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Lichen striatus after COVID-19

To the Editor:

Numerous cutaneous manifestations have been reported
in association with COVID-19 infections, and some insight
into their pathogenesis has been gained.'> Among COVID-
19-linked immune dermatologic conditions, lichen striatus
(LS) was described after COVID-19 vaccination but never
after COVID-19 infection.>*

Four patients

We encountered four cases of LS post—-COVID-19 in chil-
dren. All of them were diagnosed clinically, and the diag-
noses were histopathologically verified. COVID-19 was con-
firmed by molecular testing of viral RNA on nasopharyngeal
swab. None of the patients was vaccinated against COVID-
19. Three of the four children were girls, with a mean age
of 12.5 years, in line with published data reporting LS espe-
cially in girls (75%) 5 to 15 years of age.’

Two patients were seen during summer 2022 with acute
LS, shortly after having COVID-19. We observed character-
istic lichenoid, erythematous, flat-topped papules forming a
thin unilateral band along Blaschko lines of the lower ex-
tremities. These were chronic, hypopigmented lesions in lin-
ear distribution. There was also longitudinal nail ridging in
one patient (Figure 1). Such characteristic clinical features
suggested the diagnosis of LS. Histologic study confirmed
the diagnosis by revealing lymphocytes surrounding subpap-
illary vessels, as well as hyperkeratosis and parakeratosis,
a few necrotic keratinocytes, intercellular edema, and spon-
giosis (Figure 2). We prescribed topical corticosteroids and
emollients for 3 months, after which the inflammation sub-
sided with the lesions becoming flatter and hypopigmented.

The other two patients contracted COVID-19 during
spring 2022, more than 3 months before presentation at
the dermatologic unit. At the time of the dermatologic ex-
amination, there were only chronic lesions and no erythe-
matous acute lesions. The lesions were hypochromic, with
blaschkoid distribution, on both the arms and legs (Figure 3).
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Histology confirmed the clinically established diagnosis,
showing a lichenoid infiltrate, focal hyper-and-parakeratosis
and periadnexial inflammatory lymphoplasmacytic infiltrate
(Figure 4).

The eruption in the fourth case was prevalently hypopig-
mented from the beginning, suggesting lichen striatus albus
(LSA). LSA has been described in literature as a possible ini-
tial LS manifestation.” It may begin with a hypopigmented
maculopapular eruption and presents only a few characteris-
tic red-lichenoid papules. In both LS and LSA, the eruption
spontaneously regresses after 6 to 24 months, but recurrences
may occur, mainly in the form of hypopigmented macules.’

Discussion

Characteristically, LS is usually unilateral and is typically
located on the extremities, and less frequently, on the trunk
or face. Rarely, the nails are involved, with thinning, ony-
chodystrophy, onycholysis, and longitudinal ridging.’ The
present series is in line with the available literature in which
arms and legs were involved in 100% of patients and nails in
25%.

The differential diagnoses of LS include linear lichen
planus, which is characterized by intensely pruritic, viola-
ceous, hyperkeratotic papules arranged in thick bands, and
inflammatory linear verrucous epidermal nevus, which is
characterized by markedly pruritic congenital lesions. In
contrast with linear lichen planus and inflammatory linear
verrucous epidermal nevus, the present lesions were ac-
quired, being almost asymptomatic, flat-topped, and just
slightly erythematous in the acute phase, with a hypopig-
mented evolution, forming a thin band of maximum 1.5-cm
width along the lines of Blaschko.’

LS has an unknown etiology. In the literature, the occur-
rence of LS has been reported after such viral stimuli as in-
fluenza, varicella, and vaccinations against hepatitis B, yel-
low fever, and COVID-19.* It is assumed that an acquired
stimulus, such as a viral infection or vaccination, may in-
duce a loss of immunotolerance toward mosaic keratinocyte
clones that undergo cytotoxic T cells’ attack inducing LS.*
Notably, in this series, COVID-19 was temporally close to
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Fig. 1 Flat-topped erythematous papules forming a continuous
thick band along Blaschko lines on the patient’s shin, dorsum of
the foot, and first three toes, also involving the nail of the third toe,
causing longitudinal ridging.

Fig. 2 Biopsy showed a pattern of interface dermatitis with basal
layer vacuolization, superficial lymphoplasmacytic inflammatory
infiltrate, mainly around subpapillary vessels and intraepidermal ex-
ocytosis and edema (histologic section in hematoxylin and eosin).

