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Lichen Striatus

Lichen striatus is a benign, acquired, asymptomatic, self-limited T-cell mediated dermatosis.  Also
known as “Blaschko linear inflammatory papular eruption,” it is observed primarily in children.  

Lichen striatus is a relatively uncommon condition that typically affects children between 5 and 15
years of age.  The condition is rarely seen in infants and adults.  The female to male ratio is
approximately 2:1.  Lichen striatus has been reported in all ethnic groups with no known racial
predilection.  The condition is more common in the spring and summer.  Approximately 60% to
85% of patients with lichen striatus have a personal or family history of atopic dermatitis, asthma, or
allergic rhinitis.   

Lichen striatus usually occurs sporadically.  Simultaneous familial occurrences have rarely been
described. Hypersensitivity reactions, infection (e.g., varicella, influenza, human herpes viruses 6
and 7, group A β-hemolytic streptococcus, yeast),  medications (e.g., etanercept, adalimumab,
interferon, tumor necrosis-α inhibitors), vaccines (e.g., hepatitis B, Bacille Calmette-Guerin [BCG],
measles, mumps and rubella [MMR], yellow fever), trauma, insect bite, vitiligo, and ultraviolet
irradiation are possible predisposing factors.  It is possible that a cross reactivity
develops between the aforementioned antigens (e.g., vaccines, medications) and shared epitopes
on keratinocytes which acts as a triggering factor.

While the exact pathogenesis is not known, lichen striatus may result from environmental stimuli
acting in a genetically predisposed individual.  Many authors believe that lichen striatus is a
form of cutaneous mosaicism in which an abnormal clone of keratinocytes arises due to a post-
zygotic somatic mutation.  In this situation, the body tolerates the aberrant clone until an acquired
event such as a viral infection or trauma, which results in a T-cell mediated inflammatory reaction.
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Lichen striatus is characterized by a sudden onset of discrete, flesh-colored, tan, pink, or red, flat-
topped lichenoid papules, usually 1 to 3 mm in diameter.  Papules often coalesce to form a
hyperpigmented continuous or interrupted linear band over a few weeks (Figure 1).

Fig. 1. Lichen striatus is characterized by a sudden onset of discrete, flesh-colored, tan, pink, or red,
flat-topped lichenoid papules that often coalesce to form a hyperpigmented continuous or interrupted
linear band.

The linear band may develop a curved appearance as it follows Blaschko lines (the cutaneous lines
of epidermal cell migration during embryonic development).  The band may range from a few mm
to 1 to 2 cm wide (most commonly 2 mm) and extends from a few cm to the full length of an
extremity (Figure 2).
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Fig. 2. The band may range from a few mm to 1 to 2 cm wide (most commonly 2 mm) and extends
from a few cm to the full length of an extremity.

Sometimes, two or more bands that parallel each other may be observed (Figure 3). An S-shaped
pattern on the anterior and lateral aspect of the trunk as well as a V-shaped pattern on the back are
characteristic.  In dark-skinned persons, the lesions may be hypopigmented (lichen striatus albus)

 Although lichen striatus may involve any part of the body, the arms and legs are most commonly
affected.  Typically, the lesion starts on a proximal extremity and extends distally.  Other areas
that may be involved include the trunk, buttocks, face, neck, and nails.   Rarely, the rash is
observed on the penis.

Fig. 3. A patient with multiple bands of lichen striatus is shown.

Typically, the rash is solitary and unilateral.  V-shaped lines on the mid-back may be bilateral.
Rarely, atypical forms with multiple and bilateral lesions have been described. The rash is
usually asymptomatic.  Pruritus is uncommon, except in those patients with atopy.
However, when the onset occurs in adulthood, the lesions may be widespread and pruritic.
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>> Photoclinic: A Case of Adult-Onset Lichen Striatus by Milaan Shah, MD and Divya Shah, MD

Involvement of the nail is rare and is usually noted in association with typical skin lesions.
However, nail involvement may occur before, after, or concurrent with the rash of lichen
striatus.  Very rarely, isolated lichen striatus can be limited to the nail unit without an
associated cutaneous eruption.  T-cell mediated inflammation of the nail matrix leading to
defective keratin synthesis in the nail plate is believed to be responsible for the onychodystrophy.
Nail changes may take the form of nail pitting, longitudinal ridging (onychorrhexis), splitting, fissuring,
fraying, pitting, thinning of the nail plate, thickening of the nail plate (onychauxis), onycholysis, striate
or punctate leukonychia, subungual hyperkeratosis, over-curvature of the nail plate, irregular
transverse grooves, and, rarely, nail loss.  Usually, only the lateral or medial portion of the nail
plate of only one nail is affected,  but polydactylous cases have also been reported.    

The diagnosis is usually made clinically based on the characteristic appearance of skin lesions and a
pattern of distribution that follows the lines of Blaschko. Dermoscopic features include flesh-color
(most common), red, white, brown, yellow lesion; gray granular pigmentations; erythematous
blotches; white scar-like line; scales; and milia-like cysts.  Further diagnostic work-up is usually not
necessary. If the diagnosis is in doubt, a biopsy of the rash should be considered for histopathologic
confirmation.

Lichen striatus can be cosmetically unsightly and can cause distress to patients. In addition, post-
inflammatory hyperpigmentation and hypopigmentation may occur especially in dark-skinned
individuals.  The discoloration may last for months to years.

Lichen striatus is a self-limited condition that often resolves within 1 year.  Reverse Koebner
response (resolution of the eruption with trauma) has rarely been reported.  When associated with
onychodystrophy, the rash tends to persist longer. Relapses may occur but are rare.
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EDITOR’S NOTE:
This article is part of a series describing and differentiating dermatologic lumps and bumps. To
access previously published articles in the series, visit: https://www.consultant360.com/resource-
center/atlas-lumps-and-bumps.
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