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There was buccal involvement in 26 of the 29 (89.7%) 
patients with oral mucosal involvement, gingival 
involvement in eight (27.6%), and glossal involvement 
in two (6.9%). The lesion was papuloreticular in 22 
(84.6%) of the patients with buccal involvement. 
There was bilateral involvement in 20 patients 
(76.9%). Erosive type OLP was present in two patients. 
Genital involvement was present in 22 of 26 (85%) 
male patients and five of 12 (42%) female patients. 
The male patients included 15 (68.2%) with glans 
lesions, 19 (86.4%) with shaft lesions, and five (22.7%) 
with scrotal lesions. These lesions were papular in 19 
(86%) patients, annular in five (22.7%) patients, and 
erosive in three (13.6%) patients. All annular lesions 
were located on the glans. The LP lesions were located 
in the vulva in four of the five (80%) female patients 
with genital involvement and in the vagina in one.

GLP was found histopathologically in 3.7% of 3350 
patients with vulvar biopsies.[3] This rate was reported 
as 25% in another study on 723 OLP patients.[4] Lewis, 
et al. have found vulvar lesions in 19 (51%) of 37 LP 
patients.[5] Belfiore et al. found vulvar LP (VLP) in 
57% of 42 patients, and the higher rate compared to 
previous studies was thought to be due to the low 
number in other studies.[3] Genital lesions are usually 
discovered after oral lesions as they can also be 
present in completely asymptomatic patients. They 
have confirmed clinical VLP histopathologically in 11 
of 12 asymptomatic patients.[3]  

There was a high percentage (47.4%) of concurrent 
oral and genital involvement in our study. In contrast 
to previous studies, we found skin involvement in 
most (79.3%) of the OLP patients. The genital region 
involvement in male OLP patients was higher than 
for females, but there was no statistically significant 
difference. We found no relation between OLP lesion 
localization and genital mucosal involvement. The rate 
of genital involvement was not different between OLP 
patients with skin involvement and those without, 
with no difference for gender either.

The high rate of skin involvement in our OLP cases in 
contrast to previous studies may be due to the fact that 
OLP patients frequently present at ear�nose�throat 
or dentistry outpatient departments for their first 
examination and skin lesions may be overlooked. The 
presence of concurrent oral/genital lesions at a high 
rate in our study has indicated the need for evaluating 
all mucosae even if there are no related symptoms or 

skin involvement. Therefore, we want to emphasize 
the importance of dermatologists contacting other 
specialties and ensuring regular follow-up of LP 
cases.
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Noncicatricial alopecia due to Noncicatricial alopecia due to 
plaque-type psoriasis of the scalpplaque-type psoriasis of the scalp

Sir,
Psoriasis is a chronic disease having different facets 
of clinical presentation. In this letter, we report a 
fairly uncommon presentation of scalp psoriasis � 
rounded plaque-type with tufts of hairs at the center, 
and a partial hair loss in the surrounding area of the 
plaques. 

An otherwise healthy 28-year-old man presented 
to our clinic with the complaint of clusters of hairs 
localized on erythematous and desquamated plaques 
on the scalp since one year. He had no history of using 
drugs. On dermatological examination, the patient had 
silver-white scaly erythematous plaques on the knees 
and elbows with tufts of hairs localized at the center of 
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these well-demarcated plaques. Also, there was partial 
hair loss circumscribing the plaques [Figures 1A and 
1B]. The results of routine laboratory examinations 
were within normal limits. The histopathological 
examination of the lesions showed epidermis with 
orthokeratosis, parakeratosis, and regular acanthosis. 
The granular layer of epidermis and suprapapillary 
dermis were thinned. There was inflammatory 
infiltration of mononuclear cells at the upper dermis 
[Figure 1C]. Besides psoriasis, no other causes for 
hair loss could be detected. The psoriatic lesions, the 
appearance of tufts of hair, and the partial hair loss 
improved completely within a few months of systemic 
cyclosporine-A therapy (250 mg a day) [Figure 1D]. 
Presently, the patient is under follow-up treatment 
without any recurrence. 

Psoriasis is a chronic disease, characterized by red 
scaly plaques, showing predilection to knees, elbows, 
retroauricular region, scalp, lumbar area, and the 
umbilicus. Enlarging psoriatic plaques can have varied 
clinical appearances.[1] After topical treatment, plaque-
type psoriasis may show transient circinate, arcuate 

lesions, and appear as annular forms. In our case, the 
patient  had rounded plaque-type psoriasis located on 
the scalp, resembling annular form due to tufting of 
hairs at the center of the plaque.

