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Scarring alopecia in a woman 
with psoriasis
Was this patient’s plaque psoriasis causing her 
progressive hair loss—or was it something else?

A 57-year-old African American woman 
came to our dermatology clinic to reestablish 
care. She had a long history of plaque psoria-
sis involving her trunk and extremities. More 
recently, she had developed progressive hair 
loss, which her previous physician had at-
tributed to the psoriasis. Before this visit, our 
patient had been treating her psoriasis with 
topical clobetasol and calcipotriene.

A physical exam revealed multiple well-
demarcated, erythematous, scaly plaques 
consistent with plaque psoriasis on her trunk 
and extremities. She also said her scalp was 
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itchy, and we noted significant cicatricial 
(scarring) alopecia of the scalp, with faint 
perifollicular erythema, that was predomi-
nantly affecting the frontotemporal region 
(FIGURE). We performed a scalp biopsy.

●	� What is your diagnosis?

●	�H ow would you TREAT THIS 
PATIENT?
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Figure

Alopecia and scarring on scalp
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trifugal cicatricial alopecia (CCCA), folliculitis 
decalvans, and dissecting cellulitis.1

z DLE typically causes discrete, indurated 
lesions of central hypopigmentation (ery-
thematous when active), along with slight at-
rophy and a rim of hyperpigmentation. This is 
in contrast to the perifollicular erythema and 
lack of atrophy that you’ll see in LPP. In addi-
tion, patients with DLE will have telangiecta-
sias, while those with LPP will not.

z CCCA is typically non-inflammatory, 
but can sometimes have symptoms such as 
mild itching. As the name implies, the hair 
loss associated with this disease starts in the 
central scalp and works its way centrifugally 
to the periphery, whereas in LPP, the alopecia 
can be patchy or diffuse, or can involve only 
the frontal scalp.2

z Folliculitis decalvans is a form of scar-
ring alopecia characterized by inflammatory 
perifollicular papules and pustules. Such le-
sions would not be observed in a patient with 
LPP. Bacterial culture will identify Staphylo-
coccus aureus in most patients with untreated 
folliculitis decalvans.6

z Dissecting cellulitis presents with ten-
der, fluctuant nodules on the scalp that com-
monly suppurate and drain. The scarring hair 
loss that results could be mistaken for LPP, 
but a history of active, inflamed, nodular le-
sions will help to distinguish this condition 
from LPP.

Do a punch biopsy  
next to a patch of alopecia 
A biopsy is required to confirm the diagno-
sis of LPP.2 A 4 mm punch biopsy should be 
performed, and optimally, 2 adjacent biop-
sies are taken so that they can be sectioned 
both vertically and horizontally.2 The biopsy 
should be done adjacent to a patch of alo-
pecia that still has most of the hair follicles 
present. This is important because a biopsy of 
an area of scalp completely scarred with no 
remaining hair follicles will not demonstrate 
the pathognomonic patterns of inflammation 
that will allow for an accurate diagnosis.

In early-stage LPP, histopathology will 
reveal a lichenoid interface inflammation 
with hypergranulosis, hyperkeratosis, and 
hyperacanthosis, whereas in later stages, in-

Diagnosis: Lichen planopilaris
We suspected that this was not simply a case 
of plaque psoriasis because psoriasis of the 
scalp only causes non-cicatricial alopecia.1 
Biopsy results confirmed that while the pa-
tient did have plaque psoriasis on her scalp, 
there was also evidence of peri-infundibular 
fibrosis and inflammation at the junction of 
the epidermis and dermis along the follicular 
epithelium. These 2 findings are pathogno-
monic for lichen planopilaris (LPP). 

