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INTRODUCTION

Lichen planus (LP) was first described in 1869 by Erasmus Wilson.[1] It is mostly seen in adults 
aged 30 to 60 years and affects 0.14 to 0.8% of the population. LP is classified according to the 
location, distribution, and morphology of the lesion and nearly 20 clinical forms have been 
described as eruptive, localized, annular, linear, hypertrophic, nodular, atrophic, bullous, ero-
sive, actinic, palmoplantar, oral and follicular forms.[2]

Linear lichen planus (LLP) is a rare variant of LP characterized by pruritic, lichenoid appear-
ance, violaceous-color papules in a linear pattern. About 0.24 to 0.62% of patients with LP 
have been reported to have LLP. Linear lesions frequently occur in patients with LP and are 
attributed to scratching as a consequence of severe pruritus (Koebner phenomenon).[3] It is 
usually seen in a single lane and is more common than Koebner phenomenon.[4] Involvement 
of the oral mucosa is also common. Lesions may involve other cutaneous (i.e., scalp, hair, and 
nails) and mucosal sites.[5]

Herein, we present two cases with LLP and emphasize the rarity of these cases and the impor-
tance of linear lesions in the differential diagnosis.

CASE REPORT

Case 1 - A 42-year-old man was admitted to our clinic with complaints of itchy eruptions ex-
tending from the back of the right leg to the thigh for about one month. No history of disease, 
trauma, or drug use was reported at the site of the eruptions. His past medical history was 
non-specific, except for hypertension. The patient was on a drug therapy with candesartan/
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hydrochlorothiazide. His family history was non-remark-
able. Dermatological examination demonstrated linear, 
purplish-colored papular lesions extending distally from 
the medial surface of the right thigh of the lower extrem-
ity (Fig. 1). Examination of the oral mucosa, hair, nails, and 
genital mucosa revealed normal findings. Serological tests 
including hepatitis B and C with normal laboratory values 
were negative. A lesion punch biopsy was performed. Light 
microscopic examination of the skin biopsy revealed or-
thokeratosis on the surface. Wedge-shaped hypergranulo-
sis, apoptotic keratinocytes, irregularities at the rete ridges, 
focal vacuolar changes in the dermoepidermal junction, 
and superficial dermis band-like lichenoid chronic inflam-
matory cell infiltration on the epidermis were observed. No 
eosinophilic leukocytes associated inflammatory cells were 
detected. Histopathological findings were consistent with 
LP (Fig. 2). Based on clinical and histopathological examina-
tion, the patient was diagnosed with LLP and local steroidal 
ointment containing clobetasol propionate treatment was 
prescribed. The lesions improved within three weeks leav-
ing post-inflammatory hyperpigmentation.

Case 2 - A 43-year-old woman was admitted to our clinic 
with eruptions on the back of her thigh and leg for about 
six months. The patient did not complain of any itching 
on the area of eruption and reported no previous history 
of trauma or disease. Her medical history and family histo-
ry were non-remarkable and there was no history of drug 
use. On admission, she was on a steroid cream for about 
two weeks which was prescribed by a dermatologist at 
another center. Dermatological examination demonstrat-
ed sporadic post-inflammatory brown-purplish-colored 
macular lesions starting from the posterior surface of the 
left thigh and extending linearly to the posterior surface of 
the leg (Fig. 3). Examination of the oral mucosa, hair, nails, 
and genital mucosa revealed normal findings. Serological 
markers of hepatitis were found to be normal and routine 
laboratory test values were also within normal limits. A le-
sion punch biopsy was performed. Light microscopic ex-
amination of the skin biopsy revealed orthokeratosis and 
papillomatosis on the surface. Mild irregular acanthosis 
and sporadic hypergranulosis were observed on the epi-
dermis. Focal vacuolar changes and lymphocyte exocyto-
sis were detected on the epidermal basal layer. Marked 
melanin incontinence on the superficial dermis and mild 
perivascular lymphocytic infiltration were observed (Fig. 
4). Based on clinical and histopathological examination, 
the patient was diagnosed with LLP and was advised to 
continue with the topical steroid treatment due to im-
provement in the lesions.

