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Case Report
Lichen Striatus in Two Adults
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Abstract

Observation: Lichen Striatus (LS) is an uncommon dermatosis characterised by a linear inflammatory
papular eruption. It's frequently seen in children. It was reported in adults rarely. It usually consists of
asymptomatic pink-purple papules located on either of the extremities. Pruritus may be seen rarely.
Disease which can involve nails, have the feature of spontaneous regression. Although its etiology
is not to be completely known; it is thought that it is an immunological response triggered by
infections, environmental factors, frauma, pregnancy, vaccine and medications. We presented 65-
year-old male and 55-year old female patients. Both patients applied to our polyclinic with eruption
which onset suddenly and progress rapidly that is going on for 2-3 months. Lesions located on legs
in male patient and on the leg and umbilicus in female patient. Lesions were located on Blaschko's
lines but there were cuts in streaks. Nail examinations were normal. Male patient complained of
pruritus. There was no vaccine, infection and tfrauma history in the patients. They had drug usage
history due to hypertension and ischemic heart disease. There was no similar disease history in their
family. It was the first applications of the patients. Punch biopsy was conducted. They were
diagnosed as lichen striatus based on clinical and histopathological findings. Topical corticosteroid
cream therapy was started to patients and they were monitored. These cases were presented on
the purpose of emphasizing LS should be kept in mind in adults in differential diagnosis of linear
lesions.

Introduction

Lichen striatus is an uncommon inflamma-
tory disease that has characteristic of spon-
taneous regression within a year generally. It
frequently presents with linear papules that
are located on the extremities. Generally, it
regress spontaneously within years. This der-
matosis frequently affects children and is ra-
rely seen in adults [1, 2].

Case Reports

Case 1: 65-year-old male patient applied with
complaints of rash in the left leg that started two
months ago. There was no family history. His
physical examination was normal. In his dermato-
logical examination, pink-purple lichenoid papules

that spreading from his left ankle to his thigh, was

present (Figure 1).

Case 2: 54-year-old female patient applied with
complaints of sudden onset rash in her right leg
and on her umbilicus two months ago. She had
drug usage history with diagnosis of hyperten-
sion. There was no one with similar complaint in
her family. Her physical examination was normal.
In her dermatological examination, linear-distribu-
ted lesion that formed of pink-purple papules was
monitored (Figure2). The eruption had been star-
ted on her right ankle and extended to her thigh.
The lesions on her umbilicus were arranged as a

linear patern also (Figure 3).
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Figure 1. Pink-purple lichenoid papules on the leg

Figure 3. Pink-purple lichenoid papules arranged as
a linear patern

Discussion

Lichen striatus is an inflammatory disease
that follows Blaschko’s lines. It forms from 2-
4 mm-sized pink-purple papules. It can also
present with hypopigmented macules. Gene-
rally, there is no complaint of pruritus. Uni-
lateral extremity involvement is frequent.
Involvement of face and another region of the
body were also reported. In some reports bila-
terally or widespread lesions were also repor-
ted. It is frequently seen in pre-school
children. In the study presented by Hauber
and et al. [1] there were 12 patients and 9 of
them were male. But when looked at the other
series it was reported that LS is more frequent
in women. Postinflammatory hypo-hyperpig-
mentation can stay. Recurrence rarely occurs
and generally reported in adult cases [1,2,3,
4]. Nail involvement was reported in limited

Figure 2. Linear-distributed lesion that formed of
pink-purple papules

Figure 4. Hyperkeratosis, hypergranulosis, wedge
shaped acanthosis and spongiosis

cases as onychodystrophy and longitudinal
ridging. [1, 5, 6]. Its etiology is not known.
Involvement of Blaschko’s lines indicates post-
zigotic somatic mosaicism. But, affected gen
has not been known yet. Infections, environ-
mental factors, trauma, pregnancy, atopy,
vaccine and medications are accused in pat-
hogenesis [7,8,9].

In the available literature case series about
adult LS contains at least 3 patients [4]. In
these case reports LS was reported more fre-
quent in adult women. Occurrence of LS in
adults had been reported after hepatitis B vac-
cine [7], after allogenic peripheric stem cell
transplantation [9] and after solarium [10]. In
these cases involvement sides were face-neck,
upper extremity, trunk and lower extremity
and frequency of trunk involvement was also
noticeably [4, 7, 9, 10].
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In differential diagnosis, dermatoses that sho-
uld be most frequently considered are linear
psoriasis, linear Darier’s disease, linear lichen
planus and inflammatory linear verrucous epi-
dermal nevus (ILVEN). Skin biopsy is perfor-
med for distinguish this disease from other
linear dermatoses [1]. A 4 mm punch biyopsy
was taken from patients. In histopathological
examination hyperkeratosis, hypergranulosis,
wedge shaped acanthosis and spongiosis were
monitored. Dyskeratotic cells were present in
all layers of epidermis. Band shaped infiltra-
tion of mononuclear inflammatory cells in the
upper dermis was seen and this inflammasyon
produced degeneration in epidermal basal
layer (Figure 4). In the differantial diagnoses
according to its histopathological findings it
can be easily differed from linear psoriasis.
ILVEN is always pruritic and does not regress
spontaneously. Another diagnosis to take into
consideration is 'Adult Blaschkitis’ (AB). If LS
occurs in advanced age the diagnosis of adult
blaschkitis has to be considered. As AB and
LS show many similarities clinical and histo-
patological some authors believe that LS is the
equivalent of adult blaschkitis in childhood
[11]. Some suggest that these two diseases are
different entities [12]. Because of frequent
trunk involvement in adult blaschkitis and lic-
henoid infiltration on histopathological exami-
nation we did not think AB in our patients. We
diagnosed our patients as LS according to cli-
nicopathologic correlation.

LS is usually an asymptomatic and self-limi-
ting disorder. Because of these reasons there
is no need to treat. If there is pruritus treat-
ment is essential then. Successful results
were informed with topical corticosteroids
and topical calcineurin inhibitors in the tre-
atment [3, 4].

We presented a female and a male , two adult
patients in there. Their ages were 65 and S55.
Both patients did not have nail involvement.
They had drug usage history because of isc-
hemic heart disease and hypertension. Topical
corticosteroid treatment was started to pati-
ents and they were monitored. Female pati-
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ent’s complaint recovered 3 months later after
treatment, but male patient did not respond to
the treatment.

Limited cases in adults are presented in lite-
rature. We stress in this report that when an
eruption in a linear pattern especially on ext-
remities we must think LS.
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