An uncommon diagnosis
Although its exact incidence and prevalence 
are unknown, LPP appears to be uncom-
mon.2 The condition typically presents in 
adults ages 25 to 70, and is more common in 
women than in men.2 There is no known as-
sociation between LPP and psoriasis.

z Clinically, LPP manifests as cicatricial 
hair loss, often in a band-like fashion that 
can coalesce into larger, reticulated patterns.1 
In addition to the scalp, LPP can affect other 
hair-bearing areas, such as the eyelids (lash-
es, brows), body, axillae, or pubic region.3,4 
It is typically accompanied by burning and 
itching, and commonly presents with perifol-
licular erythema.1 

LPP is thought to be the result of an  
immune-mediated lymphocytic inflamma-
tory process that produces follicular hyper-
keratosis, surrounding erythema, overlying 
scale, and, eventually, fibrosis and loss of the 
hair follicle.3,5 

z LPP has 3 variants: classic LPP, which 
typically affects the vertex and parietal areas 
of the scalp; frontal fibrosing alopecia, which 
is characterized by frontotemporal hair loss 
in a band-like pattern (as in our patient’s 
case); and Graham-Little syndrome, which 
can include cicatricial alopecia of the scalp 
and non-cicatricial alopecia of the axillary 
and pubic areas.3 Postmenopausal women 
appear to be at heightened risk for frontal fi-
brosing LPP.4 

Differential diagnosis includes 
other types of scarring hair loss
The differential diagnosis for LPP includes dis-
coid lupus erythematosus (DLE), central cen-
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flammation may be minimal or absent, with 
fibrous tracts taking the place of destroyed 
hair follicles.7

Steroids have produced 
the best treatment outcomes
LPP has an unpredictable course.2 Currently, 
there is no cure, and in areas where follicle 
destruction has occurred, normal hair growth 
cannot be restored.2 Therefore, treatment 
should focus on preventing progression and 
improving symptoms. It is imperative to man-
age patients’ expectations when dealing with 
cicatricial hair loss to ensure that they under-
stand the likely outcomes. 

Topical corticosteroids alone have 
shown some efficacy in treating LPP, but  
intralesional corticosteroids and oral glu-
cocorticosteroids have resulted in better 
outcomes.4 Typical doses for intralesional 
triamcinolone are up to 1 mL of 10 mg/mL 
to 40 mg/mL per treatment session, with a 
one-month interval between treatments. 
Oral steroids can be used to initially control 
the disease and would require approximately 
1 mg/kg/d of prednisone tapered over 3 to  
4 weeks. 

z Adverse effects. Intralesional steroids 
can cause atrophy at the injection site and 
oral steroids can have rebound effects after 
an oral regimen is completed. This is in addi-
tion to other known adverse effects, such as 
insomnia and mood changes.4 

Hydroxychloroquine has been reported 
to help arrest progression of, and control 

symptoms of, LPP with minimal adverse ef-
fects; a typical dosage is 200 mg twice a day.4 
The 5-alpha-reductase inhibitors finasteride 
and dutasteride, which inhibit the conver-
sion of testosterone to its more active form of 
dihydrotestosterone, have also shown similar  
efficacy.4 

Finasteride can be used at a dose of  
1 mg/d to 5 mg/d, and dutasteride is most 
effective at 0.5 to 2.5 mg/d.8 In a preliminary 
trial, pioglitazone (a peroxisome proliferator-
activated receptor gamma [PPAR-gamma] 
agonist) showed promise as a new treatment 
modality for LPP, perhaps because tissue ex-
pression of PPAR-gamma is decreased in LPP.9

A reasonable approach to therapy is to 
follow a stepwise increase from topical or 
intralesional corticosteroids to oral gluco-
corticosteroids, then to hydroxychloroquine 
or finasteride/dutasteride. The addition of a 
PPAR-gamma agonist can be added at any 
stage as adjunct therapy. A referral to a derma-
tologist may be necessary for refractory cases.

z We started our patient on topical 
clobetasol 0.05% foam, which decreased 
her pruritus. However, we counseled her 
that we did not expect hair to regrow in the 
areas where she’d experienced hair loss. We 
continue to monitor her, and she would be a 
candidate for systemic therapy if the topical 
corticosteroid does not continue to control 
her disease. 			                 JFP
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