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Abstarct

Introduction Clinical and histopathological
features of acquired spontaneous macular hy-
perpigmentation appear to overlap in the con-
ditions described as lichen planus pigmentosus,
ashy dermatosis, lichen pigmentosus and
erythema dyschomicum perstans.

Methods Ten consecutive patients with ac-
quired hyperpigmented macules over 5 mm in
size without a history of inflammation were
studied. Salient points in the history and ex-
amination were recorded and biopsies were
assessed in all the patients.

Results Age ranged from 4-60 years. Seven
were females. None had a history of lichen planus
or erythematous lesions prior to pigmentation.
There was no history of contact dermatitis. Face
was the commonest site involved but lesions
were seen in non-exposed areas as well. Le-
sions were non itching, ashy gray macules with
ill defined margins, sometimes becoming
confluent. Size of lesions varied within and
between patients. Pigmentary incontinence,
epidermal thinning and mild hyperkeratosis
were consistent features in all 10 biopsies. Paucity
of inflammation was a notable feature in all
cases. Focal basal cell degeneration was seen
in 3 biopsies.

Conclusion Acquired spontaneous macular
hyperpigmentation should not be linked to Ii-
chen planus when not associated with same.
A consensus opinion on terminology is needed
to avoid confusion as different workers seem
to label the same condition by different names.

Introduction

Large macules of acquired hyperpigmen-
tation without a history of inflammation or a
drug eruption are uncommon. When it occurs
it is troublesome, particularly in the dark skinned
individuals. Clinical and histopathological
features similar to each other have been de-
scribed in conditions known as lichen planus
pigmentosus (LPP), ashy dermatosis (AD), li-
chen pigmentosus and erythema dyschromicum
perstans (EDD). Although some cases of ac-
quired macular hyperpigmentation (AMH) may
be associated with lichen planus (LP) it is not
the case in most cases.

Aims
To study the clinical and histopathologi-
cal features of acquired macular hyperpigmen-

tation occuring without a history of inflam-
mation.

Materials and methods

We studied 10 consecutive patients who
presented to the dermatology clinics at Gen-
eral Hospital Matara (1993-1995) and General
Hospital Kalutara (1996) with acquired hyper-
pigmented macules larger than 5 mm in size,
without a prior history of inflammation. Le-
sions less than 5 mm were not included as a
practical way of excluding small naevi, freck-
les and typical lesions following lichen pla-
nus. Fixed drug eruptions, pigmentation sec-
ondary to friction, melasma, freckles and naevi
were excluded from the study on clinical ex-
amination. Size, site, distribution, margins and
degree of pigmentation were the main clinical
features recorded.
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A skin biopsy was done from a represen-
tztive lesion in each of the patients. The speci-
mens were fixed in 10% formol saline and stained
with haematoxylin and eosin. The character-
istic features of lichen planus were searched
for in all biopsies. The other histological fea-
sures of the epidermis and the dermis were re-
corded.

Results

The sex distribution was 3 Male: 7 Female.
The age of the patients ranged from 4 years to
50 years. Duration of illness ranged from a few
months to a few years at presentation. Size of
lesions varied from small to large (0.5-10 cm).
A11 the lesions had ill defined margins. Major-
ity of patients had confluent lesions, appear-
ing as large areas of dyspigmentation. The degree
of pigmentation varied from patient to patient
zs well as within a given patient. In most pa-
Zents the macules were slowly enlarging, and
in some, the progression of the disease was
wery slow after an initial phase of activity. Two
patients had slight scaliness but the lesions
were not raised above the surface. Figure 1 il-

lustrates a typical case with this condition.
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Face was involved in eight cases but all
lesions were not limited to sun exposed areas.
The lesions were variably scattered on the face,
trunk and the limbs. Mucous membranes were
not affected. Finger nails, toe nails, palms and
soles were not affected. There was no pruritus
of the lesions.

None of our patients had lichen planus at
presentation nor developed same during the
follow-up period which varied from 2 months
to 3 years. They also did not show erythema at
the edges of the lesions. Only two patients said
that they used perfumes, but the areas of hy-
perpigmentation did not correspond to the ar-
eas where perfume had been used. There was
no history of using oils on the body other than
on the scalp. There was no uniform pattern of
using a particular type of soap or an optical
whitener. There was no history of exposure to
any noxious chemicals. There was no signifi-
cant drug history. There were no major coex-
isting systemic diseases in the patients stud-
ied.