Fig. 3 Hypopigmented, small, monomorphic, flat-topped
papules, forming a band with blaschkoid distribution on the lower
limb.

the development of LS, suggesting a possible role of the in-
fection in triggering autoimmunity.

The same process is supposed to take place after COVID-
19 vaccination, which has been seen with LS. Cross-
reactivity to viral antigens, inducing a pathogen-specific im-
mune response that targets also mosaic host’s keratinocytes,
has been suggested as the pathogenic mechanism.*
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Fig. 4 A periadnexial inflammatory lymphoplasmacytic infiltrate

can be observed (histologic section stained by Periodic Acid Schiff
(PAS) histochemical technique).

Conclusions

COVID-19 infection has been widely documented in
the past, allowing the possibility of identifying associations
with immune-mediated cutaneous manifestations.' Possi-
bly, lichen striatus, as well as other COVID-19 associated
autoimmune phenomena, may be virally triggered. An in-
creased awareness toward this particular infection may sug-
gest an otherwise underestimated association.

Conflict of interest

The authors declare no conflict of interest.

Astrid Herzum, MD*, Gianmaria Viglizzo, MD,
Lodovica Gariazzo, MD

Dermatology Unit, U.O.C. Dermatologia e Centro
Angiomi, IRCCS Istituto Giannina Gaslini, Via Gerolamo
Gaslini, Genova, Italy

Jacopo Ferro, MD, Valerio Gaetano Vellone, MD PhD
Fetal and Perinatal Pathology Unit, U.O.C. Anatomia
Patologica, IRCCS Istituto Giannina Gaslini, Via Gerolamo
Gaslini, Genova, Italy

Corrado Occella, MD

Dermatology Unit, U.O.C. Dermatologia e Centro
Angiomi, IRCCS Istituto Giannina Gaslini, Via Gerolamo
Gaslini, Genova, Italy

*Corresponding author. (A. Herzum), Tel.:
+39-01056362208.

E-mail addresses: astridherzum @yahoo.it,
valeriovellone @ gaslini.org

https://doi.org/10.1016/j.clindermatol.2022.09.006

References

1. Mahdiabadi S, Rajabi F, Tavakolpour S, Rezaei N. Immunological as-
pects of COVID-19-related skin manifestations: revisiting pathogenic
mechanism in the light of new evidence [e-pub ahead of print]. Dermatol
Ther. 2022 Oct;35(10):e15758. doi: 10.1111/dth.15758. Epub 2022 Aug
26, accessed 20/10/2022.

2. Burlando M, Herzum A, Micalizzi C, Cozzani E, Parodi A. Cutaneous

reactions to COVID-19 vaccine at the dermatology primary care. Immun
Inflamm Dis.. 2022;10:265-271.

3. Herzum A, Burlando M, Molle MF, Micalizzi C, Cozzani E, Parodi A.

Lichen planus flare following COVID-19 vaccination: a case report. Clin
Case Rep.. 2021;9:¢05092.

4. Belina ME, Sarver MM, Al-Rohil R, Fresco A. Lichen striatus post—

COVID-19 vaccination. JAAD Case Rep. 2021;16:16—-18.

5. Patrizi A, Neri I, Fiorentini C, Bonci A, Ricci G. Lichen striatus:

clinical and laboratory features of 115 children. Pediatr Dermatol..
2004;21:197-204.

6. Vasudevan Nair J, Guntreddi G, Nirujogi S. An unusual rash in a

five-year-old girl: blaschkoid distribution is the key to the diagnosis.
Cureus. 2020;12:e12124.


mailto:astridherzum@yahoo.it
mailto:valeriovellone@gaslini.org
https://doi.org/10.1016/j.clindermatol.2022.09.006
http://refhub.elsevier.com/S0738-081X(22)00122-5/sbref0002
http://refhub.elsevier.com/S0738-081X(22)00122-5/sbref0003
http://refhub.elsevier.com/S0738-081X(22)00122-5/sbref0004
http://refhub.elsevier.com/S0738-081X(22)00122-5/sbref0005
http://refhub.elsevier.com/S0738-081X(22)00122-5/sbref0006

	Four patients
	Discussion
	Conclusions
	Conflict of interest
	References

