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Lichen planus arising after
COVID-19 vaccination
Dear Editor,

A 56-year-old woman, with personal history of lichen planus

7 years prior that had been successfully treated with topical ther-

apy, was referred to our dermatology outpatient unit from a pri-

mary care centre. She complained of pruritic lesions that had

appeared 48 h after the second dose of the COVID-19 vaccine

(Comirnaty, Pfizer, New York, NY, USA; BioNTech, Mainz,

Germany). The lesions had developed in the ankles and subse-

quently extended to the flexural wrist and forearms, periumbili-

cal area, mammary and axillary folds.

When asked about possible alternative triggers, the patient

denied any signs of infection, changes in medication or stress in

the weeks prior. Upon physical examination, she showed polyg-

onal, well-delimited, erythematous papules in the ankles

(Fig. 1), periumbilical area (Fig. 2), flexural wrist and forearms

and mammary and axillary folds. Dermoscopy examination

revealed slight desquamation and Wickham’s striae. No mucosal

or nail involvement was appreciated.

A punch biopsy of one of the papules on the arm was per-

formed, showing typical findings of lichen planus with epider-

mal hyperplasia forming a characteristic saw-tooth appearance

with wedge-shaped hypergranulosis, vacuolar degeneration of

basal layer and dense lymphocytic infiltrate in the superficial

dermis. The patient started treatment with high-potency topical

corticosteroids.

Lichen planus is a T cell-mediated inflammatory disease of

unknown origin. Its clinical presentation varies depending on

the location in which it appears, affecting mostly the skin, where

it shows as violaceous, shiny, polygonal, flat-topped papules that

can be intensely pruritic. This condition has been related to pre-

vious exposure to certain agents such as drugs, vaccines and

viruses.1 Lately, it has also been related to the COVID-19 infec-

tion.1 Hepatitis B virus (HBV), influenza, rabies, Diphtheria,

Tetanus, Pertussis (DTaP) and measles, mumps and rubella

(MMR) are some of the vaccines that have been previously asso-

ciated with flares of lichen planus, with HBV being the most

common agent implicated. The exact mechanism and the com-

ponent responsible for this event are yet to be uncovered.2

Figure 1 Flat-topped, erythematous papules on the ankle.

Figure 2 Similar lesions located in the periumbilical area.
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There is not little uncertainty surrounding vaccination against

COVID-19. Due to the pressing need, vaccines have been devel-

oped and approved at an extraordinarily quick pace.3 Currently

approved vaccines base their action on administering the host

with sequences that encode the viral spike protein. This essen-

tially signifies the first-time gene therapy-based vaccines, the

long-term effects of which are still unknown, are going to be

administered globally.4 So, despite their safety and efficacy hav-

ing been demonstrated in respective clinical trials, it is reason-

able to be cautious and conduct a more intensive postmarketing

vigilance.5

What has been shown in clinical trials is that the leading vac-

cines elicit a Th1 response, rising the serum levels of IL-2, TNFa
and IFNc.6,7 These precise cytokines are involved in the appear-

ance of lichen planus. Although we still do not completely

understand its pathogenesis, the up-regulation of Th1 and

increase of pro-apoptotic cytokines such as TNFa and IFNc have
been described as key agents responsible for basal keratinocyte

apoptosis seen in this skin condition.1

Consequently, these vaccines could imply a surge of certain

skin diseases mediated by the previously mentioned factors. Not

only could we see flares of lichen planus, but also psoriasis, ato-

pic dermatitis, vitiligo, acne vulgaris, pemphigus vulgaris, neu-

trophilic dermatoses and certain connective tissue diseases.4

Given the experience with different vaccines and the mechanism

of action of the novel COVID-19 vaccines, it is plausible that the

latter could be responsible for flares of certain skin dermatoses.

Although there is still no definite evidence, as dermatologists, we

should be aware of the possibility and keep an eye out for worsen-

ing or debut of these diseases after the COVID-19 vaccine.
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Prompt onset of Rowell’s
syndrome following the first
BNT162b2 SARS-CoV-2
vaccination
Dear Editor,

In December 2020, the SARS-CoV-2 vaccine (BNT162b2,

Comirnaty�, BioNTech/Pfizer, Mainz, Germany) was approved

by the European Medicines Agency. Recently, BNT162b2 was

started to be administered to high-risk populations for COVID-

19 in Germany.1 We here report the first case of an elderly

patient who developed Rowell’s syndrome (RM) after the first

day of vaccination with BNT162b2.

The patient was a 74-year-old woman with a past medical his-

tory of severe dementia syndrome. Her regular medication

included pantoprazole taken with no dose changes for many

years. On 8 January 2021, she received the first anti-COVID-19

vaccine Comirnaty�. She had no symptoms on the day of the

injection. One day after vaccination, however, her nurse noted

that she scratched her skin because of a rash. Apart from the vac-

cine, she had no intake of any new medications, new supplements

or new foods prior to the development of her skin rash. She was

admitted to our hospital. Physical examination revealed erythe-

matous partly violaceous coalescing macules and papules with

slightly indicated cocarde formation on the trunk and extremities

(Fig. 1). Mucous membranes were not affected. Two skin biopsies

showed epidermal atrophy and a vacuolar interface dermatitis

with lymphocytic infiltrates along the dermo–epidermal junction

associated with dyskeratoses of basal keratinocytes (Fig. 1). Direct

immunofluorescence (DIF) was unspecific. Serology revealed

antinuclear autoantibodies (ANA) with 1:640 in speckled pattern

as well as positivity for anti-Ro/SSA(60), anti-Ro/SSA(52), and
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