Another interesting observation in our patient was the 
partial hair loss near the psoriatic plaques. The data 
in the literature regarding psoriatic alopecia is scanty. 
Psoriatic alopecia can be seen as either cicatricial 
or noncicatricial.[2-5] In some studies, the hair loss 
was either massive or moderate.[2,5] Among these 
limited data, the largest series of 47 psoriatic alopecia 
patients belongs to Runne and Kroneisen-Wiersma.[2] 
The authors observed that the alopecia was  usually 
circumscribed in chronic plaque-type psoriasis, as 
in our patient. It was believed that psoriatic alopecia 
was the result of symptomatic hair loss in the region 
of scalp psoriasis.  They also noted the impressive 
finding of hair loss in tufts in 36% of their patients, and  

Figure 1: (A and B): The tufting of the hair at the center of the 
well-demarcated psoriatic plaques and the partial hair loss in the 
surrounding area

A

B

Figure 1C: The histopathological examination of psoriatic lesions 
showing thinned suprapapillar portion of epidermis characterized 
by regular acanthosis and hypogranulosis (H and E, x25)

Figure 1D: The lesions and hair loss improved completely after 
the therapy
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explained this condition by the firm attachment of hair 
shafts to the hyperkeratotic plaque that cause telogen 
hairs to be bound in conglomerations. When these 
plaques were removed, hair loss in tufts occurred. 

In our case, the hair loss surrounding the plaque of 
psoriasis was moderate. The appearance of �tufts of 
hair� is thought to be occuring from the compactness, 
and the loss of hair can be due to inflammation of 
psoriatic plaque. This case had a rare presentation of 
psoriasis vulgaris on the scalp with hair loss, and an 
interesting observation of plaque-type psoriasis with 
�tufts of hair�. 
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Localized pemphigus vulgaris Localized pemphigus vulgaris 
on cheeks responding to topical on cheeks responding to topical 
steroidssteroids

Sir,
Pemphigus vulgaris (PV) is an autoimmune blistering 
disease characterized by extensive mucocutaneous 
vesicobullous lesions. Generally, the mucosal lesions 
precede skin lesions by weeks or months. Severity of 
the disease may vary, from localized crusted erosions 
involving the skin or mucosa or both, to very extensive 
life-threatening mucocutaneous blistering and erosions. 

A 58-year-old woman presented with persistent 
crusted erosions on both cheeks just below her eyes 

since four months. She complained of mild discomfort 
in the lesions. There was no history of drug intake or 
topical application, trauma, surgery, or irradiation 
in the involved area prior to eruption of lesions. She 
was prescribed oral antibiotics and topical framycetin 
cream (1% w/w) off and on with partial relief. Patient 
had been a field worker working in agricultural farms 
since childhood. Examination revealed an ill defined, 
superficial, crusted lesion with irregular margins 
and surrounding rim of erythema of about 2 x 3 cm 
in size below the left eye and about 1 x 1 cm sized 
lesion below the right eye [Figure 1]. There was no 
regional lymphadenopathy. She had lost her left eye 
due to blunt trauma in early childhood. A differential 
diagnosis of basal cell carcinoma and bullous impetigo 
were considered. Gram�s smear from the lesion showed 
only polymorphs. Pus for culture from undersurface 
of the crust was sterile. A skin biopsy from left 
cheek revealed a suprabasal cleft with acantholytic 
cells and ulceration of the overlying epidermis. 
Subsequently, direct immunofluorescence (DIF) from 
the perilesional skin revealed IgG and C3 deposits 
in the intercellular spaces of the epidermis [Figure 
2]. Based on histopathology and DIF, a diagnosis of 
localized PV was made and patient was treated with 
topical clobetasol propionate 0.05% cream. There was 
complete clearance of the lesions within four weeks 
without any recurrence in a six month follow-up.

Localized PV represents a different and relatively 
benign subset of PV and reflects one end of the 
spectrum of pemphigus with lesions usually limited 
to the sun exposed areas. Ultraviolet (UV) radiation 
has been used experimentally to induce acantholysis 
in patients with pemphigus foliaceous.[1] PV lesions 
developing after surgery, irradiation, and at the site 
of burn scar have been reported previously and these 
unusual presentations were attributed to Koebner-
like phenomenon. Long standing localized PV lesions 
have also been described on oral mucous membrane, 
vaginal wall, and penile foreskin.[2,3] Egan et al and 
Lapiere et al, documented PV lesions limited to 
scalp that responded to topical steroids.[4,5] Baykal et 
al, reported four cases of localized PV over the nose 
and cheeks.[6] As in our patient, an initial clinical 
diagnosis of PV was not considered in any of them 
and diagnosis was based on histopathology, DIF, or 
serology results. The disease responded favorably to 
topical or systemic therapy with glucocorticoids alone 
or in combination with azathioprine. Localization of 
the PV lesions on nose and cheek, the light exposed 
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