There was no irregular acanthosis, hyper-
granulosis, diffuse basal cell degeneration or
band like mononuclear cell infiltration of the
dermis characteristic of LP. The main histo-
pathological features of the biopsies are given
in Table 1. Pigmentary incontinence, epider-
mal thinning and mild hyperkeratosis were the
most consistent findings. There was no acan-
thosis, saw toothing, hypergranulosis, spon-
giosis, dermal oedema, vascular dilatation or
eosinophilic infiltration in any biopsy. Figure
2 shows the histopathology of a representa-

tive case.

Table 1. Histopathologic features
Microscopic features Number
Pigmentary incontinenance 10 (100%)
Epidermal thinning 10 (100%)
Minimal or no inflammation 10 (100%)
Hyperkeratosis 10 (100%)
Focal basal cell degeneration 3 (30%)
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Figure 2. Photomicrograph of a skin biopsy stained
with haematoxylin and eosin (x100) showing epider-
mal thinning, minimal inflammation, hyperkeratosis
and pigmentary incontinence

Discussion

Clinically, the acquired spontaneous macular
hyperpigmentation (ASMH) described in our
patients was characterized by widespread bluish
gray (‘ashy’) or dark, small and large macules
occuring variably on the face, trunk and limbs.
Some authors consider this to be a variant of
erythema dyschromicum perstans!. Some oth-
ers consider this to be a variant of lichen pla-
nus and thus call it lichen planus pigmentosus?®.
In Japanese medical publications a similar condit-
ion has been described as lichen pigmentosus*.

Most reports of this clinical entity have
been from India, South America, and the Middle
East'®. The lesions on the face also have some
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similarities with Riehl’s Melanosis’, although
lesions were not limited to the face in our pa-
tients. Even some major dematopathology books
use the terms EDD, AD and LPP interchange-
ablylo-]Z'

Histological differential diagnosis in our
patients would include “burnt out” or atro-
phic lichen planus, post inflammatory pigmen-
tation and the conditions described as ED, AD,
and LPP. Pigmentary incontinence and mini-
mal inflammation were conspicuous in all our
biopsies. Features characteristic of LP, such
as diffuse basal cell degeneration, hypergranu-
losis and irregular acanthosis were not seen.
Thus there was not sufficient evidence to link
the condition to lichen planus either clinically
or histopathologically in our series.

Although some histologic features resemble
features of “burnt out” lichen planus they need
not necessarily mean that they are due to LP
or a variant. The authors are in agreement with
the concept that’a lichen planus like or lichenoid
picture is actually a cutaneous reaction rather
than a single disease entity’ as stated by Pinkus*.
In most of our cases the size of lesions were
much larger than the areas involved in plaques.
of lichen planus. It is well known, that follow-
ing lichen planus darkly pigmented macules
may persist in the affected areas. However none
of our cases had a history of LP. Furthermore,
lichen planus is universal, but the condition
described here is most commonly reported in
dark skinned races.

Some authors suspect that this dermato-
sis may be a response to some unidentified
enviromental toxin'. Although this is possible,
we could not find any relationship with any
such factor in our patients.

None of the patients had any erythema at
the edge or centre of the lesions to justify a
diagnosis of erythema dyschromicum perstans.
However one can not exclude the possibility
that a slight erythema at the onset of the con-
dition may have been missed by the dark skinned
patients.

Pigmentation secondary to use of perfumes
etc. is highly unlikely as most of our patients
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umes, the pigmentation did not correspond
0 those areas.

The time of presentation of patients var-

the issue, whether the biopsy findings
d have been different at the onset of the

Lack of adequate response to any form of
freatment is a constant disappointment to pa-
Zients with AMH of this type. There has been a
le report of use of high doses of vitamin A
by in this condition®. However this form
therapy was not attempted in our patients.
aching agents such as hydroquinone 2%
were disappointing. Topical steroids and hy-
ir::uinone reduced the intensity of hyperpig-

There is no accepted classification for large
macules of acquired spontaneous hyperpigmen-
n at the moment. In the quest for identify-
he aetiologic factors of this type of hyper-
nentation it may be important to subdivide
pigmented patches according to the size.
il patches of hyperpigmentation may oc-
econdary to conditions such as pityriasis
. which may not be detected by the pa-
zent. Therefore some cases with clinico-histo-
oathologic appearences described in this pa-
may be secondary to skin conditions which
zr= not noted by patients while others may be
Zue= 1o a still unknown specific aetiology.

ropose that acquired spontaneous
yperpigmentation without coexist-
ecedmg inflammation should be sepa-
m lichen planus and its variants. More
hould be done on the aetiopathology
; H. It is opportune to have a consensus
of Op iim by a team of experts on the termi-
1 f this type of hyperpigmentation to
confusion, as workers in different regions
zr o name the same clinical entity by dif-

b
:3«*13

ted from months to years after the onset of symp- -
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