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CASE REPORT

A Case of Generalized Lichen Sclerosus et Atrophicus

Eun Hye Hong, Min Kyun An, Eun Byul Cho, Eun Joo Park, Kwang Joong Kim, Kwang Ho Kim

Department of Dermatology, College of Medicine, Hallym University, Anyang, Korea

A 62-year-old female, with previous history of asthma and 
hypertension, presented with generalized hyperpigmented 
skin lesion, found a year ago. Physical examination revealed 
brown colored lichenified and sclerotic patches on the lower 
abdomen and flexural areas of extremities. Punch biopsy 
was performed and histopathological examination revealed 
hyperkeratosis, follicular plugging and thinning in epidermis. 
In dermoepidermal junction, cleft like space separating atro-
phic epidermis and dermis was seen. Also, lichenoid lym-
phocytic infiltration was observed in mid-dermis. Based on 
clinical and histopathological findings, a diagnosis of gen-
erlaized lichen sclerosus et atrophicus (LSA) was made. 
Other laboratory examinations were unremarkable. As there 
is no standard treatment for LSA, the patient received various 
treatments including topical steroid, tacrolimus and nar-
row-band ultraviolet B therapy. The skin lesion has softened 
and its color improved after treatment. LSA is defined as in-
frequent chronic inflammatory dermatosis with anogenital 
and extragenital manifestations. Generalized type is rare and 
genital involvement is the most frequent and often the only 
site of involvement. We report this case as it is an uncommon 
type of LSA with generalized hyperpigmented and sclerotic 
skin lesion in a postmenopausal female patient. (Ann Derma-
tol 32(4) 327∼330, 2020)
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INTRODUCTION

Lichen sclerosus et atrophicus (LSA) is a rare chronic in-
flammatory skin disease originally defined by Hallopeau1 
in 1887; it mainly invades the genital region but can also 
include the extragenital area. An exact diagnosis and treat-
ment are critical because of the possibility of atrophy, scar 
formation, and malignant changes2. The overall prevalence 
is about 0.1% to 0.3%; it is more common in female than 
in male, with its range varying from 10:1 to 1:13-5. In fe-
male, there are two peaks of prevalence throughout the life-
span: at puberty and postmenopause. The pathogenesis of 
LSA has not yet been clarified. In one report, LSA seemed 
to be related to autoimmune diseases, as approximately 
25.5% of the patients had autoimmune diseases and ap-
proximately 42% had autoimmune antibodies6. In addi-
tion, trauma and infection may affect the development of 
LSA. The clinical manifestation includes hyperpigmented 
or hypopigmented papules and plaques with sclerosis and 
atrophy involving the vulva, perineum, and perianal re-
gion in female. It can be asymptomatic but can also cause 
itching, pain, and dysuria. In male, it peaks around the late 
40s and mainly involves the penis, causing phimosis. The 
incidence of extragenital involvement is only approximately 
6%, with a higher incidence in female (11%~13%)3,6. Com-
monly involved extragenital areas include the buttock, 
thigh, chest, back, and axilla, and systemic involvement is 
very rare. In addition, there are few symptoms, and many 
are accompanied with morphea in cases of systemic in-
volvement7. Herein, we report a case of generalized LSA 
without morphea that occurred in a postmenopausal female.
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Fig. 2.  Histopathological examina-
tion revealed hyperkeratosis and fol-
licular plugging in epidermis (A), 
dermoepidermal separation, and in-
flammatory cell infiltration in mid-
dermis (B); H&E stain, ×100.

Fig. 1. Irregularly shaped hyperpig-
mented patches with sclerosis were
seen at first visit.

CASE REPORT

A 62-year-old female presented with extensive skin lesions 
accompanied by mild itching. In the past year, she gradu-
ally developed diffuse scattered brown-colored lichenified 
patches on her abdomen, axilla, and flexural areas of her 
extremities. Skin lesions showed irregularly shaped hyper-
pigmented patches with sclerosis (Fig. 1). The genital area 
showed no symptoms. She had no specific family history 
or past medical history except asthma and hypertension. 
Autoantibodies or abnormalities of hormone level such as 
thyroid hormones were not found in laboratory tests. She 
underwent skin biopsy for a diagnosis to be made. On 
performing histopathologic examinations (Fig. 2), follicular 
plugging with compact hyperkeratosis was observed in the 
epidermis. Thinning of the epidermis and hydropic degen-
eration of the basal cells were found. A cleft-like space 
due to the separation of the atrophic epidermis and dermis 
was also observed. Edema and collagen homogenization 
existed in the upper dermis, and inflammatory cell infiltra-
tion was observed in the mid-dermis. Based on the clinical 
features and histopathological findings, the patient was fi-
nally diagnosed with generalized LSA. She began treat-
ments that consisted of systemic and topical steroids. Be-

cause there is no definite treatment guideline for general-
ized LSA, various treatments had been attempted, includ-
ing topical steroids, tacrolimus, and narrow band ultra-
violet B (UVB). After approximately 18 months of treatment, 
pigmentation and sclerosis of the abdomen and extremi-
ties were reduced and her symptoms were alleviated (Fig. 
3). The patient is now continuing outpatient treatment.
We received the patient’s consent form about publishing 
all photographic materials.

DISCUSSION

In both male and female, LSA mainly occurs in the genital 
area and sometimes accompanies symptoms such as itch-
ing and dysuria. When extragenital areas are involved, 
most cases show localized invasion, and generalized in-
volvement affecting more than 2 anatomic regions8 is very 
rare. Our patient manifested with hyperpigmented skin le-
sions diffusely scattered around the abdomen, axilla, and 
flexural areas of the extremities with mild itching. In some 
previously reported cases, systemic blisters or ulcerations 
were accompanied by generalized LSA. Our case is thought 
to be a rare case of generalized LSA, as blisters or ulcer-
ations were not observed. In addition, preceding studies 
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Fig. 3. Pigmentation and sclerosis 
of the abdomen and extremities were
reduced after treatment.

about LSA hypothesized that this may be related to auto-
immune factors because 21.5% of patients had autoimmune 
diseases and 42% had autoantibodies6. However, there 
was no specific laboratory finding in our case.
Histopathologically, atrophic epidermis accompanied by 
compact hyperkeratosis and follicular plugging was noted. 
A cleft-like space can be observed in the dermoepidermal 
junction due to epidermal thinning and dermal edema. 
Inflammatory cell infiltration can be observed in the mid- 
dermis. Morphea should be differentiated from LSA. Morphea 
shows relatively normal epidermis without follicular plug-
ging and does not include subepidermal separation; fib-
rosis is present with collagen and elastic fibers at the dermis. 
Inflammation of the subcutis can also be observed. Accor-
ding to previous reports on generalized LSA, many cases 
were accompanied by morphea7. In the present case, the 
histopathological findings were consistent with LSA and 
did not show any features of morphea.
In addition, this case is meaningful because the patient im-
proved through treatments including topical steroids, ta-
crolimus, and narrow band UVB. Although there have been 
reports about successful treatments of genital LSA with 
topical steroids and tacrolimus9,10, there is no established 
treatment guideline for generalized LSA. As our case showed 
alleviation of symptoms and improved skin lesions, vari-
ous treatments including topical steroids, tacrolimus and 
narrow band UVB can be considered for use in patients 
with generalized LSA; however, future studies are needed 
to confirm this result. Herein, we reported a case of gener-
alized LSA successfully treated with a combination of top-
ical steroids, tacrolimus, and narrow band UVB.
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