CAZURI CLINICE

CLINICAL CASES

LICHENUL STRIAT CU AFECTARE UNGHIALA

LICHEN STRIATUS WITL NAIL INVOLVEMENT
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Rezumat

Introducere: Lichenul striat este o afectiune de
etiologie necunoscutd, mai frecvent intalnitd la copil si care
clinic se prezintd ca papule eritematoase dispuse liniar.

Caz clinic: Pacient in vdrsti de 5 ani prezintd papule
eritematoase acoperite de scuame, coalescente si dispuse sub
forma unei benzi localizate pe antebratul stang cu extindere
pe fata dorsald a mainii si policelui stang. De asemenea este
prezentd distrofia unghialid a policelui sting sub forma de
strii longitudinale cu afectarea pdrtii latero-externe a lamei
unghiale. Examenul histopatologic a evidentiat la nivelul
epidermului hiperkeratozid si parakeratozd focald iar la
nivelul dermului papilar si reticular prezenta unui infiltrat
limfocitar dens situat perivascular si perianexial. Dupd 6
luni de la debutul afectiunii leziunile cutanate au dispdrut,
persistand doar distrofia unghiald.

Discutii: Afectarea unghiald este rar intdlnitd in
lichenul striat, fiind mai frecvent intdlnitd la copil. Sunt
afectate indeosebi unghiile degetelor de la maini. Aspectul
clinic este al unei onicodistrofii segmentare sau totale a
lamei unghiale aflate in continuarea leziunilor cutanate.
Modificirile unghiale pot si apard inainte, dupd sau
simultan leziunilor cutanate.

Concluzie: Vindecarea unghiald survine dupd
vindecarea cutanatd.

Cuvinte cheie: lichen striat, onicodistrofie.

Summary

Background: Lichen striatus is a condition of
unknown etiology, occurring more often in children as
erythematous papules that develops in a linear pattern.

Clinical case: A 5-year-old boy was referred for
evaluation of erythematous papules covered with fine
desquamation coalesced into a band extending down the left
forearm, over the dorsum of the hand and onto the thumb.
Also nail dystrophy like longitudinal ridging affecting the
lateral part of the thumb nail was noted. Histopathologic
examination of biopsy specimen revealed an epidermis
showing hyperkeratosis, focal parakeratosis, and a dense,
lymphocytic, inflammatory infiltrate, both around the
capillaries and epidermal appendages in the papillary and
reticular dermis. In the 6-month follow-up period, the
cutaneous lesions resolved but the nail lesion did not
improve.

Discussion: Nail involvement in lichen striatus is
uncommon occurring most often in children. Nail
involvement is more frequent on the fingers. Partial or total
onychodystrophy accompanied by skin lesions are common
clinical features of nail involvement. Nail changes may
occur before, after and simultaneously with the cutaneous
eruption.

Conclusion: The onychodystrophy disappears after
the regression of the cutaneous lesions.
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Introducere

Lichenul striat a fost descris ca entitate clinica
distinctd in 1941 de Senear si Caro [1]. Afectiune
de etiologie necunoscutd, LS se prezinta sub
forma unei eruptii papulo-eritematoase liniare
urmand liniile lui Blaschko. Afectiunea apare mai
frecvent la copil si mult mai rar la adult unde este
cunoscutd si sub alte denumiri precum blaschkitis
sau Blaschko linear acquired inflammatory skin
eruption. Prezentam cazul unui copil cu lichen
striat cu afectare unghiald concomitenta.

Caz clinic

Pacient in varstd de 5 ani este consultat
pentru o eruptie liniard, asimptomaticd, asociata
cu distrofie unghiald, a membrului superior
stang. De aproximativ 2 luni mama a observat
modificarea unghiei policelui stang iar in urma
cu 2 sdptdmani a constatat aparitia unei eruptii
cutanate liniare a bratului sting. Anamneza
nu a evidentiat antecedente personale sau
heredocolaterale.

