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INTRODUCTION 

Linear and zosteriform lichen planus is a rare variant of 

lichen planus (LP) appears as dark brown macules on sun 

exposed areas and flexural folds. We herein report four 

cases of lichen planus with lesions following the lines of 

Blaschko in a linear and zosteriform pattern. It is very 

difficult to explain the occurrence of an acquired disorder 

such as LP along the Blaschko's lines, which are normally 

followed by the inherited/genetic disorders and that too 

limited to one half of the body.1 A genetic predisposition 

to LP and exposure to an appropriate environmental or 

endogenous trigger leads to its development. There is a 

definite distinction between linear and zosteriform type of 

LP, to which there has not been strict adherence. In the 

former condition, the papular lesions appear as narrow 

lines about 1 or 2 cm wide, which may follow the course 

of a nerve, of a vein or a lymphatic vessel or one of 

Voigt's lines. In the latter, the lesions form a band several 

centimeters wide that follows the course of a peripheral 

cutaneous nerve and its branches or appears over areas of 

radicular nerve distribution following the dermatomal 

distribution. 

CASE SERIES 

Case 1 

A 25-year-old female presented to dermatology OPD of 

tertiary health Centre with hyperpigmented patches 
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confined to left half of trunk, left arm and left leg for 6 

months. Brownish black macules involving left breast and 

adjoining back and abdomen in zosteriform pattern 

(Figure 1). The macules were also present on left arm and 

left leg in linear pattern. The pigmentation was confined 

to left half of body in discontinuous pattern. The lesions 

first appeared on chest and gradually progressed to their 

present extent in 6 months. There was no history of 

trauma, inflammation and topical applications prior to 

eruption. There was no relevant past medical and family 

history. The following differential diagnosis were kept: 

Progressive cribriform and zosteriform 

hyperpigmentation, non hypertrichotic variant of 

Becker’s nevus and Zosteriform lichen planus. 

 

Figure 1: Zosteriform involvement of breast and 

abdomen. 

 

Figure 2: Perivascular lymphocytic infiltrate and 

melanophages within papillary dermis with focal 

vacuolar change in basal layer of epidermis (H and 

E,×40). 

The skin biopsy showed sparse superficial perivascular 

lymphocytic infiltrate with numerous melanophages 

within the papillary dermis. The papillary dermis was 

slightly thickened and showed delicate fibroplasia and 

mucin. Overlying epidermis showed focal vacuolar 

change in the basal layer. The epidermis was flattened at 

places (Figure 2). Based on clinicopathological 

correlation, diagnosis of Zosteriform Lichen planus was 

made. 

Case 2 

A 25-year-old male presented for evaluation of 

hyperpigmented raised and pruritic lesion over the right 

axilla of 5 months’ duration. There was no history of pain 

or discharge. The patient denied the history of drug 

intake, recent immunization or trauma.  

Examination showed violaceous to hyperpigmented 

macules involving axilla of right side (Figure 3). Nail, 

mucosa and scalp examination were normal. All routine 

investigations were within normal limits. Punch biopsy 

from the lesion found basket weave hyperkeratosis, 

cluster of colloid bodies, prominent melanin incontinence 

and features of interface dermatitis (Figure 4). The 

features were consistent with findings of Zosteriform 

lichen planus. 

 

Figure 3: Violaceous to hypopigmented macules in the 

axilla. 

 

Figure 4: Prominent melanin incontinence and 

features of interface dermatitis (H and E,×40)P. 
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Case 3 

This case is of 26-year-old female patient who presented 

with pruritic violaceous macules on left leg extending 

from mid part of leg to medial aspect of knee and medial 

side of thigh in a discontinuous pattern for last 3 years 

(Figure 5).  

Oral mucosa showed reticulate pattern of lichen planus. 

Nail examination showed nail plate thinning, increase in 

longitudinal grooves and ridges, melanonychia and 

irregular cuticle (Figure 6). The results of laboratory 

examination including complete blood cell count, liver 

functions, and renal functions were within normal limits. 

Serologies for hepatitis B and C viruses were negative. 

Histopathological examination showed basket weave 

stratum corneum covering epidermis, sparse lymphocytic 

infiltrates with numerous melanophages. A diagnosis of 

linear lichen planus was made. The patient was treated 

with potent topical corticosteroids and showed favourable 

response.  

 

Figure 5: Pruritic violaceous macules on leg. 

 

Figure 6: Nail plate thinning, increase in longitudinal 

grooves and ridges, melanonychia and irregular 

cuticle. 

Case 4 

A 34-year-old female presented with history of pruritic 

rash over the left side of trunk. The patient did not give 

any history of trauma, topical medications or any recent 

medical or surgical illness prior to eruption.  

On examination, violaceous flat topped 2-3 mm papules 

along the blaschko’s lines observed over left trunk 

(Figure 7). Nail examination revealed thinning of nails, 

longitudinal striations, onychoschizia and melanonychia 

(Figure 8). Histopathological examination revealed 

parakeratosis, basal layer showing vacuolization, 

squamatization and occasional apoptotic keratinocytes. In 

lamina propria, lymphoplasmocytic infiltrates were also 

seen. The features were consistent with findings of lichen 

planus and the final diagnosis of Zosteriform lichen 

planus was made. 

 

Figure 7: Blaschkoid lichen planus lesions on left 

upper trunk. 

 

Figure 8: Onychoschizia, prominent longitudinal 

striations, thinning and melanonychia. 
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All the investigations and levels of G6PD were within 

normal limits. After treatment with dapsone 100 mg daily 

along with topical corticosteroids improvement over 2 

months was seen. 

DISCUSSION 

Lichen planus is a common mucocutaneous condition but 

its blaschkoid distribution is a rare. Blaschko lines are 

arcs on upper chest, S shaped on the abdomen, V-shaped 

on the posterior midline, linear pattern on the lower trunk 

and limbs, and whorls on the scalp.3 The 

clinicopathologic spectrum of skin lesions that follow 

Blaschko lines is explained by cutaneous mosaicism.4,5 

Apart from blaschkoid lichen planus, linear lesions have 

also been reported in other variants of lichen planus like 

lichen planopilaris and lichen planus pigmentosus.6,7 

Progressive cribriform and zosteriform 

hyperpigmentation is its potential differential diagnosis 

described by Rower et al as tan cribriform macular 

pigmentation in a zosteriform distribution with no history 

of rash, injury or inflammation and histologic pattern of 

increase in melanin pigment in basal layer and complete 

absence of nevus cells.8,9 

Although the exact underlying cause is still unknown, 

viral infections, sunlight, mustard oil, amla oil, hair dye 

and perfumes are found to be triggering factor in 

lichenoid reaction.10 The reccurance of blaschkoid lichen 

planus can be related to pregnancy.11 Various treatments 

like tacrolimus, glycolic acid, hydroquinone have been 

tried in literature.12 Tacrolimus is found to decrease 

pigmentation in LPP.13 Antiviral therapy in HCV positive 

patients showed response.14 A variety of treatment 

modalities has been used to relieve pruritus and induce 

remission of lichen planus. These modalities included 

topical and systemic steroids, dapsone, cyclosporine, 

retinoids, methotrexate, azathioprine, narrow-band 

ultraviolet-B phototherapy and psoralen plus ultraviolet A 

(PUVA).15 In our case since the involvement was limited 

in all the reports topical steroids were given. 

CONCLUSION  

The case series is rare of its kind and hence reported. 
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