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Case report 
A Case of Truncal Lichen Striatus in a 30-Year-Old Man

ABSTRACT
Aims: Lichen striatus (LS) is an uncommon, benign, acquired inflammatory dermatosis that develops along the lines of Blaschko and predominantly affects children; its occurrence in adults is exceptional. We report a case of truncal LS in a 30-year-old man and discuss its distinction from other adult acquired blaschkolinear dermatoses.
Presentation of Case: A 30-year-old man with a family history of atopy presented with a non-pruritic papular eruption on the right side of the trunk, without any antecedent trauma, infection, drug intake or vaccination. Examination revealed numerous erythematous-violaceous papules distributed unilaterally along the lines of Blaschko in an inverted-U configuration, not crossing the anterior midline. Dermoscopy showed an erythematous background with pigmentary incontinence. The remaining skin, mucous membranes and appendages were normal. Laboratory work-up was unremarkable, and histopathology demonstrated a lichenoid infiltrate consistent with LS.
Discussion: In adults, LS must be distinguished chiefly from adult blaschkitis, linear lichen planus and linear psoriasis. Adult blaschkitis typically presents with pruritic papulovesicles and a spongiotic pattern on histology, whereas LS shows flat lichenoid papules without spongiosis, as in our patient. The considerable clinicopathological overlap has led some authors to regard these conditions as a single continuum, proposed under the term blaschkolinear acquired inflammatory skin eruption (BLAISE).
Conclusion: Although rare in adults, LS should be considered in any acute, acquired, blaschkolinear eruption in this age group. It resolves spontaneously, and treatment is usually unnecessary except for symptomatic pruritus.
Keywords: Lichen striatus; Blaschko's lines; blaschkolinear dermatosis; adult blaschkitis; dermoscopy; lichenoid infiltrate; case report.
Abbreviations: LS (lichen striatus); AB (adult blaschkitis); BLAISE (blaschkolinear acquired inflammatory skin eruption).
1. INTRODUCTION
Lichen striatus (LS) is an uncommon acquired inflammatory dermatosis that develops along the lines of Blaschko, producing a clinical picture of isolated or coalescent papules arranged in a linear, unilateral band (Herzum et al., 2025; Leung et al., 2024). It was delineated as a Blaschko-linear acquired inflammatory skin eruption by Taieb et al. (1991) and is predominantly a disease of childhood, with most cases occurring between 3 and 10 years of age and a slight female predominance (Patrizi et al., 2004; Herzum et al., 2025). The distribution following the lines of Blaschko is thought to reflect cutaneous mosaicism, with a T-cell-mediated reaction directed against a mosaic keratinocyte clone after loss of immune tolerance (Herzum et al., 2025).
The occurrence of LS in adults is exceptional, with only a limited number of cases reported, and it raises the specific problem of its distinction from other acquired blaschkolinear dermatoses of the adult (Hofer, 2003; Müller et al., 2011). We report a case of truncal LS in a 30-year-old man, and discuss its clinical, dermoscopic and histopathological features together with the relevant differential diagnoses.
2. PRESENTATION OF CASE
A 30-year-old man with a familial background of atopy presented with a papular eruption of the right side of the trunk. The eruption was strictly non-pruritic. On directed questioning, no history of local trauma, preceding infection, drug intake or recent vaccination was identified.
Clinical examination revealed numerous erythematous-violaceous papules, a few millimetres in diameter, distributed unilaterally along the lines of Blaschko over the right flank, forming an inverted-U configuration and not crossing the anterior midline (Fig. 1). Dermoscopy demonstrated an erythematous background together with features of pigmentary incontinence (Fig. 2). Examination of the remaining integument, the mucous membranes and the skin appendages (hair and nails) was unremarkable.
Routine laboratory investigations were within normal limits. A skin biopsy showed a lichenoid inflammatory infiltrate, in keeping with the diagnosis of LS. On the basis of the characteristic Blaschko-linear distribution and the histopathological findings, a diagnosis of adult truncal LS was made. Given the benign, self-limiting nature of the condition and the absence of pruritus, a wait-and-see approach without active treatment was adopted, with clinical monitoring for spontaneous resolution and for possible residual post-inflammatory dyschromia.
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Fig. 1. Numerous erythematous-violaceous papules distributed unilaterally along the lines of Blaschko in an inverted-U configuration over the right side of the trunk, without crossing the anterior midline.
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Fig. 2. Dermoscopy showing an erythematous background together with features of pigmentary incontinence.
3. DISCUSSION
LS is a benign acquired inflammatory dermatosis, mainly described in children between 3 and 10 years of age, with a slight female predominance (Patrizi et al., 2004; Herzum et al., 2025). Onset is typically acute, with numerous papules a few millimetres in diameter, isolated or confluent, erythematous in the early phase — or paler and hypopigmented in darker phototypes — and usually non- or only mildly pruritic; the eruption may also present as hypopigmented macules (Leung et al., 2024; Herzum et al., 2025). Although the limbs are the most frequently involved site, the trunk and the face may also be affected (Leung et al., 2024). The unilateral linear topography following the lines of Blaschko is highly suggestive and usually allows a straightforward clinical diagnosis, while histopathology characteristically reveals a lichenoid infiltrate, as observed in our patient (Zhou et al., 2016; Darsha & Cohen, 2020).
In the adult, LS must be differentiated from the other acquired blaschkolinear dermatoses, chiefly adult blaschkitis (AB), linear lichen planus and linear psoriasis (Müller et al., 2011; Herd et al., 1993). AB typically manifests as intensely pruritic, eczematiform papulovesicles, with histology showing spongiosis and without an interface dermatitis; conversely, LS presents as flat papules with a lichenoid, non-spongiotic epidermal pattern, as in our observation (Al-Balbeesi, 2021; Müller et al., 2011). The clinical and histological overlap between these entities has led some authors to consider that the distinction lacks robust supporting evidence, and to propose unifying concepts such as blaschkolinear acquired inflammatory skin eruption (BLAISE), encompassing a spectrum that includes both LS and AB (Darsha & Cohen, 2020; Hofer, 2003).
Dermoscopy, although not specific, can support the diagnosis: an erythematous background, dotted vessels and features of pigmentary incontinence (brownish or grey-blue granules corresponding to dermal melanophages) have been reported, and were partly present in our patient (Chersi et al., 2023; Sar-Pomian et al., 2024). When the eruption reaches a digit, nail involvement is a well-recognised, although under-reported, feature (Bilgic, 2024). A range of triggers has been described in adults, including viral infection, vaccination and immunomodulatory drugs, supporting an immune-mediated pathogenesis; none of these was identified in our patient (Belina et al., 2021; Kenyon et al., 2024). A personal or familial background of atopy, present in our patient, has likewise been reported in association with LS (Patrizi et al., 2004).
The course of LS is spontaneously resolutive, generally over several months, so that no treatment is required (Herzum et al., 2025; Leung et al., 2024). When the eruption is symptomatic, topical corticosteroids or topical calcineurin inhibitors may be used to relieve pruritus (Leung et al., 2024). Post-inflammatory hyperpigmentation or hypopigmentation may persist for several months after resolution, and recurrences are uncommon (Herzum et al., 2025).
4. CONCLUSION
Although rarely observed in adults, LS should be included among the diagnostic hypotheses for any acute, acquired, blaschkolinear eruption in this age group. Recognition of its characteristic distribution and its lichenoid histopathology allows it to be distinguished from adult blaschkitis and from the other linear dermatoses, and avoids unnecessary investigations and treatment. In most cases no treatment is required, apart from symptomatic measures directed at pruritus.
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