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Lichen planus (LP) is a skin disease characterized by 
violaceous, polygonal, flat-topped papules and plaques. 
The form with lichenoid papules in linear distribution is 
called linear lichen planus (LLP). It is usually distributed 
unilaterally and follows Blaschko lines. Lichen planus is 
seen in less than 0.2% of all LP patients [1]. 

To our knowledge, there has been no LPP case due 
to orthopedic implant reported in the literature before. 
We present a LLP patient because LLP is rarely seen and 
it might be precipitated by orthopedic endoprosthesis.

A 64-year-old woman presented with a pruritic rash 
on her right leg. The patient had diabetes mellitus and 
bilateral blindness due to the diabetic retinopathy. She 
had undergone an operation because of a femoral bone 
fracture 1 year ago and an implant including chromium 
and cobalt was placed in this operation. The lesions ap-
peared over the operation area 7 months after the opera-
tion. She was treated with topical steroids without any 
response. On physical examination she had violaceous 
and brownish papules that tend to form plaques in a lin-
ear distribution from the right hip to the knee (Figure 1). 
There were no mucosal involvement or nail changes. The 
histopathological examination revealed wedge-shaped 
hypergranulosis, destruction of the basal layer, band-like 
lymphocytic infiltration on dermoepidermal junction, 
melanin incontinence and melanophages on the upper-
dermis (Figure 2). A diagnosis of LLP was made according 
to clinical and histopathological findings. We planned to 
perform a patch test but the patient refused. Treatment 
was initiated with a potent topical steroid. The patient 
did not come for follow-up.

Linear lichen planus is a rare form of LP and repre-
sents less than 0.2% of all LP patients. Linear lichen pla-
nus is different from linear configuration which is shorter 
and thinner of the LP due to the Koebner phenomenon. 

The differential diagnosis of LLP includes other der-
matoses following the Blaschko lines such as the inflam-
matory linear verrucous epidermal nevus, lichen striatus, 
linear lichen nitidus, linear lichenoid drug eruption, linear 
psoriasis, linear Darier’s disease and linear graft-versus-
host disease [1]. Histopathological examination provided 
definite diagnosis.

The Blaschko lines are believed to trace the migra-
tion of embryonic cells. Some lesions of congenital and 
acquired skin diseases may follow the Blaschko lines. It 
is suggested that the acquired dermatoses following the 
Blaschko lines may occur because of viral infections or 
medications [2]. In our case we believe that the metal-
containing orthopedic endoprosthesis may be the pre-
cipitating factor.

Metal allergy (chromium, cobalt, nickel dependent) is 
common in the society. It develops because of contact of 
skin with jewelry, accessories, mobile phones, and simi-
lar products. The skin lesions are characterized with ery-
thema, papules, and vesicles that occur after long-term 
repeated skin contact [3].

There are many oral LP cases reported in the litera-
ture due to the amalgam used in dental implants [4]. In 
a patient with a teeth implant, it was reported that LLP 
developed on the mandible and the lesions regressed 
significantly after the removal of this implant [5]. Addi-
tionally, 3 patients with dental implant-related LLP were 
reported. These patients had also positive reactions to 
gold and mercury on the patch test. In one of these pa-
tients, the lesions gradually disappeared within 6 months 
after removal of dental materials, while in the other  
2 cases, oral lesions were treated with disodium cromogly-
cate even when the dental material was not changed [6]. 

Orthopedic prosthesis implantation has become more 
common because of the increase in the aged population. 
A typical orthopedic implant includes a high amount of 
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chromium, cobalt, and molybdenum and there are many 
different types. It has been shown that the concentra-
tions of chromium and cobalt were increased in serum 
and urine tests of patients with implants. Although the 
incidence of metal allergy is high in these patients, the 
long-term biological effects of a high metal concentration 
is still unknown [3]. It is suggested that the metals joining 
the circulatory system activates the immune system by 
cytokine release and thus lead to lesion development [5]. 
The internal orthopedic implant-dependent cutaneous le-
sions have been known for a long time. These lesions are 
mostly in eczematous and allergic nature, and rarely as 
urticarial and bullous vasculitic skin reactions. Also, some 
complex immune reactions that cause pain at the implant 
region and even relaxation of the implant can be seen. 
The metal implants containing nickel, chromium, and 
cobalt are the most common factors leading to delayed 
type hypersensitivity reactions [7]. In our case the implant 
included chromium and cobalt. Although we could not 
perform a patch test to prove this, we believe that the 
orthopedic implant in our case caused cytokine release 
and led to LP lesions as seen with dental materials.

The exact etiology of LP is still unknown but long-
term triggers like dental implants have been suggested 
to cause LP lesions. The appearance time of lesions after 
implantation and the localization of lesions on the same 
side as the implant make us believe that chromium or 
cobalt within the implant may be the trigger factors of 
LLP lesions in our case.

Figure 1. Violaceous and brownish papules tend to form 
plaques in a linear distribution from the right hip to the knee

Figure 2. The histopathological examination revealed 
wedge-shaped hypergranulosis, destruction of the basal 
layer, band-like lymphocytic infiltration on dermoepidermal 
junction (H + E, 100×)
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