
717Indian Journal of Dermatology, Venereology, and Leprology | November-December 2011 | Vol 77 | Issue 6

unexpected ally in the face of the ominous danger of 
syphilis’ expansion.

Moreover, with Alfred Fournier, the foremost 
syphilologist of that time, on the forefront, virtuous 
marriage of a virgin man and woman was proposed as 
the only method for syphilis’ prevention, as, during the 
century’s final 30 years, physicians were prohibited by 
law and male convention from informing the future 
brides of the risk they ran in marrying.[5] Applying the 
incitement of prophylaxis to marriage appeared to be 
the essential motivation of the antisyphilitic crusade; 
the control of sexuality.

Focusing on France, the most characteristic example 
on the issue, social unrest, and previous epidemics 
also played an important part. During the century’s 
final decades, the political France of the Third Republic 
and the Commune was sharply polarized, also facing 
a rise in collective violence.[4] Moreover, most of the 
country’s population was familiar with the major 
cholera outbreaks of the first half of the century, which 
overwhelmed people with thousands of casualties in a 
few days. With the political state resembling a ticking 
social bomb and the regional devastating outbreaks 
still seem menacing, syphilis, an infectious social and 
racial danger, came to become the ultimate strike that 
citizens, mostly living in indecent conditions, couldn’t 
understand how to handle.[3,4]

The last third of the 19th century was clearly the 
period when the moral and social implications of 
syphilis produced a strong breaking. Complicated 
with the governments and church desire to apply 
difficult measures, syphilis became the protagonist of 
the era’s social clashes, serving as an ideal pretense 
in the attempt to restrain prostitution, repel the 
use of condoms and control premarriage sexuality. 
The social unrest and the terrifying eventuality of a 
new lethal epidemic aided the formulation of such 
measures. Syphilis in 19th century presents the perfect 
example of how the mass hysteria on a disease is 
usually complicated by complex social issues. More 
than a century later, the intersection between society 
and epidemics remains an intricate matter.
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Linear cutaneous lupus 
erythematosus

Sir,
Linear lesions following the lines of Blaschko of discoid 
lupus erythematosus (DLE), subacute cutaneous lupus 
erythematosus or tumid lupus erythematosus are 
called linear cutaneous lupus erythematosus (LCLE). 
LCLE is a highly unusual variant of cutaneous lupus. 
It occurs mainly in children and young adults with a 
similar incidence in both sexes, and photosensitivity 
is less frequent. Lesions appear as linear unilateral 
erythematous plaques and predominate in the face; 
however, neck, trunk or the extremities may also 
be affected. In the majority of the cases, lesions are 
restricted to one anatomical site, and only one 8-year 
old boy showed widespread DLE to our best knowledge 
in literature search.[1] We report two cases of adult 
patients (≥15 years old) with LCLE. To our knowledge, 
there are only 10 previous reports of LCLE in adults.

A 64-year-old male with a previous medical 
history significant for ankylosing spondylitis was 
referred because of a 7 month history of a persisting 
asymptomatic linear erythematus lesion on the right 
side of his neck. No history of preceding trauma 
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or exposure to sunlight was present. The lesion 
showed follicular plugging [Figure 1a]. The results of 
routine laboratory tests were normal and antinuclear 

antibodies (ANAs) were absent. Histological 
examination revealed orthokeratotic hyperkeratosis 
with keratotic plaques and liquefaction degeneration 
of the dermo-epidermal junction. Dense mononuclear 
infiltrates around perivascular and periadnexal areas 
were seen in the dermis [Figure 2a]. Mucin could also 
be observed in the dermis with colloidal iron stain 
[Figure 2b]. Topical mometasone 0.1% cream was 
recommended twice daily which resulted in complete 
resolution of the lesion after two months [Figure 1b].

