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Rezumat

Pseudopelada Brocq este o alopecie cicatriciald
limfocitard cronicd cu evolutie lent progresivi a cdrei
etiopatogenie exactd rdmdne necunoscutd. Descrisi de
Brocq in 1905 se caracterizeazd prin plici alopecice,
atrofice, netede, cu absenta foliculilor pilosi, rotunde sau
ovale, de obicei neinflamatorii, de culoare albd sidefie,
asimptomatice, localizate la nivelul vertexului si zonelor
parietale ale scalpului dind aspectul de ,en empreinte de
pas dans la neige”. Dermatoscopia confirmd absenta
foliculilor pilosi si a inflamatiei perifoliculare si
hiperkeratozei. Histopatologia este nespecificd, initial fiind
prezent un infiltrat limfocitar peripilar si perivascular
pentru ca in stadiul tardiv si apard o fibrozd dermicd cu
distrugerea foliculului pilos. Diagnosticul diferential se
face cu pelada si cu alopeciile cicatriciale: lupusul
eritematos cronic, lichenul plan pilar, alopecia cicatriciald
centrifugd, etc. Tratamentul se efectueazd in principal cu
dermatocorticoizi, triamcinolon acetonid intralezional, iar
corticoterapia generald, ciclosporina si micofenolatul
mofetil se impun in fazele acute ale bolii.

Cuvinte cheie: pseudopeladd, pelada, alopecie
cicatriciald, lichen planopilar, lupus eritematos discoid
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Summary

Pseudopelade of Brocq is a chronic, slowly progressive,
lymphocytic cicatricial alopecia whose exact etiology
remains unknown. Described by Brocq in 1905
pseudopelade is characterized by asymptomatic, porcelain
white or ivory, round or oval, atrophic plaques, with smooth
surface without hair follicles, usually noninflammatory,
localized on the vertex and parietal areas of the scalp giving
the appearance of ,en empreinte de pas dans la neige”.
Dermoscopy confirm the absence of hair follicles and
perifollicular  inflammation — and  hyperkeratosis.
Histopathology is usually nonspecific, in early-stage
showing a perifollicular and perivascular lymphocytic
infiltrate, and in the late-stage a dermal fibrosis with
destruction of the hair follicle. The differential diagnosis is
made with alopecia areata and cicatricial alopecia: discoid
lupus erythematous, lichen planopilaris, central centrifugal
cicatricial alopecia, etc. The treatment is mainly made with
topical  corticosteroids, intralesional  triamcinolone
acetonide and in the acute stages of the disease systemic
corticosteroids, cyclosporine and mycophenolate mofetil are
required.

Key words: pseudopelade, pelada, cicatricial alopecia,
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Pseudopelada Brocq (PPB) este o alopecie
cicatriciald limfocitard cronicd cu evolutie lent
progresivd a carei etiopatogenie exactd ramane in
continuare necunoscutd [1, 2]. PPB reprezinta
intre 10% si 40% din ansamblul alopeciilor
cicatriciale limfocitare [3, 4]. Alopecia cicatriciala
primard a fost denumitd ,pseudopeladd” de
Brocq datoritd asemanarii cu pelada. In 1905
Brocq, Lenglet si Ayrignac [5], observand la 29 de
pacienti caracterele clinice ale PPB, trag concluzia
ca pseudopelada este o entitate nosologica
distincta. Aceastd parere nu este Insd acceptatd in
unanimitate, existind autori care considerd PPB o
formd evolutivd a altor alopecii cicatriciale
primare precum lichenul plan pilar (LPP) sau
lupusul eritematos cronic (LEC) [6, 7] sau stadiul
final al mai multor alopecii cicatriciale (état
pseudopeladigue) [8]. Exista si autori care considera
termenul de pseudopeladd depasit, in opinia lor
acesta trebuind si fie abandonat [9, 10, 11].

Brocq si alti autori considera ca si
caracteristici clinice ale PPB prezenta placilor
atrofice, ovale sau rotunde, de coloratie alb-
sidefie, fara prezenta semnelor inflamatorii. In
schimb, Braun-Falco si colab. [12], observand 26
de pacienti diagnosticati cu PPB, gasesc prezenta
eritemului in cursul evolutiei bolii la majoritatea
acestora (86%), iar la examenul histologic sunt
prezente aspecte de LEC si LPP la 33% dintre
acestia. La fel si Amato si colab., [13] gasesc la 36
de pacienti diagnosticati cu PPB la examenul
histologic in stadiile timpurii ale afectiunii aspect
de LEC si LPP la 69% dintre acestia. North
American Hair Research Society defineste PPB
prin prezenta pldcilor alopecice discrete, netede,
de coloratia carnii (flesh-toned), fard prezenta
hiperkeratozei foliculare sau inflamatiei
perifoliculare [14]. Se remarcd lipsa mentiondrii
atrofiei dar mentionarea coloratiei cdrnii pentru
includerea pacientilor negri la care aspectul clasic
alb-sidefiu lipseste.

