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ABSTRACT

A 32-year-old Filipino male managed as a case of acute myeloid leukemia presented with a 6-month history of 
generalized, red-brown papules. After chemotherapy, the patient was advised 30-minutes daily sun exposure as 
a form of natural phototherapy. On follow-up, most lesions flattened. This case demonstrates chemotherapy’s 
potential role in controlling the patient’s inflammatory state and using ultraviolet light therapy in the form of sunlight 
to manage generalized purpuric lichen nitidus.
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INTRODUCTION

Lichen nitidus is an idiopathic lichenoid eruption 
described by Felix Pinkus in 1907.1 It is characterized 
by multiple 1-2mm discrete smooth, round dome-
shaped papules that are often localized on the trunk, face, 
extremities, and genitalia. It is usually asymptomatic but 
may be pruritic in some cases.2 Generalized purpuric lichen 
nitidus is rare, exhibiting similar lesions to the classic 
variant but with red-brown papules, which correspond 
to the presence of siderophages in the dermis. We herein 
report a rare case of generalized purpuric lichen nitidus 
with characteristic dermoscopic findings.

CASE REPORT

A 32-year-old Filipino man presented with diffuse 
mildly pruritic 1-2 mm red-brown discrete monomorphic 
papules covering the face, trunk, and extremities. He 
had a six-month history of multiple grouped red-brown 
nonpruritic papules, which initially appeared on the left lower 
leg. This later progressed to involve the rest of the body in 
a caudocephalad direction. Self-medication with sulfur soap 
did not lead to improvement of lesions. Two months later, 
the patient consulted at a local clinic where a punch biopsy 
revealed lichenoid dermatitis. On laboratory examination, 
he had anemia and thrombocytopenia. He was referred to 
our institution for further workup, where his bone marrow 
biopsy result was consistent with Acute Myeloid Leukemia. 
Before the present illness, the patient had no known 
dermatologic conditions and an unremarkable personal 
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and family medical history. He is an 18-pack-a-year smoker, 
a regular alcoholic consumer. He denies illicit drug use.

Physical examination revealed multiple, well-demar-
cated, red-brown, firm, shiny monomorphic papules distri-
buted on the face, scalp, neck, trunk, genitalia, buttocks, 
and the upper and lower extremities (Figure 1A-G). 
These did not blanch on diascopy. No nail and mucosal 
involvement were seen.

Dermatoscopic findings
Dermoscopy of the lesions on the back revealed multiple 

well-demarcated concentric regions characterized by a 
structureless ill-defined whitish annular cloud-like area and 
a peripheral halo with erythematous-brown pigmentation 
(Figure 2A).

On the right leg, red globules and dots overlying faintly 
red homogeneous areas were prominent (Figure 2B).

Figure 1. Patient presented with multiple, well-demarcated, red-brown firm mono-
morphic papules distributed on the face, scalp, trunk, genitalia, buttocks, 
upper and lower extremities (A-G).
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Histopathologic findings
Biopsies were done on the back, and right lower leg; 

both showed findings of patchy lichenoid infiltrates of 
lymphocytes and histiocytes in the dermis. The specimen 
from the back was more characteristic for lichen nitidus, with 
the infiltrates spanning 3-4 rete ridges in the papillary dermis, 
resembling a “claw clutching a ball.”3 Moreover, extravasated 
erythrocytes and siderophages were appreciated within the 
infiltrates. The overlying epidermis showed basketweave 
orthokeratosis, parakeratosis, and focal vacuolar interface 
changes (Figure 3A). Perls Prussian blue staining revealed 
numerous siderophages in the dermis (Figure 3B).

Management
The patient was initially admitted for induction 

chemotherapy with Doxorubicin and Cytarabine. Treatment 
for the lichen nitidus was initiated with petroleum jelly, 
clobetasol propionate 0.05% cream, urea 20% + lactic acid 
10% + salicylic acid 4% cream, and tretinoin 0.1% cream 
on four separate areas of the patient’s thigh. No significant 
improvement was seen after four weeks with any of the 
four treatment regimens. Upon discharge, he was advised 
to sunbathe 30 minutes daily in the early morning and 
continue applying the four topical medications on the area 
where his shorts would cover the skin. However, the patient 
discontinued the topicals due to skin irritation. Four weeks 
after induction chemotherapy, resolution of most of his 
lesions was observed (Figure 4A-G). The patient presented 
with post-inflammatory hyperpigmentation on sites of 
previous papules, notably even on non-sun-exposed areas 
such as the buttocks and genitals.

