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Introduction. A 14-year-old girl presented to the dermatology clinic with hyperpigmented, depressed
lesions on her bilateral upper extremities and trunk that had been present for 4 years, with more
recent darkening.

History. The patient reported that her lesions were asymptomatic and had never been hard, scaly, or
erythematous. She noted darkening of the lesions on her trunk. She denied recent use of new
medications or personal care products and reported no household contacts with similar findings. She
had no known drug allergies; she took no medications and had a history of seasonal allergies. On
examination, our patient presented with hyperpigmented lesions with well defined “cliff-drop” borders,
meaning the lesions varied in diameter yet all had an abrupt transition between the normal and
affected skin at the entirety of their edges, ranging from 2-8mm in depth. The lesions were distributed
bilaterally on her trunk and upper extremities.’
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Figure 1A-C. Lesion presentation of suspected atrophoderma of Pasini and Pierini is shown.

Diagnostic examination. We diagnosed the patient with Atrophoderma of Pasini and Pierini (APP),
based on the patient’s history and our clinical examination. APP is a cutaneous condition
characterized by dermal atrophy resulting from dermal collagen disorganization®. Although an
infrequent finding, APP commonly presents in adolescence or early adulthood, though cases have
also been reported in older adults, with a documented female-to-male ratio of 6:1 .3 We did not
perform any additional diagnostic testing at the time of the initial presentation given the observational
findings are pathognomonic to APP.


https://www.consultant360.com/flag/flag/save_content/64820/full?destination=/photoclinic/atrophoderma-pasini-and-pierini-therapeutic-challenge&token=5QDFb0LI8XQhmMM1T7oEuapd3McteamMaYw2PBDS27M
https://www.consultant360.com/flag/flag/save_content/64820/full?destination=/photoclinic/atrophoderma-pasini-and-pierini-therapeutic-challenge&token=5QDFb0LI8XQhmMM1T7oEuapd3McteamMaYw2PBDS27M
https://www.consultant360.com/taxonomy/term/145698
https://www.consultant360.com/taxonomy/term/79199
https://www.consultant360.com/issue/volume-66-issue-6-june-2026
https://www.consultant360.com/
https://www.consultant360.com/

Differential diagnosis. The differential diagnosis included several diagnoses with similar cutaneous
dermatologic presentations, which were ultimately ruled out based on specific features of the
patient’s physical presentation (Table 1). Anetoderma was considered due to the lesions' atrophic
nature and pigment changes.® However, the sharply demarcated cliff-drop borders made this
diagnosis less likely, as anetoderma typically presents with localized areas of flaccid skin. In addition,
Atrophoderma of Moulin (LAM), which presents with similar atrophic band-like lesions, was also
considered.® However, LAM presents with lesions following lines of Blaschko unilaterally, and our
patient had a bilateral distribution of atrophic lesions.® Furthermore, a diagnosis of lupus panniculitis
was ruled out due to the lack of painful subcutaneous nodules. While nodules can lead to atrophy or
scarring, our patient’s lesions were too diffuse to be explained by a single (or several) focal nodules,
and the lack of active nodules made this diagnosis less likely.'? Lastly, linear localized morphea was
explored, as this diagnosis can present, with hyper- and hypopigmented lesions distributed similarly.
However, we ruled out this diagnosis because there was no dermal thickening or sclerosis, which are
characteristic of linear localized morphea.

Table 1. Distinguishing APP from similar skin disorders

Diagnosis Morphology Color Distribution
APP'® Sharply demarcated non- | Hyperpigmented, Trunk, upper,
indurated, depressed brown, gray, and lower
plaques violaceous extremities
Anetoderma’ Well-circumscribed, Flesh-colored, gray, | Trunk and
atrophic, flaccid, white, brown, blue proximal
wrinkled/herniated plaques extremities
or nodules
LAM® Linear patches or plaques | Hyperpigmented Blaschko lines
Lupus Nodules, plaques Erythematous, Adipose dense
panniculitis® violaceous, skin- body areas
toned
Linear Band-like indurated Hyper/hypo Head, neck,
localized plaques pigmented, upper and
morphea’ erythematous lower
extremities