In patogenia PPB sunt incriminati o serie de
factori precum natura autoimund a afectiunii,
infectia cu Borrelia [15] sau imbaétranirea
prematurd a rezervorului de celule stem
foliculare.

PPB este caracterizata clinic prin prezenta de
placi alopecice de dimensiuni mici, rotunde sau
ovale, de obicei neinflamatorii, de culoare alba
sidefie sau de culoarea cdrnii. Plicile sunt
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Pseudopelade of Brocq (PPB) is a chronic
lymphocytic cicatricial alopecia with a slowly
progressive evolution, whose exact etiology
remains unknown [1, 2]. PPB represents between
10% and 40% of all lymphocytic cicatricial
alopecia [3, 4]. Primary cicatricial alopecia was
named , pseudo-pelade” by Brocq because of the
resembling with pelada. In 1905 Brocq, Lenglet
and Ayrignac [5], noticing the clinical
characteristics of 29 patients with PDB, conclude
that the pseudopelade is a distinct nosological
entity. However, this opinion is not unanimously
accepted, some authors considering it to be an
evolutionary form of other primary cicatricial
alopecia like lichen planopilaris (LPP), discoid
lupus erythematosus (DLE) [6, 7] or the end-stage
of several cicatricial alopecia (état pseudo-
peladique) [8]. There are authors who consider
the term ,pseudopelade” exceeded and in their
opinion it should be abandoned [9, 10, 11].

Brocq and other authors consider the clinical
characteristics of the PPB to be the presence of
oval or round, porcelain white, atrophic plaques,
without any inflammatory signs. On the contrary,
Braun-Falco et al. [12], observing 26 patients
diagnosed with PPB, find that the majority of the
patients (86%) presented erythema during the
disease’s progression and histologically where
found aspects of DLE and LPP in 33% of patients.
Also Amato et al. [13] found in 36 patients
histological diagnosed with PPB in the early
stages histological appearance of DLE and LPP
(69% of patients). North American Hair Research
Society defines PDB by the presence of smooth,
discrete, flesh-toned alopecia plaques, without
the presence of follicular hyperkeratosis or
perifollicular inflammation [14]. It is noted that
the atrophy is not mentioned, but there is the
mentioning of flesh-toned coloration for
including the african-american patients in which
the pearly-white classic aspect is missing.

A number of factors are incriminated in PPB’s
pathogenesis such as the autoimmune nature of
the disease, Borrelia infection [15], or premature
aging of reservoir follicle stem cells.

PPB is clinically characterized by the
presence of small round or oval, alopecic plaques,
usually non-inflammatory, of porcelain-white or
flesh-toned color. The plaques are atrophic,
smooth, with no hair follicles, usually




atrofice, netede, cu absenta foliculilor pilosi, de
obicei asimptomatice (fig. 1). Uneori In momentul
aparitiei, pldcile pot fi roze, uneori discret
edematoase sau chiar scuamoase. Vertexul si
zonele parietale ale scalpului sunt de obicei
afectate, observandu-se insa si alte localizari.
Brocq a descris trei aspecte clinice ale PPB: mici
placi diseminate pe suprafata scalpului, pldci
mari sau combinarea celor doud forme clinice.
Initial plécile sunt de dimensiuni mici, mdsurand
intre 5 si 10 mm, fiind similare unui bob de linte
(une petite lentille) grupate pe aceeasi regiune si
avand aspectul amprentei pasilor pe zdpada (en
empreinte des pas dans la neige) sau amprentei
extremitdtii degetelor in faind (en empreintes de
'extrémité des doigts dans la farine).

In evolutie pot aparea numeroase plici mici
dand aspectul de confetti, posibilitatea extinderii
reticulate a leziunilor lenticulare sau coalescenta
placilor mici in placarde mari alopecice cu
margini neregulate sau policiclice cu dimensiuni
de cativa centimetri, uneori inconjurate de placi
mici satelite. In faza activd a bolii firele de par
situate In periferia pldcilor pot fi smulse usor
(pull test pozitiv). Se pot observa fire de par
grupate sau izolate pe suprafata placardelor
alopecice, deseori urmarea fuziunii a doud pléci.
Au fost publicate si doud cazuri de PPB a barbii
[4].

