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Pediatric lichen planus (LP) is rare, and disseminated forms are particularly
uncommon. We report a 5-year-old child with a two-month history of diffuse,
pruritic, violaceous-brown papules and hyperpigmented macules, symmetrically
distributed over the body, sparing the palms, soles, nails, and mucosa.
Dermoscopic examination showed Wickham striae, punctate and glomerular
vessels, and rosette structures. Histopathology revealed orthokeratotic
hyperkeratosis, basal vacuolar degeneration, apoptotic keratinocytes, and a
dense band-like lymphocyticinfiltrate, confirming the diagnosis of LP. Laboratory
investigations for associated conditions, including hepatitis C and thyroid
dysfunction, were unremarkable. The patient was treated with high-potency
topical corticosteroids and emollients, resulting in complete resolution, leaving
post-inflammatory hyperpigmentation. This case highlights the importance of
considering LP in the differential diagnosis of widespread lichenoid eruptions
in children and demonstrates the diagnostic utility of dermoscopy, with
histopathology reserved for uncertain cases.

Introduction

Lichen planus (LP) is a chronic, benign, inflammatory, and recurrent
dermatosis that predominantly affects middle-aged adults. Pediatric forms
are uncommon. The reported incidence of LP in adults ranges from 0.1% to
1.2% [1-3], while children represent only 1-4% of all cases. Disseminated or
generalized presentations are particularly rare in the pediatric population.

We report a case of generalized lichen planus in a child, highlighting the
clinical, dermoscopic, and histopathological features.

Case Report

A 5-year-old child with no significant past medical history, drug exposure,
or family history presented with a diffuse pruritic skin eruption evolving over a
period of two months.

Dermatological examination revealed multiple violaceous-brown, polygonal
papules, confluent in some areas and covered with fine pityriasiform scales
(Figure 1). The lesions were symmetrically and diffusely distributed over the
entire body, including flexural areas and the neck. The palms and soles were
spared. In addition, violaceous hyperpigmented macules were noted on the
trunk.

Scalp examination showed diffuse whitish perifollicular scaling, consistent
with a dandruff-like condition (Figure 2). There was no nail or mucosal
involvement, and Darier’s sign was negative.

The initial differential diagnoses included mastocytosis, drug-induced
lichenoid eruption, and lichen nitidus. Dermoscopic examination revealed
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Figure 1: Diffuse violaceous-brown polygonal papules with fine
pityriasiform scaling involving (a) the anterior aspect of the lower
limbs and abdomen and (b) the posterior aspect of the lower
limbs, lower back, and buttocks.

white structures, giving a dandruff-like appearance.

an erythematous background, punctate and glomerular
vessels, Wickham striae, and rosette structures (Figure 3 ),
supporting the diagnosis of lichen planus.

A skin biopsy was performed. Histopathological
examination showed a slightly acanthotic epidermis with
orthokeratotic hyperkeratosis, focal vacuolar degeneration
of the basal layer, apoptotic keratinocytes, and a band-like
inflammatory infiltrate in the superficial dermis composed
predominantly of lymphocytes and plasma cells, with
scattered melanophages. The remaining dermis appeared
fibrotic. These findings were consistent with lichen planus
(Figured).

Figure 3: Dermoscopic examination of a plaque showing an
erythematous background with punctate and glomerular vessels
(marked by a red circle) and Wickham striae (marked by a black

arrow).

Figure 4: Histopathological examination showing orthokeratotic
hyperkeratosis, mild acanthosis, vacuolar degeneration of the
basal layer, apoptotic keratinocytes, and a band-like lymphocytic
infiltrate in the superficial dermis (H&E stain).

Investigations for associated conditions, including
hepatitis C virus infection and thyroid dysfunction, were
unremarkable. Treatment with high-potency topical
corticosteroids combined with white petrolatum was
initiated. The clinical course was favorable, with complete
regression of the lesions, leaving post-inflammatory
hyperpigmentation (Figure 5).
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Figure 5: Complete clinical resolution of the lesions after
treatment, with residual post-inflammatory hyperpigmentation.

Discussion

Lichen planus is a unique inflammatory disorder
affecting the skin, mucous membranes, nails, and hair. It
was first described by Erasmus Wilson in 1869 [4]. Although
LP most commonly affects middle-aged adults, pediatric
cases have been reported, albeit infrequently [5]. The age
of onset in children ranges from 5 months to 13 years, with
rare cases described during the neonatal period [6].

The etiology of LP remains unclear and appears to be
complex and multifactorial [7]. Its pathogenesis is believed
to involve a T-cell-mediated autoimmune response,
potentially triggered by viral infections, medications,
allergens, or neoplasms [8,9].

Clinically, pediatric LP lesions resemble those seen
in adults, presenting as violaceous, polygonal, shiny, and
pruritic papules, most commonly involving the flexural
surfaces and, less frequently, the oral or genital mucosa.
In the present case, the disease exhibited a disseminated
distribution, involving nearly the entire skin surface.
Mucosal and nail involvement appears to be less frequent
in children [10].

Dermoscopy represents a valuable non-invasive
diagnostic tool, with characteristic features including
Wickham striae and specific vascular and pigmentary
patterns. Histopathological examination is generally
unnecessary unlessdiagnosticuncertainty exists, particularly
when differentiating LP from lichenoid drug eruptions.
Typical histological findings include compact orthokeratosis,
wedge-shaped hypergranulosis, irregular saw-tooth
acanthosis, basal cell vacuolar alteration, and a dense band-
like lymphocytic infiltrate at the dermoepidermal junction
[11].

The differential diagnosis of childhood LP includes
lichenoid drug reactions, lichen striatus, lichen nitidus,
papular acrodermatitis of childhood, pityriasis rosea, and
psoriasis [4,6,12].

The prognosis of pediatric LP is generally favorable, with
spontaneous remission occurring within one to two years
in most cutaneous forms. Lesions typically resolve with
residual post-inflammatory hyperpigmentation. Treatment
is primarily based on topical corticosteroids, while systemic
corticosteroids may be required in extensive cases. Other
therapeutic options include retinoids and phototherapy
(PUVA or UVB). Recent studies have demonstrated that
narrowband UVB phototherapy is safe and effective,
particularly in eruptive and widespread disease [6,7].

In children, therapeutic decisions should be
individualized according to age, disease extent, lesion
distribution, and disease duration, in order to maximize
efficacy while minimizing adverse effects [13]. Most
pediatric patients respond well to treatment, achieving
complete clearance within one to six months. However,
erosive or disseminated LP may be resistant to therapy. The
lack of long-term follow-up in most studies limits conclusions
regarding optimal treatment strategies and prognosis.

Conclusion

Pediatriclichen planusisanuncommondisorder thatcan
manifest in a diffuse, generalized form. Dermoscopy serves
as a useful diagnostic tool, while histopathology remains
important in cases of uncertainty. This case underscores the
need to consider lichen planus in the differential diagnosis
of widespread lichenoid eruptions in children, particularly
to differentiate it from drug-induced lichenoid reactions,
which are the main alternative diagnosis.
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