La examenul dermatologic se pot observa
papule eritematoase acoperite de scuame fine.
Leziunile sunt coalescente dand nastere unei
benzi localizate pe antebratul sting cu extindere
pe fata dorsald a mainii si policelui stang. De
asemenea se evidentiazd distrofia unghiald a
policelui sting sub forma de strii longitudinale
afectdnd partea latero-externd a lamei unghiale
(figura 1). Nu au fost observate leziuni la nivelul
scalpului, mucoasei bucale sau altor zone
cutanate.

Examenul histopatologic a evidentiat la
nivelul epidermului hiperkeratoza si para-
keratoza focald precum si cateva celule diskera-
tozice. La nivelul dermului papilar si reticular
este prezent un infiltrat limfocitar dens situat
perivascular si perianexial (figura 2).

Leziunile cutanate au fost tratate cu dermato-
corticoizi. Dupa 6 luni de evolutie leziunile
cutanate au disparut, persistind doar distrofia
unghiald.

Discutii

Lichenul striat (LS) este o afectiune destul de
rard care apare indeosebi la copii cu varsta intre 5
si 13 ani, existand Insa si posibilitatea aparitiei in
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Introduction

Lichen striatus was first described as a
distinct clinical entity in 1941 by Senear and Caro
[1]. LS is a condition of unknown etiology and
presents as a papulo-erythematous eruption
having lesions arranged in linear groups,
following the lines of Blaschko. It is most
commonly encountered in children and by far
less frequent in adults, where it is also known
under such names as blaschkitis or Blaschko linear
acquired inflammatory skin eruption. Hereby we
present the case of a child with lichen striatus
with simultaneous nail involvement.

Clinical case

A five-year old boy was referred for
evaluation of asymptomatic linear eruption
associated with nail dystrophy of the left arm.
Mother noticed about 2 months before changes in
the left thumb nail and 2 weeks before a
cutaneous eruption on the left arm. Anamnesis
revealed no personal or hereditary colateral
history.

Dermatologic examination shows erythe-
matous papules covered with fine desquamation.
Lesions coalesced into a band extending down
the left forearm, over the dorsum of the hand and
onto the thumb. Also nail dystrophy like
longitudinal ridging affecting the lateral part of
the thumb nail was noted (Fig. 1). No scalp,
mouth mucosa or other lesions were noted.

Histopathologic examination revealed an
epidermis showing hyperkeratosis, focal
parakeratosis, and some dyskeratotic cells. A
dense, lymphocytic, inflammatory infiltrate is
present in the papillary dermis, both around the
capillaries and in the epidermal appendages
(Fig. 2).

Skin lesions were treated with dermato-
corticoids. In the 6-month follow-up period, the
cutaneous lesions resolved but the nail lesion did
not improve.

Discussions

Lichen striatus (LS) ia a rather rare condition,
occurring most often in children 5 to 13 years of
age, although some LS cases have been reported
in early childhood and in adulthood. Females are




Figura 1. Papule acoperite de scuame fine dispuse in bandd
de-a lungul antebratului stdng cu extindere pe fata dorsalid a
mdinii si policelui sting si distrofia unghiald a policelui
stang .

Figure 1. Papules covered with fine desquamation arranged
in stretches extending down the left forearm, over the
dorsum of the hand and onto the thumb and dystrophy of left
thumb nail.

copildria timpurie cat si la varsta adultd. Sexul
feminin este de 2-3 ori mai frecvent afectat decat
sexul masculin. De obicei aparitia leziunilor este
rapidd in 2 sau 3 saptdmani fiind posibild Insa si
aparitia treptatd a acestora in decurs de 4 luni.

Mai multe teorii Incearcd sa explice aparitia
LS. Ipoteza precum ca leziunile urmeaza traseul
vaselor de sdnge, limfaticelor, nervilor periferici,
liniilor Blaschko nu justifica aspectul clinic variat
al leziunilor de LS.