DISCUSSION

In cases with LP, linear lesions can be post-traumatically 
seen as widespread generalized eruptions (Koebner phe-
nomenon) and as zosteriforms on herpes infection as the 
Wolf’s isotopic response.[6,7] However, LLP indicates the 
presence of spontaneous LLP lesions which follow Blasch-
ko’s lines without any previous association with trauma or 
herpes infection.[2] During early foetal development a clone 
of cells migrate to certain areas of the integument congru-
ent with the Blaschko lines. This subpopulation of cells is 
believed to acquire distinct qualities allowing for certain 

Figure 1. Linear, purplish-colored papular lesions extending distally 
from the medial surface of the right thigh of the lower extremity.

Figure 2. Microscopic appearance of the skin biopsy of Case 1, (Hema-
toxylin-eosin staining, x100).
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dermatosis to occur exclusively along these lines.[3]

Although the terms LLP and zosteriform LP can be used in-
terchangeably, certain differences exist in their etiology. In 
a study, Mizukawa et al. investigated varicella zoster virus 
antigens in zosteriform LP and LLP patients by in vivo im-
munohistochemical procedures and found these antigens 
in the eccrine epithelium of patients with zosteriform LP in 
the patients with LLP.[8]

The authors suggested that zosteriform LP and LLP were 
different entities and that there might be some differ-
ences in the pathogenesis. In out both cases, lesions were 
located ipsilaterally and demonstrated a linear distribu-

tion morphologically consistent with the Blaschko’s line. 
No history of trauma or herpes infection was reported in 
both patients.

The etiology is not clearly known, but it is thought to be as-
sociated with chronic active hepatitis, hepatitis B vaccine, 
viral and bacterial antigens, trauma, drugs and various 
autoimmune diseases.[9] Histological findings of LLP have 
been shown to be similar to those of LP. Therefore, lichen 
striatus, linear lichen nitidus, inflammatory linear verrucous 
epidermal nevus (ILVEN), linear psoriasis, and linear Darier-
White disease should be considered in the differential diag-
nosis of LLP.[9] Lichen striatus is a unilateral linear eruption 
usually found in the extremities. It is most commonly ob-
served in children, with exocytosis in the histopathology, 
and non-specific findings such as intense inflammatory in-
filtrates around adnexal structures.[10,11] In its histopatholo-
gy, lichen nitidus is described as a disease characterized by 
granulomatous infiltration in the papillary dermis.[12] In ad-
dition, ILVEN is usually present during birth. Histopatholog-
ical evaluation shows parakeratosis, Munro’s microabscess 
formation, and mild perivascular lymphocytic infiltration in 
the dermis.[13] Psoriasis can be distinguished clinically and 
histologically with the appearance of Blaschko’s lines.[1] On 
the other hand, Darier’s disease is histologically character-
ized by dyskeratosis and acantholysis.[12]

In the treatment of LP, options include topical, intra-lesion-
al, and systemic corticosteroids, retinoids, phenytoin, dap-
sone, griseofulvin, hydroxychloroquine, metronidazole, 
azathioprine, cyclophosphamide, levamisole, interferon 
alpha-2b, cyclosporine, tetracycline, itraconazole, and pho-
totherapy.[9,10,12] Our both cases each responded to topical 
corticosteroids treatment.

CONCLUSION

In conclusion, LLP should bring to mind the presence of 
Blaschko’s lines, rather than a dermatomal distribution. We 
report these cases due to their rarity and to highlight the 
importance of linear lesions in the differential diagnosis.
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Figure 3. Sporadic post-inflammatory brown-purplish co-lored macular 
lesions starting from the posterior surface of the left thigh and extend-
ing linearly to the posterior surface of the leg.

Figure 4. Histopathological appearance of the skin biopsy of Case 2, 
(Hematoxylin-eosin staining, x100).
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