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SSeborrheic dermatitis (SD) is a common 
dermatologic disorder with a prevalence of 
approximately five percent, most often seen in 
young adult and elderly men.1 Patients typically 
present with symmetrical, well-demarcated 
red patches and plaques with overlying yellow 
greasy scale and potential symptoms of burning 
and pruritus. Distribution is most common in 
areas rich in sebaceous glands such as the scalp, 
eyebrows, and glabella.2 A petaloid variant of SD 
is not uncommon in African-American patients, 
presenting as scaly, polycyclic coalescing rings 
in characteristic areas of the face and chest. 
We present a case of a uniquie variant of SD in 
a young adult African-American woman, who 
presented with progressive facial papules.

 
CASE VIGNETTE

A 30-year-old African-American woman 
presented with a three-year history of a 
progressively worsening rash on her face, 
characterized by dark-colored lesions with 
periodic background scaling, burning, and 
pruritus. She was previously treated with an 
unspecified shampoo and topical product 
prescribed by an outside dermatologist without 
significant improvement. The patient had 
a history of hypothyroidism, asthma, mild 
eczema, and severe environmental allergies. 

Physical examination revealed 
hyperpigmented, flattened granulomatous 
papules, at times confluent into plaques, 
and mild background scaling located on the 
temples, lateral malar cheeks, and nasal ali 
bilaterally. Minimal to no scaling or erythema 
was present in the scalp, perinasal grooves, or 
nasolabial folds. A punch biopsy was obtained 
from the left malar cheek and histopathologic 
features were consistent with seborrheic 
dermatitis  (Figure 1).

A regimen of topical desonide 0.05% 
cream twice daily to affected areas and zinc 
pyrithione shampoo as a face wash daily was 
initiated. After four weeks of uninterrupted 
therapy, the patient reported a significant 
improvement in lesion appearance and 
reductions in scaling, erythema, pruritus, and 
burning (Figure 2).

DISCUSSION 
Although the etiology of SD is unclear, 

the skin commensal yeast, Malassezia, and 
its proinflammatory metabolites have been 
implicated.2 Topical antifungal treatments have 
been shown to produce significant decreases 
in the cutaneous yeast population, correlating 
with marked visible and symptomatic 
improvements in SD.3 Topical therapy is 
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generally effective and well tolerated. First-
line therapies include topical corticosteroids 
and antifungals in various vehicles.4 Topical 
corticosteroids have been shown to be an 
effective treatment for SD independent of 
steroid potency.5 Other therapies include 
calcineurin inhibitors and lithium salts.

The clinical presentation of this patient 
placed cutaneous sarcoidosis, discoid cutaneous 
lupus erythematosus, and SD at the top of the 
differential diagnoses. Cutaneous sarcoidosis, 
seen in 9 to 37 percent of patients with 
sarcoidosis and a potential presenting sign of 
systemic disease, is often characterized by facial 
non-scaly, mildly symptomatic papules that 
might coalesce into annular or non-annular 
plaques.6–9 Although her skin type, clinical 
distribution, lesion appearance, and past failure 
to improve with topical medications favored 
cutaneous sarcoidosis in our patient, the 
associated scaling and symptoms favored SD.

 CONCLUSION
Progressive facial papules mimicking 

cutaneous sarcoidosis is a unique–but likely 
underreported–treatment-responsive variant of 
SD that might be more likely to be encountered 
in African-American patients. 
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FIGURE 1. Hematoxylin and eosin stain, 10x. Histopathology demonstrating subacute spongiotic dermatitis with hyperkeratosis, 
psoriasiform hyperplasia (granular layer intact), focal neutrophilic serum crust, patchy and perifollicular parakeratosis, and a 
superficial perivascular and periadnexal lymphohistiocytic infiltrate

FIGURE 2. A) Before and B) four weeks following the use of topical desonide therapy for scattered progressive facial papules, 
with significant improvement in symptoms and clinical appearance
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