Clasic eruptia este formata din mici papule cu
aspect lichenoid, distincte la debut dar mai tarziu
coalescente. Leziunile sunt dispuse sub forma
unei benzi neregulate, usor scuamoase, avand o
latime cuprinsd intre 2 mm si 2 cm si o lungime
care variaza de la cativa centimetri la lungimea
unui membru. Banda poate fi continua sau
intreruptd. Localizarea cea mai frecventd a LS
este la nivelul membrelor inferioare si superioare,
trunchiului si uneori a fetei [2]. Afectarea
unghiald este rard [2, 3] fiind mai frecventd la
copil si fiind intalnitd indeosebi la degetele de la
maini si mai putin de la picioare, iar in jumdtate
din cazuri este afectat policele. Afectarea
simultand a doud degete este exceptionald in
toate cazurile publicate fiind vorba de doua
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Figura 2. Examenul histopatologic - hiperkeratozd si
parakeratozd focald la nivelul epidermului si un infiltrat
limfocitar dens perivascular si perianexial la nivelul
dermului papilar si reticular.

Figure 2 Histopathologic examination - epidermis showing
hyperkeratosis, focal parakeratosis, and a dense, lympho-
cytic, inflammatory infiltrate, both around the capillaries
and epidermal appendages in the papillary and reticular
dermis.

2 to 3 times more likely to develop this disease
than males. Lesions commonly develop quickly
(2 or 3 weeks), but a gradual development
covering 4 months is also possible.

Several theories have been advanced to
explain the origins of LS. The hypothesis that
lesions follow the directions of blood wvessels,
lymphocytes, peripheral nerves, lines of Blaschko
do not account for the diverse clinical aspects of
LS lesions.

Most commonly the eruption consists of
small lichenoid papules, distinct at first, then
coalescent. Lesions are arranged in an irregular,
slightly squamous streches of 2 up to 20 mm
width and a length that varies from a couple of
centimeters to the whole length of the limb. The
stretch can be continuous or discontinuous. LS is
most frequently located on the inferior or
superior limbs, the torso and sometimes the face
[2]. The nail is seldom affected [2, 3], more
commonly in children, especially in fingers and
less frequently in toes, and in half of the cases the
thumb is affected. Simultaneous involvement of
two fingers is exceptional and all studies
published report only cases referring to two
adjacent fingers [2, 4, 5, 6, 7]. Clinically, lesions
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degete adiacente [2, 4, 5, 6, 7]. Aspectul clinic este
al unei onicodistrofii segmentare sau totale a
lamei unghiale aflate in continuarea leziunilor
cutanate. De obicei aceasta se poate prezenta ca
fisurd longitudinald unica distald sau de-a lungul
intregii lame unghiale, sau de strii longitudinale
ca si In cazul nostru. Alte modificari unghiale
observate sunt: koilonichia, subtierea lamei
unghiale, onicoliza distald, plicaturarea laterald a
unghiei, incarnarea unghiei sau ingrosarea lamei
unghiale.

La pacientul nostru modificarile unghiale au
precedat leziunile cutanate. In cazurile prezen-
tate modificdrile unghiale pot sd apara inaintea
[2, 8], dupa [9] si simultan [8] leziunilor cutanate.
Rareori afectarea unghiala poate fi singura
manifestare a LS.

Aspectul histopatologic al LS nu este
patognomonic. La nivelul epidermului este
prezenta o hiperkeratoza si parakeratoza focald,
acantozd si spongiozd, cu prezenta catorva celule
diskeratozice. Modificarile histologice cele mai
importante le gdsim in derm cu prezenta unui
infiltrat lichenoid format din limfocite citotoxice
CDg cu extindere in profunzime si situat
perivascular si perianexial. In cazurile cu afectare
unghiald izolata diagnosticul este pus de biopsia
unghiald longitudinald, aspectul histologic fiind
identic cu cel al leziunilor cutanate. Totusi, cu
toate cd hipergranuloza nu este de obicei
prezentd in LS, hipergranuloza matricei unghiale
este prezentd in LS unghial, aparadnd de
asemenea si in alte afectiuni inflamatorii care
interfereazd cu keratinizarea matricei unghiale.

