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toxic effects did not increase with increasing dye 
concentration. This finding differs from the study by 
Scober et al, which reported 5% toxicity at a 15-µM of 
ZnPc concentration.[5] Also, they estimated ED50 and 
ED90 of ZnPc on two strains of Leishmania after 10 J/
cm2 laser irradiation. ED50 was 6.05 and 6.45 µM for 
L. chagasi and L. panamensis, respectively, and E90 was 
>15 µM for both strains. In our study, ED50 and ED90 
of liposomal ZnPc after 100 J/cm2 illumination were 
3.5 and 11.5 µM, respectively. These differences could 
be due to the liposomal form of the dye, leading to an 
additional uptake by the parasite. In order to design a 
more efficient treatment scheme, we suggest this study 
be done with lower dye concentrations and a laser. 

Dutta et al, demonstrated the cytolysis of Leishmania 
amazonensis with a combination of aluminum 
phthalocyanine chloride (AlPhCl) and light.[3] On the 
basis of their findings and in consideration of estimated 
ED50 of AlPhCl by Scober et al, (0.17 and 0.0033 after 
10 J/cm2 illumination),[5] it seems that ZnPc cannot 
compete with AlPhCl even as liposomal. Obviously, 
in order to make a confident judgment, another study 
in similar conditions using ZnPc and AlPhCl should 
be done.
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Discoid lupus erythematosus of 
the eyelid

Sir,
Discoid lupus erythematosus (DLE) is the most 
common form of chronic cutaneous lupus 
erythematosus (CCLE). Discoid lesions often present 
as well-defined erythematous plaques showing thick 
adherent scale and follicular plugging. In old lesions, 
atrophic scarring with verrucous hyperkeratosis may 
be seen. DLE usually affects photoexposed skin, most 
often the face. Lower eyelid involvement occurs in 6% 
of patients: however, eyelid lesions are rarely the sole 
manifestation of DLE.[1,2]

A 56-year-old woman presented in June 2006 due 
to redness on the left lower eyelid persisting for two 
years. She had been treated for blepharitis and eczema 
with topical antibiotic and corticosteroid ointments. 
The patient is a grinder by profession and she stated 
that metal dust, with silica as the main component, 
injured her left eye on several occasions before the 
onset of eyelid lesion. The dermatological examination 
revealed an erythematous plaque with atrophy and 
adherent scales in the center, on the inner third of the 
left lower eyelid with madarosis [Figure 1]. There was a 

Figure 1: Leishmania parasites survival rate 24 hours after in vitro 
treatments at three concentrations of liposomal ZnPc; illumination 
dose: 100 J/cm2. Each data represents the mean of the results of 
three separate experiments ± Standard Error (SE)
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pale erythema over the malar area. Inner eye structures 
were not affected. Biochemical blood and urine tests 
were within reference values. Immunoserological 
examinations showed a positive antinuclear antibody 
(titer 1:80) with a nucleolar pattern but a negative 
anti-ds DNA. Anti SS-A (Ro) and anti SS-B (La), C3, 
C4, IgG, IgM, IgA were within reference values or 
negative. The histopathological analysis of the skin 
lesion biopsy showed typical features of DLE: follicular 
hyperkeratosis, vacuolar degeneration of the basal 
cell layer, and focal lymphocytic infiltrate in dermis  
[Figure 2]. The treatment included chloroquine 250 mg/
day, 1% hydrocortisone ointment and photoprotection 
topically. The discoid lesion on the eyelid completely 
resolved after four weeks. Chloroquine therapy was 
continued for another eight weeks. The patient was 

examined every six months and no lesions occurred for 
two years. In September 2008, a mild relapse occurred 
on the same site. The patient pointed out that during 
the summer of 2008, metal dust had got into her left 
eye on two occasions.