Dermatoscopia confirmd absenta foliculilor
pilosi in centrul placii si a inflamatiei perifoli-
culare si hiperkeratozei foliculare caracteristice
LPP.

Clinic evolutia bolii este insidioasa si lent
progresivd in decursul anilor cu aparitia de placi
noi si ulterior confluarea acestora. Pacientii
descopera alopecia intdmplator, acestia negasind
pdr pe piaptdn sau perie cum remarca Degos [3].
Alopecia este definitivd, procesul evolutiv
oprindu-se spontan dupd cativa ani [1, 3].
Evolutia rapidd este neobisnuita [5, 16].

Histopatologic modificarile prezente in acest
context sustin ca PPB rdmane un diagnostic de
excludere. In leziunile recente apare un infiltrat
limfocitar moderat peripilar si perivascular, zona
de interfatd nefiind afectata. Ulterior apare atrofia
epidermului infundibular si hiperplazia lamelara
concentricd ,in foi de ceapd” (en oignon) in jurul
portiunii superioare a foliculului pilos. Glandele
sebacee sunt initial reduse in dimensiuni cu
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asymptomatic (fig. 1). Sometimes, when they
appear, the plaques may be pink, sometimes
discreetly edematous or even squamous. The
vertex and the parietal areas of the scalp are
usually affected, other locations are also
observed. Brocq described three clinical aspects
of PPB: small plaques disseminated on the scalp,
large plaques or combining the two clinical
forms. Initially the plaques are small, measuring
between 5 and 10 mm, similar to a grain of lentil
(une petite lentille) grouped in the same area and
having the appearance of footprint in snow (en
empreinte des pas dans la neige) or fingerprint on
flour (en empreintes de I'extrémité des doigts dans la
farine).

Numerous small plaques may develop in
evolution of the condition resulting in a confetti-
like distribution, reticular extension of lenticular
lesions or coalescence of small plaques into large
plaques with irregular or polycyclic borders, of
few centimeters in size, sometimes surrounded
by small satellite plaques. In the active phase of
the disease, hairs located in the peripheral area of
the plaque can be easily pulled out (positive pull
test). Grouped or isolated hairs can be seen on the
surface of the alopecic plaques, often following
the merger of two plaques. There were also
published two cases of beard PPB [4].

Dermatoscopy confirms the absence of hair
follicles in the center of alopecic plaque,
perifollicular inflammation and follicular
hyperkeratosis characteristic to LPP.

The clinical course of PPB is insidious and
slowly progressive over the years with the
occurrence of new plaques and subsequently
with their confluence. Patients accidentally
discovers alopecia, these could not find hair on
the comb or hairbrush as Degos noticed [3].
Alopecia is definitive, the evolutive process
spontaneously stops after a few years [1, 3].
Rapid progression is extremely uncommon [5,
16].

Histopathologically, the changes present in
this context claim that the PPB remains a
diagnosis of exclusion. In early stage lesions a
moderate perifollicular lymphocytic infiltrate
appears, but the interface area is not affected.
Subsequently, the infundibular epithelium
atrophy occurs and the concentric lamellar
hyperplasia ,in onion” (en oignon) around the
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disparitie ulterioara. In stadiul tardiv se observa
o fibrozda dermicd longitudinald cu extindere
subcutanatd pentru ca in final foliculul
pilosebaceu sd fie distrus in totalitate (fig. 2).
Atrofia epidermicd subliniatd de Brocq si colab.
[5] nu a fost observata de alti autori. Persistenta
fibrelor elastice in partea inferioara a foliculului
reprezintd un semn valoros in diferentierea PPB
de LEC si LPP. Practicarea mai multor biopsii este
uneori necesard pentru stabilirea diagnosticului.

Imunofluorescenta directd efectuatd din
marginea unei leziuni este negativa, putand
surprinde uneori depozite granuloase de IgM
de-a lungul infundibulului folicular.

In privinta diagnosticului diferential la
debutul PPB acesta trebuie fdacut cu pelada.
Aceasta este o alopecie necicatriciala aparand
orificiile pilare vizibile Indeosebi la dermato-
scopie, observandu-se si prezenta punctelor
galbene (yellow dots) (fig. 3).