Treatment and management. Although there is no standardized treatment for APP, some cases
have been shown to improve with doxycycline3. However, we elected to start the patient on
calcipotriene 0.005% topical cream to be applied once daily to the affected areas; the patient
preferred to trial topical options and avoid oral medications at the time. The plan included
consideration of doxycycline, hydroxychloroquine, or methotrexate if no improvement was observed.
Additional case reports and literature support the use of doxycycline 200 mg daily to prevent the
appearance of new lesions, as well as evidence supporting the use of topical corticosteroids and
hydroxychloroquine in preventing disease progression'. Although some studies have detected
Borrelia burgdorferi in patients with APP, the evidence for a causal relationship remains limited and
inconclusive. Further research is needed to clarify this potential association before confidently using
tetracyclines as a treatment approach.’

Outcome and follow-up. We subsequently lost the patient to follow-up. Three years later, she
returned to the clinic with the same chief complaint. She reported little-to-no improvement with the
use of calcipotriene 0.005% topical cream, as originally prescribed.

Upon re-examination, the hyperpigmented lesions with cliff-drop borders appeared unchanged in
shape, size, and distribution. There had been no progression or onset of new lesions. We did not
obtain laboratory testing after her initial visit, and we did not order any new laboratory tests. Although
our patient had a biopsy confirmation of APP at another clinic, those results were not available for this
report. Since the patient’s condition was stable, and further biopsy would not change the treatment
plan agreed on, we did not perform an additional biopsy. Often, an initial biopsy of a suspected APP
lesion is performed to rule out similar conditions that may be more progressive and require
aggressive treatment.

Follow-up for the patient was as needed, as her lesions were stable. The overall prognosis for her
APP indicates that lesions often stabilize over time, with spontaneous resolution reported
infrequently. Additionally, the patient did not desire to pursue further treatment options at the time that
had been initially discussed including doxycycline, hydroxychloroquine, and methotrexate for which
there is no standardized dosing in this diagnosis.

Discussion: Atrophoderma of Pasini and Pierini is a rare condition characterized by sharply
demarcated lesions with classic cliff-drop borders. Despite these characteristic features, APP remains
under-recognized and often causes diagnostic confusion among clinicians and pathologists due to its
unclear etiology and variable histopathologic findings.

In our patient’s case, the lesions remained stable over 3 years with no progression or improvement,
even with a trial of topical calcipotriene. This outcome aligns with previously documented cases,
indicating that APP often demonstrates a prolonged course with eventual stabilization but rarely
undergoes spontaneous resolution or significant response to specific therapies.



The etiology of APP remains poorly understood. Histological findings documented in prior reports
show flattening of the rete ridges, fragmentation of collagen fibers,* and dermal thinning.® Notably,
Buechner and Rufi conducted a study evaluating a possible trigger of APP, examining 26 patients
with APP for Borrelia burgdorferi antibodies. They found that 53% had positive IgG titers (compared
to the 14% of the control group), suggesting a potential association.® Although causality cannot be
inferred from this single study, this finding supports further investigation.

A variety of treatment modalities have been trialed with inconsistent results. Topical corticosteroids,
such as those used in our case, have shown limited effectiveness and do not consistently alter
disease progression.® In patients with a suspected B. burgdorferi involvement, oral doxycycline at the
dose 200mg per day has shown some promise in preventing the appearance of new lesions,
although results remain inconclusive.® Other therapies, including hydroxychloroquine or Q-switched
alexandrite laser treatments, have demonstrated potential benefit in select cases but lack large-scale
evidence-based support.

Prognostically, APP tends to follow a slow, indolent course. Lesions often evolve over 10-20 years,
then stabilize, with minimal risk of systemic involvement or serious health consequences. However,
the cosmetic impact can be significant, and treatment responses are variable. Our case contributes to
the growing body of literature by highlighting a stable disease course over 3 years with no
progression, despite minimal therapeutic intervention.

Ultimately, APP remains a poorly understood condition with no standardized treatment guidelines.
Further research is essential to clarify its pathogenesis, explore potential triggers, and identify
effective management protocols.
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