Involvement of the eyelid only with DLE is uncommon 
and the diagnosis may be difficult. Donzis and co-
workers reported an average delay of two years 
before the correct diagnosis.[3] Patients with these 
symptoms have usually been treated for presumed 
chronic blepharitis or eczema. DLE may be associated 
with other eyelid diseases, which makes the timely 
recognition of lupus lesions more difficult. Trindade 
et al. presented the association of DLE and contact 
dermatitis, which delayed the diagnosis for a period 
of 10 years, whereas Ena and co-workers reported 
DLE associated with staphylococcal blepharitis and 
Meibomian gland dysfunction.[2,4]

The described case represents a typical DLE 
manifestation with erythema, atrophy, adherent scales 
and loss of eyelashes. Atypical DLE presentation of 
the eyelid in the form of madarosis without previous 
erythema and edema has also been described.[1] Since 
asymmetrical blepharitis or madarosis raises the 
suspicion of sebaceous cell carcinoma, full-thickness 
eyelid biopsy may be considered.[2]

The etiology of cutaneous lupus erythematosus is still 
unclear. It is suspected that beside ultraviolet (UV) 
irradiation many exogenous agents like medications, 
pesticides and insecticides, heavy metals, silica dust 
and infections may induce lupus-like syndrome in 
genetically susceptible persons.[5] The interesting 
aspect of this case is the appearance of DLE eyelid 
lesion during summertime in association with repeat 
eye trauma by metal dust. The eyelid DLE is often 
exacerbated by trauma or sunlight.[1]  Heavy metals 
have been associated with polyclonal activation of the 
immune system and production of  autoantibodies in 
animals but human evidence is limited to sparse case 
reports such as one concerning molibden contained 
in cervical metal plates.[5] Thus, an environmental 
agent present in metal dust and repeat eye injuries 
coupled with exposure to UV light may have induced 
apoptosis of keratinocytes, autoantigen translocation 
and the release of proinflammatory cytokines and 
likely triggered the onset of DLE in our patient. 

Eyelid DLE should be differentiated from Meibomian 

Figure 1: Atrophic erythematous plaque of the lower left eyelid and 
 loss of eyelashes

Figure 2: Excisional biopsy was performed and histopathological 
examination shows follicular hyperkeratosis, vacuolar 
degeneration of the basal cell layer, and focal lymphocytic infiltrate 
in the dermis (H&E, ×200)
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gland dysfunction, sebaceous and basal cell carcinoma, 
lymphoma, psoriasis, seborrhoeic dermatitis, rosacea, 
sarcoidosis and contact dermatitis.[2] Early recognition 
and treatment of the eyelid DLE is important in order 
to avoid eyelid dysfunction resulting from scarring, 
synechiae, trichiasis, entropion and ectropion.[1] 
Furthermore, classic DLE patients in whom eyelids are 
the only manifestation of disease need to be observed 
over a long period in order to identify recurrence 
and to institute treatment.[4] Also, patient should be 
examined periodically for systemic involvement.
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Erythema elevatum diutinum 
with verrucous carcinoma: A rare 
association

Sir,
Erythema elevatum diutinum (EED) is a rare chronic 
skin disease characterized by red, purple and 
yellowish papules, plaques and nodules distributed 
acrally and symmetrically over extensor surfaces; and 

histologically by leukocytoclastic vasculitis.[1] It has 
been associated with various systemic malignancies; 
however, its association with cutaneous malignancies 
is very rare. We report an unusual association of EED 
with verrucous carcinoma.

A 65-year-old female patient presented with a 2-year 
history of a gradually progressive fungating mass over 
the dorsum of right hand with history of itching, oozing 
and occasional bleeding. She also complained of 
reddish raised thickened lesions over the dorsae of feet, 
hands, ears and elbows of 9 years’ duration, along with 
intermittent knee and ankle joint pain. There was no 
history of respiratory tract infections, gastrointestinal 
disturbances, photosensitivity, diabetes, hypertension 
and tuberculosis. She was on dapsone (100 mg 
daily) since 7 years for the raised lesions. Cutaneous 
examination revealed a single fungating mass, 2 × 
2 inches in size with verrucous surface overlying 
a hyperpigmented plaque at base of the second and 
third fingers of right hand [Figure 1]. Multiple, firm, 
nontender, bilaterally symmetrical hyperpigmented 
and erythematous plaques were seen over dorsum 
of hands and feet, elbows, shins and ears. Results of 
systemic examination were normal. A differential 
diagnosis of verrucous carcinoma, tuberculosis 
verrucosa cutis and chromoblastomycosis was 
considered for the fungating mass. Erythema elevatum 
diutinum and multicentric reticulohistiocytosis were 
contemplated in case of the erythematous plaques. 

Results of complete hemogram, liver/ renal function 
tests, chest radiograph, abdominal sonogram and 
electrocardiogram were normal. Anti streptolysin 
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Figure 1: Yellow, verrucous, fungating mass overlying a 
hyperpigmented plaque at base of second and third fingers of 
right hand
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