A 45-year-old male presented with a several months 
history of enlarging, linear erythematous plaques with 
alopecia following the lines of Blaschko on the scalp 
[Figure 3]. His medical history was unremarkable. 
Routine laboratory tests were normal, and ANAs were 
also absent. A biopsy specimen showed superficial and 
deep perivascular dermatitis with mild orthokeratotic 

Figure 1a: Erythematous linear plaques with follicular plugging on 
the right side of the neck of the first patient in the study

Figure 2a: Orthokeratotic hyperkeratosis, liquefaction 
degeneration of the dermo-epidermal junction and dense 
mononuclear infiltrates around perivascular and periadnexal areas 
during histological examination of the lesion of the first patient 
in the study (H and E, ×4 and ×20)

Figure 3: Erythematous linear plaques with alopecia on the scalp 
of the second patient in the study

Figure 1b: Complete resolution of the lesion after treatment with 
topical corticosteroids of the first patient in the study

Figure 2b: Mucin deposits in dermis during histological 
examination of the lesion of the first patient in the study (colloidal 
iron stain, ×4 and ×20)

Letters to the Editor



719Indian Journal of Dermatology, Venereology, and Leprology | November-December 2011 | Vol 77 | Issue 6

hyperkeratosis, follicular plugging, vacuolar basal cell 
degeneration, mild exocytosis and dense mononuclear 
infiltrates around periadnexal areas. A residual scar 
remained after treatment which was treated with topical 
mometasone 0.1% cream twice daily for three months.

The lines of Blaschko were first described in 1901; 
however, their origin still remains unknown. They 
are believed to represent the developmental growth 
pattern of the embryonic ectodermal cells; and 
therefore, cutaneous lesions of LCLE would reflect 
the distribution of clones of abnormal keratinocytes 
arising during embryogenesis. Another theory suggests 
that these lines are the consequence of the expression 
of foreign antigens on involved cells, possibly caused 
by a genetic mosaicism.[2]

To our knowledge, less than 25 cases of LCLE have 
been reported in English and Spanish literature (15 
children and 9 adults).[2,3] Lesions of DLE were the 
most frequently found in cases of LCLE; however, 
lesions of cutaneous lupus erythematosus or tumid 
lupus have also been seen. Diagnosis of LCLE is 
made according to the clinical presentation and 
histopathological results. In most of these patients, 
testing for autoantibodies was negative (in 7 of 9 adult 
patients); however, direct immunofluorescence (DIF) 
was positive in 5 of 9 adult patients.[2,3] Though DIF 
is not essential for the diagnosis of cutaneous lupus 
erythematosus, it is useful in cases where histology 
is not conclusive. In our cases, histological findings 
were so characteristic (hyperkeratosis, vacuolar basal 
cell degeneration, follicular plugging, lymphocytic 
infiltrates in a perivascular and periadnexal location 
and abundance of mucin within the dermis) that 
DIF was considered not necessary for the diagnosis. 
Differential diagnosis must be established with other 
conditions with Blaschkolinear distribution such as 
linear lichen planus, lichen striatus, linear granuloma 
annulare, linear psoriasis, morphea or inflammatory 
linear verrucous epidermal nevus. Systemic 
involvement has not been previously reported in 
LCLE; however, association with submandibular 
myoephitelial sialadenitis and localized scleroderma 
was seen in two cases.[4,5] 

Several treatments have been used including topical 
corticosteroids or systemic treatments such as 
hydroxychloroquine or dapsone. Improvement or 
complete resolution was obtained in most cases.
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Cutaneous aspergillosis in a 
heart-transplant patient

Sir,
We describe the case of a 67-year-old female with 
three subcutaneous nodules that had been present 
for the previous 10 days. She suffered from type 2 
diabetes mellitus for 10 years and had undergone 
heart transplantation for dilated cardiomyopathy 1 
year earlier and was undergoing immunosuppression 
with prednisone 7.5 mg/day, tacrolimus 4 mg/
day, and sirolimus 1 mg/day. She was febrile (38-
-39ºC) and reported to have severe asthenia.  She 
denied any respiratory, gastrointestinal, or urinary 
complaints. There was no palpable lymphadenopathy 
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