In evolutie diagnosticul diferential trebuie

facut cu alte alopecii cicatriciale precum:

a) Lupusul eritematos discoid care debu-
teazd sub forma de papule si placi
eritematoase cu extindere centrifugd si
formarea de pldci eritematoase de
aspectul unor monezi cu prezenta
dopurilor foliculare si scuamelor ade-
rente uneori hiperkeratozice (fig. 4). In
evolutie eritemul diminueaza treptat cu
prezenta  atrofiei, telangiectaziilor,
depigmentdrii si disparitiei ostiilor foli-
culare. Dermatoscopia evidentiaza in
LEC prezenta de mega points (globi
cornosi) in zonele vechi active, a
telangiectaziilor, a micilor puncte rosii
foliculare (in zonele recente), a scuamelor
groase si discromice.

b) Lichenul plan pilar se prezintd sub forma
de placi mici multifocale cu evolutie
centrifugd si posibilitatea confluarii lor.
Eritemul perifolicular, papulele violacee
sau brune si hiperkeratoza foliculara
spinoasa sunt de asemenea prezente fiind
insotite de cdderea parului si prurit (fig.
5). Dermatoscopia evidentiaza inflamatia
roza peripilara (aspect de jeleu de fructe)
in jurul orificiului pilar si descuamarea
peripilard. Examenul anatomopatologic
si imunofluorescenta cutanatd efectuate
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upper portion of the hair follicle. The sebaceous
glands are initially reduced in size but
subsequently these may disappear. In the late
stage there is a longitudinal dermal fibrosis with
subcutaneous extension and finally the pilo-
sebaceous follicle is completely destroyed (fig. 2).
Epidermal atrophy noted by Brocq et al. [5] has
not been remarked by other authors. The
persistence of elastic fibers in the bottom of the
hair follicle is a valuable sign in differentiating
PPB of DLE and LPP. Sometimes multiple
biopsies are required for diagnosis.

Direct immunofluorescence performed from
the border of a lesion is negative, but sometimes
it can reveal IgM granular deposits along the
follicular infundibulum.

Regarding the differential diagnosis, in the
early stage of PPB it must be done with pelada.
This is a noncicatricial alopecia, the hair orifices
are visible particularly in dermatoscopy, also
observing the presence of yellow dots (fig. 3).

In evolution of PPB, the differential diagnosis
must be made with other cicatricial alopecia such
as:

a) Discoid lupus erythematosus which
starts as erythematous papules and
plaques with centrifugal extension and
erythematous plaques formation with
coin-like appearance, with the presence
of follicular plugs and adherent and
sometimes hyperkeratotic scales (fig. 4).
In evolution, the erythema with presence
atrophy gradually diminishes with
atrophy, teleangiectasias, depigmentation
and disappearance of follicular ostium.
DLE dermoscopy highlights the presence
of mega points in still active old areas,
teleangiectasias, follicular small red spots
(in recent areas), thick and dyschromic
scales.

b) Lichen planopilaris presents as small
multifocal plaques with centrifugal evo-
lution and possibly plaque confluation.
Perifollicular erythema, violaceous or
brown papules and spinous follicular
hyperkeratosis are also accompanied by
hair loss and itching (fig. 5). Dermato-
scopy highlights a pink peripilar
inflammation (appearance of fruit jelly)
around the hair orifice perifollicular
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Figura 1 — Pseudopelada — aspect clinic Fiqura 2 — Pseudopelada — aspect histopatologic
Figure 1 — Pseudopelade — clinical appearance Figure 2 — Pseudopelade — histopathological appearance

Figura 4 — Lupus eritematos discoid al scalpului — aspect
Figura 3 — Pelada scalpului — aspect clinic clinic

Figure 3 — Pelada of the scalp — clinical appearance Figure 4 — Discoid lupus erythematosus of the scalp -
clinical appearance

Figura 5 — Lichen plan pilar al scalpului — aspect clinic
Figure 5 — Lichen planopilaris of the scalp - clinical
appearance
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din marginea unei leziuni ajutd la
stabilirea diagnosticului de LPP.

c) Alopecia cicatriciald centrald centrifugd
afecteazd In special femeile de rasa
neagrd prezentand cateva caracteristici
ale PPB. Afecteaza vertexul scalpului prin
aparitia de pldci cicatriciale cu extindere
centrifugd simetricd si lentd fara prezenta
de semne inflamatorii. Cicatricea tegu-
mentara este supld, subtire, de culoarea
cdrnii. Pe zonele cicatriciale se observa
insule de par neafectat. O hiper-
pigmentatie perifoliculard si politrichie
pot fi observate.

d) Alopecia parvimaculata se caracterizeaza
prin aparitia de mici placi dintre care o
parte au evolutie finald spre alopecia
cicatriciald. Placile sunt in general izolate
iar numarul lor este mic. In mod
particular alopecia parvimaculata a fost
descrisd la copii sub formd de epidemie
[17]. Dupad o serie de autori indivi-
dualitatea acestei afectiuni este discu-
tabila.

e) Alte diagnostice diferentiale trebuie
facute cu morfeea, tinea capitis, sifilisul
secundar sau alopecia familiald focald.