Diagnosticul diferential al LS trebuie facut cu
lichenul plan liniar si psoriazisul liniar de care se
deosebeste prin evolutie si examen histo-
patologic. Modificarile unghiale din LS trebuie
diferentiate de cele din onicomicozd, peladad sau
eczema atopicd. Hamartoamele blaschkolineare
pot sd apara in primele luni de viata avand aspect
clinic si histologic asemdndtor LS insda absenta
vindecdrii complete si puseele inflamatorii
permit stabilirea diagnosticului de hamartom
epidermic verucos inflamator linear (HEVIL).

Vindecarea LS este spontand avand loc intre 6
luni si 2 ani de la debutul afectiunii. In schimb in
cazul onicodistrofiei vindecarea este mai tardiva
de la 6 luni la 5 ani si mai mult, durata medie de
vindecare a unghiei fiind de 22,6 luni [8]. In cazul
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present as segmentary or total onychodystrophy
of the nail plate as a sequel to cutaneous lesions.
It commonly takes the form of a unique distal
longitudinal fissura or a cleft covering the whole
nail plate length, or of longitudinal ridging, as in
the case under study. Other nail changes that
have been noted include koilynochia, thinning of
nail plate, distal onycholysis, nail lateral
enveloping, nail ingrowing or thickening of nail
plate.

In our patient nail changes have preceded
cutaneous lesions. In cases reported, nail changes
may occur before [2, 8], after [9] and
simultaneously [8] with the cutaneous eruption.
Nail involvement is rarely the only LS
manifestation.

The histopathologic aspect of LS is not
pathognomonic. The epidermis shows hyper-
keratosis, focal parakeratosis, acanthosis and
spongiosis, accompanied by some dyskeratotic
cells. The most important histological changes
are present in the dermis and take the form of a
lichenoid infiltrate made of CDg cytotoxic
lymphocytes, deeply extended both around the
capillaries and in the epidermal appendages. In
cases of isolated nail involvement, diagnosis is
determined by longitudinal nail biopsy, the
histologic aspect being identical with that of the
cutaneous lesions. Still, although hypergranu-
losis is not commonly present in LS, hyper-
granulosis of nail matrix is present in nail LS as
well as in other inflammatory conditions that
interfere with the keratinization of nail matrix.

LS differential diagnosis shall take into
consideration comparison with linear lichen
planus and linear psoriasis. LS differs from these
conditions in point of evolution and
histopathological examination. Nail changes in
LS must not be mistaken for onychomycosis,
pelade or atopic eczema. In the first months of life
Blaschkolinear hamartomas can develop, with
clinical and histological aspect resembling to LS,
but the absence of total recovery and the
inflammatory pulses allow for the determination
of accurate diagnosis as linear inflammatory
verrucous epidermic hamartoma.

LS resolves spontaneously 6 to 12 months
after the beginning of the condition. In exchange,
onychodystrophy cures more slowly, from 6
months upt to 5 years or even more, average nail




nostru la 6 luni de la debutul afectiunii s-a
constatat doar vindecarea cutanatd, distrofia
unghiald persistand.

Tratamentul LS nu este necesar, afectiunea
vindecandu-se totdeauna spontan chiar in
cazurile cu afectare unghiald In care evolutia este
mai lunga. In cazul nostru tratamentul s-a limitat
la aplicatii de dermatocorticoizi strict pe leziunile
cutanate.

Concluzie

Afectarea unghiald in LS este rar intalnita,
vindecarea unghialad survenind mai tarziu decat
cea cutanata.

Intrat in redactie: 3 septembrie 2010
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condition regression period being 22.6 months. In
our patient the cutaneous lesions resolved but
the nail lesion did not improve.

LS treatment is not necessary; this disorder
always resolves spontaneously, even when nail
involvement occurs and the evolution is longer.
In the case under study we have limited our
treatment to application of dermatocorticoids on
the cutaneous lesions exclusively.

Conclusion

Nail involvement in LS is an uncommon
condition and it cures slower than cutaneous
lesions.
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