. This rare case highlights the unique 
co-existence of both conditions resulting in a syndrome. It is 
also show remarkable result with first line treatment of steroid 
therapy.

Conclusion

A case of typical LE/LP overlap syndrome is reported, Clini-
cal descriptions of LE-LP overlap syndrome vary widely, rang-
ing from typical, flat-topped papules, as seen in lichen planus, 
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to atrophic scaling plaques, more reminiscent of Discoid Lupus 
Erythematosus (DLE). The diagnosis is based primarily on the 
combined presence of clinical, histologic, and/or immunologic 
features of both diseases occurring at the same time. Predomi-
nantly reported to coexist with DLE. Although this case appears 
to be manageable with first-line treatment. Thorough docu-
mentation of this certain entities is still needed to further ex-
plore this particular disorder.
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