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Bilateral indurated violaceous non-tender plaques on the 
nasal ala

A 77-year-old Iranian man was visited at the Dermatology 
Department of Loghman-e Hakim Hospital affiliated with Shahid 
Beheshti University of Medical Sciences on June 2012 with bilateral, 
symmetric, raised, violaceous and painless plaques on the nose 
(both ala nasi), from one year ago. The lesions were small at first 
and then grew gradually larger in size. Systemic symptoms such as 
fever, weight loss and night sweat were absent. He had no history 
of systemic disease, bite, trauma, vaccination, or medication. Past 
medical history was negative except for cataract in several years 
ago and he was in good health. He had a history of treatment with 
oral antibiotics without any improvement. Physical examination 
revealed bilateral, symmetric, indurated, violaceous, non-tender 
plaques on the nose (both ala nasi) with some scales and follicular 
accentuation without discharge (Figure 1). Other examinations 
were normal and laboratory tests revealed no abnormality. A 
skin biopsy was performed.

What is the diagnosis?
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Figure 1. a,b: Bilateral indurated violaceous plaques on the nose (both ala nasi) with follicular accentuation.
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Diagnosis

pseudolymphomatous folliculitis (PLF)

Microscopic Findings:

A skin biopsy was taken with differential 
d i a g n o s i s  o f  K a p o s i  s a r c o m a ,  c u t a n e o u s 
leishmaniasis, sarcoidosis, granuloma faciale, 
cutaneous lymphoma and pseudolymphoma. The 
specimen showed a dense lymphocytic infiltrate 
extending from the superficial dermis to the 
deep dermis without involving the subcutis. The 
infiltrate also contained numerous histiocytes, 
some plasma cells and few neutrophils and 
eosinophils that surrounded and infiltrated dilated 
hypertrophic distorted hair follicles with dilated 
sebaceous glands. Vasculitic changes were absent. 
Few mitotic figures of lymphocytes but without 
atypia were identified. The overlying epidermis 
was unremarkable except for basal pigmentation. 
Also, solar elastosis was seen in the upper dermis 
(Figure 2). No bacterial or fungal elements were 
identified. Giemsa staining for leishman body was 
negative. An immunophenotypic analysis showed 
that most of the lymphocytes were CD20+ and 
some were CD3+. Also, a considerable number 
of CD1a+ and few S100+ Langerhans cells were 
seen. Serological tests for Borrelia Burgdorferi 

were negative.
Considering the clinical and histopathological 

features  of  the skin les ion,  a  diagnosis  of 
pseudolymphomatous folliculitis was made.

DISCUSSION

Cutaneous pseudolymphoma was first described 
as sarcomatosis cutis and then was modified to the 
current term “cutaneous lymphoid hyperplasia 
(CLH)”, that refers to a benign reaction of T and 
B cells to some known or unknown stimuli1,2. 
The clinical differential diagnoses usually include 
lymphoma cutis, non-lymphoid metastatic disease 
and lymphocytic infiltrate of Jessner. Histologically, 
the differential diagnoses include primarily 
cutaneous lymphoma, lymphocytic infiltrate of 
Jessner and lupus tumidus3. Inciting etiologies 
in CLH include arthropod bites, metal implants, 
tattoos, vaccinations. medications, infections (e.g. 
Borrelia infection, herpes simplex), post herpes 
zoster infection, folliculitis (pseudolymphomatous)3, 
contact dermatitis, secondary syphilis, and lupus 
panniculitis4. In approaching a patient, it is 
important to recognize probable causes and rule 
out underlying lymphoma5. Pseudolymphomatous 
folliculitis (PLF) is a rare variant of cutaneous 
pseudolymphoma which sometimes mimics 
cutaneous lymphoma6. PLF is unique in the clinical 

Figure 2. Histopathologic examinations of the skin biopsy showed a dense lymphocytic infiltrate that infiltrated a dilated hair follicle (H & 
E, × 40).
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and histopathological features compared with 
other cutaneous pseudolymphomas7. Clinically, 
it presents as a solitary dome-shaped or flat-
elevated nodule and the most common sites of 
involvement are the face, scalp, and trunk. It is 
sometimes difficult to differentiate from primary 
malignant cutaneous lymphoma8. It is characterized 
by a dense infiltrate, predominantly perifollicular 
and periadnexal, and is typically mixed, with a 
predominance of T or B cells. Lymphocyte atypia 
may be seen. Hyperplastic and distorted hair 
follicles, with blurring of the dermal-epidermal 
junction, are seen. Characteristically, the infiltrates 
of CD1a+/S100+ mononuclear cells surround and 
infiltrate the distorted follicles3. A diagnosis of 
PLF is made based on hypertrophic hair follicles, 
perifollicular S100+ and CD1a+ dendritic cells, and 
negative clonal gene rearrangement study findings. 
Moreover, the distribution of CD1a+ dendritic cells 
around hair follicles is not a diagnostic feature of 
the cutaneous lymphomas8. Dermatologists should 
differentiate PLF from primary malignant cutaneous 
lymphoma9. Cutaneous lymphoid hyperplasia is 
a benign, reactive condition and should be first 
treated conservatively. Spontaneous resolution 
may occur without scarring. For persistent lesions, 
topical and/or intralesional corticosteroids may 
be beneficial. Simple excision, cryosurgery, laser 
ablation and radiation therapy are other options3. 

Our patient did not have an appropriate response 
to intralesional corticosteroid, so we performed 
electerosurgery with remarkable results.
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