Pacientul trebuie sd fie informat asupra
evolutiei cronice a PPB cu distrugerea foliculilor
pilosi si dificultatilor terapeutice existente.
Evolutia lenta, asimptomatici, a PPB fara
prezenta semnelor inflamatorii pune in discutie
alegerea terapiei si posibilitatea urmaéririi
eficientei acesteia. In schimb in faza activi a
evolutiei bolii evidentiata prin ,pull test” pozitiv
si caracterizatd prin pierderea mare de pdar
tratamentul este necesar.

Dermatocorticoizii de nivel 1 (clobetazol
propionat), triamcinolon acetonid (10 mg/ml)
injectat intralezional In marginea placii, o sedinta
la interval de 4-8 saptdamani sunt cele mai
utilizate. Samponul cu propionat de clobetazol
are o indicatie discutabila iar tacrolimusul 0,1% in
pomada pare sd nu fie eficient. Minoxidilul 5% ar
putea duce o ameliorare cosmetica prin
ingrosarea pdrului ramas [2]. In formele active, la
fel ca in LPP, corticoterapia generald administrata
in dozd de 1 mg/kg urmatd de descresterea
treptatd a dozelor pe o perioadd de mai multe
luni poate bloca procesul inflamator, dar de
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desquamation. Histopathological exami-

nation and immunofluorescence per-

formed from the border’s lesion helps
establishing the diagnosis of LPP.

c) Central centrifugal cicatricial alopecia is
a condition that generally affects Afro-
american women presenting some
characteristics of PPB. It affects the vertex
undergoing slowly progressive, centri-
fugal scarring without overt inflam-
mation. The scarred skin is supple, shiny
and flesh-colored. Islands of unaffected
hair may be present within areas of scar.
Perifollicular hyperpigmentation and
polytrichia can be observed.

d) Alopecia parvimaculata is characterized
by the appearance of small plaques, some
of which have final evolution towards
cicatricial alopecia. Plaques are generally
isolated and their number is small. In
particular alopecia parvimaculata was
described as epidemic in children [17]. A
number of authors believe that the
individuality of this condition is
questionable.

e) Other differential diagnoses to be made
in with morphea, tinea capitis, focal
cicatricial alopecia.

The patient must be informed on the
chronic evolution of PPB with the destruction of
hair follicles and on the therapeutic difficulties.
The slow asymptomatic course of PPB without
the presence of inflammatory signs is questioning
the choice of therapy and the possibility of
following the effectiveness. When the condition is
active, marked by positive pull test and
characterized by big hair loss treatment is
necessary.

Superpotent topical corticosteroids (clobe-
tasol propionate), intralesional triamcinolone
acetonide (10 mg/ml), injection to be made at the
border’s lesion, one every 4-8 weeks are the most
used. Clobetasol propionate shampoo has a
questionable indication and tacrolimus ointment
0.1% seems not to be effective. Minoxidil 5%
could result in a cosmetic improvement by
thickening the remaining hair [2]. In active forms,
as well as LPP, general corticotherapy admi-
nistered as 1 mg/kg followed by a gradual
decrease of the doses over a period of several




obicei intreruperea tratamentului este urmata de
recidive. Ciclosporina si micofenolatul mofetil
pot fi si ele utilizate In oprirea procesului
evolutiv. Retinoizii nu au efect, iar eficienta
antipaludicelor de sinteza (hidroxicloroquin in
doza de 200 mg de doua ori pe zi) constatatd de o
serie de autori ramane discutabild [18].

Grefele de par autolog si chirurgia se pot
efectua dupd doi ani de stabilizare a bolii [2].
Thiazolidine-dionele, agonisti selectivi ai
receptorilor activatori ai proliferdrii peroxi-
zomilor gama (PPAR-y) utilizati in diabetul de tip
2, ar putea fi eficiente In LPP.

In concluzie PPB este o alopecie cicatriciala
limfocitara cronica de etiopatogenie necunoscuta
impundnd diagnosticul diferential cu alte
alopecii cicatriciale precum LEC si LPP. Evolutia
lentd, asimptomatica a PPB fara prezenta semne-
lor inflamatorii face ca eficienta tratamentului sa
fie greu de apreciat. Dermatocorticoizii de nivel 1
si triamcinolonul acetonid injectat intralezional
sunt cele mai utilizate, iar in formele active
corticoterapia generald este utilizatd la fel ca siin
LPP.
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