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Koebner phenomenon was described for the first 
time by Heinrich Koebner in 1876. Development of new 
lesions as a consequence of cutaneous trauma was ob-
served in uninvolved skin of the patient with psoriasis. 
Nowadays it is known that the Koebner phenomenon 
(also called isomorphic response) can be present in 
a variety of dermatoses including lichen planus, vitiligo, 
erythema multiforme, Darier disease and lichen striatus 
[1–3]. There are very few literature reports about the Koe-
bner phenomenon in systemic or cutaneous lupus ery-
thematosus (CLE) [4–9]. 

The aim of the study is to present the case of the 
Koebner phenomenon as a consequence of scratching 
in a patient with hypertrophic disseminated chronic CLE 
(CCLE). 

A 53-year-old female patient was admitted to the De-
partment of Dermatology due to multiple hyperkeratotic, 
erythematous lesions located on the scalp, face, upper 
part of the trunk and upper extremities. The patient was 
diagnosed with discoid lupus erythematosus (DLE) in 
2010. Past treatment involved moderate and high po-
tency topical steroids and 250 mg of chloroquine orally 
for several years. Recently she received oral methylpred-
nisolone, but despite increasing the daily dose from 4 mg 
up to 16 mg, the disease was progressing continuously. 

Physical examination on the day of admission re-
vealed linear atrophic scars with peripheral inflammation 
within the skin of the trunk. Arrangement of the lesions 
suggested repetitive excoriations (Figure 1 A). Moreover 
numerous erythematous and hyperkeratotic, nodular le-
sions were found on the trunk and upper extremities. The 
most severe and painful skin lesions with the verrucous 
surface, fissures, recurrent bleeding and features of su-

perinfection were located on the hands (Figure 1 B). Scar-
ring alopecia on the scalp was present. Mucous mem-
branes were not affected. The patient complained about 
pruritus and admitted to scratching. She also reported 
paraesthesia of the fingers.

Complete blood count was normal, except thrombo-
cytosis (445 × 103/μl; normal range: 400 × 103/μl). Labora-
tory testing showed an increased erythrocyte sedimen-
tation rate (77 mm/h; normal range: 0–12 mm/h) and 
C reactive protein (14.8 mg/l; normal range: 0–5 mg/l). 
C3 complement was decreased (0.083 g/l; normal range: 
0.1–0.4). Autoantibody screening revealed positive anti-
nuclear antibodies (ANA) with a titre of 1 : 640, with no 
particular subtype found. The following tests were nega-
tive: lupus anticoagulant, anticardiolipin antibodies IgM, 
IgG, anti-2-glycoprotein IgM, IgG, rapid plasma reagin. 
24-urine collection was done but no significant protein-
uria was found (0.2 g/day; normal range: 0.15 g/day).

Radiological imaging: chest X-ray and abdominal ul-
trasound showed no significant abnormalities. 

Punch biopsy was taken for microbiological exami-
nation to exclude tuberculosis cutis. Direct preparation 
and culture revealed no mycobacteria. Additionally the 
real-time PCR test showed no DNA of Mycobacterium tu-
berculosis. QuantiFERON TB Gold test also was negative. 

Another punch biopsy was taken for the histopatho-
logical examination, which confirmed the diagnosis of 
hypertrophic CCLE. The characteristic features were: 
epidermal thickening with the pseudoepitheliomatous 
hyperplasia, vacuolation and necrosis of basal keratino-
cytes, with the presence of subepidermal fissures and 
quite abundant, diffused lymphocytic and histiocytic in-
filtrates beneath the epidermis.
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The treatment with chloroquine in the dose of 250 mg 
and acitretin of 25 mg was introduced, along with topical 
steroids. The previous methylprednisolone treatment has 
been maintained, but with a gradually reduced dose down 
to 4 mg daily. The follow-up examination was performed 
after 6 weeks of treatment. Marked improvement of the 
clinical condition was visible with the flattening and par-
tial regression of skin lesions as a result (Figure 2). Accord-
ing to the patient also the itching sensation has been re-

duced. As the tolerability and no adverse effects appeared, 
the treatment has been continued. 

 CLE. It is characterized by irregular epidermal hyperpla-
sia and hyperkeratosis. In this case the differential diagnosis 
included tuberculosis cutis, keratosis lichenoides chronica 
and hypertrophic actinic keratosis. Some of the lesions re-
sembled disseminated warts. Also excluding the squamous 
cell carcinomas and multiple keratoacanthoma seems to be 
significant. 

Koebner phenomenon is a well-known symptom which 
can be present in many dermatoses (Table 1), however it has 
been rarely described in LE (Table 2).

Pathogenesis of CLE is multifactorial and includes genet-
ics, innate and adaptive immune response and environmen-
tal triggers [4]. There are few literature reports about new 
CLE lesions provoked by cutaneous trauma, UV-exposure 
[5–7], tattoos [8, 9], heat [10], herpes zoster [11] or nickel 
contact dermatitis [12]. In the reported case presumably skin 
lesions were a result of scratching as pruritus is frequently 
observed in CLE. According to the Multicenter, Multinational 
Cross-Sectional Study about Prevalence of Pruritus in Cuta-
neous Lupus Erythematosus, 100% of patients with hyper-

Figure 1. A – Koebner phenomenon – linear atrophic scars with peripheral inflammation on the trunk, B – hypertrophic, 
nodular lesions with the verrucous surface on the dorsal hands characteristic of hypertrophic CCLE, C – infiltration and 
erythematous lesions on the face on the day of admission, D – flattening and partial regression of skin lesions after 
6-week treatment
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Table 1. Dermatoses with Koebner phenomenon 

Psoriasis

Lichen planus

Vitiligo

Erythema multiforme

Darier’s disease

Lichen striatus

Lichen sclerosus

Warts
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trophic CCLE were complaining about the pruritus. Also the 
intensity of pruritus in patients with hypertrophic CCLE was 
the highest among all CLE subtypes [13]. 

The Systemic Lupus International Collaborating Clinics 
(SLICC) criteria were used to determine the diagnosis of sys-
temic lupus erythematosus (SLE) [14]. One clinical (CCLE) 
and two immunologic (ANA and low C3 complement) crite-
ria were fulfilled. Due to neurologic symptoms the patient 
was referred to the neurologist. Because of the poor com-
pliance (the patient did not deliver results of consultation) 
neither excluding nor establishing the diagnosis of SLE was 
possible. 

As to date, no drugs have been specifically approved 
for CLE, however retinoids seem to be particularly useful in 
cases of hypertrophic forms of CLE. According to current rec-
ommendations, the use of acitretin or isotretinoin in a dose 
of 0.2–1 mg/kg/day, especially in addition to anti-malarials 
in the cases of hypertrophic CCLE is advised [14–16]. In this 
case, results of 6-week treatment showed significant im-
provement.

In conclusion, the Koebner phenomenon rarely occurs 
in LE, but can be observed in CLE. It is possible that a com-
mon subjective symptom of CLE – pruritus and repetitive 
scratching could contribute to developing new skin lesions. 
Antipruritic therapy can be considered in the treatment-
resistant patients with CCLE.
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