DISCUSSION 

Lichen nitidus is a rare lichenoid tissue reaction first 
described by Felix Pinkus in 1907 as an asymptomatic 
and benign localized eruption on the shaft of the penis.4 
The etiology of lichen nitidus remains unknown. It has 
no known racial or sex predilection, although it can be 
seen more commonly in children and young adults.3 It is 
chronic, occasionally pruritic, and usually localized on the 
trunk, face, extremities, and genitalia.5 The classic variant 
is distinguished by multiple 1-2mm smooth round skin-
colored papules.2

In 1927, Civatte presented the similarities between 
lichen nitidus and lichen planus regarding configuration 

Figure 3. Biopsy of the back and right lower leg. (A, B). There is basketweave orthokeratosis, patchy lichenoid infiltrates (black 
circle) of lymphocytes and histiocytes spanning 3-4 rete ridges in the papillary to superficial dermis, with overlying para-
keratosis and focal vacuolar interface changes. Perls Prussian blue stain revealed hemosiderin deposits in the dermis (B).
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Figure 2. Dermatoscopic findings demonstrating multiple 
concentric regions with whitish annular cloud-like 
area, and a peripheral halo with erythematous-
brown pigmentation (A). Red globules and red dots 
overlying faintly red homogeneous areas were more 
prominent in the leg (B).
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and morphology and their histopathologic findings of 
lymphohistiocytic infiltrate.6 Though these two conditions 
may co-exist, several cases have shown that distinct 
features can differentiate the two. Clinically, lichen nitidus 
is described as discrete, monomorphous, papular lesions, 
while lichen planus presents purple, polygonal papules 
and plaques with white scale. Histopathologically, lichen 
nitidus demonstrates heterogeneous infiltration, while lichen 

planus has a more uniform presentation for its lymphocytic 
infiltrate, mostly CD4+ T helper cells.7

Lichen nitidus has a diverse clinical presentation. Apart 
from being either localized or generalized, other described 
variants include purpuric, actinic, follicular, linear, and 
vesicular types.8 Each of these is considered to be quite 
rare. Purpuric lichen nitidus presents similarly to the classic 
variant but appears red-brown.5

Figure 4. Post inflammatory hyperpigmentation on sites of previous papules after 
4 weeks from hospital discharge, with daily 30-minute sunbathing (A-G).
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There are only three published cases of generalized 
purpuric lichen nitidus, all of which describe lesions 
developing initially on the lower legs, similar to what 
was observed in our patient’s case. Also, similarly, these 
papules gradually increased in number, eventually becoming 
generalized.9

The dermoscopic findings of lichen nitidus include the 
absence of dermatoglyphics, radial ridges, and central circular 
depression under nonpolarized light. Using polarized light 
dermoscopy, ill-defined whitish areas with erythema, vessels, 
and peripheral scaling are seen. A faint brown shadow 
within these whitish areas may also be seen. The absence of 
dermatoglyphics correlates with the thin overlying epidermis 
over the infiltrates. The whitish areas possibly correspond 
to epidermal acanthosis.3 The central depression and ill-
distinct brown shadow correlate with the lymphohistiocytic 
infiltration while the radial ridges correspond to the 
elongation of the rete ridges. Scaling may correlate with 
parakeratosis seen histopathologically in the lesion.10 
Purpuric lichen nitidus may have an additional feature 
of red globules and red dots overlying faintly red homo-
geneous areas, corresponding to extravasated erythrocytes.10 
Clinical differential diagnoses include lichen planus, lichen 
scrofulosorum, keratosis pilaris rubra, pityriasis rubra pilaris, 
frictional lichenoid dermatitis, and papular urticaria.11

The histopathologic findings of variants such as 
generalized purpuric lichen nitidus share the characteristic 
hallmarks of the classic disease. This is often described as a 
ball-in-claw configuration, seen as dense dermal lympho-
histiocytic infiltrate, encompassed by elongated rete ridges.2 
Findings such as infiltrates of neutrophils, eosinophils, and 
plasma cells are rare but may still be seen in lichenoid tissue 
reactions.8,12 Additional findings of hyalinized vessels and 
sub-epidermal extravasation of erythrocytes may be seen 
in purpuric lichen nitidus. In our patient, such changes 
were attributed to thrombocytopenia, a common finding 
in acute myeloid leukemia.13

Lichen nitidus has an unpredictable clinical course and 
usually resolves spontaneously after a few months to years 
from the onset in the majority of patients. Post-inflammatory 
hyperpigmented macules often develop as the papules 
resolve. Treatment usually is reserved for symptomatic or 
generalized patients.3

There is no current standard of care for generalized 
lichen nitidus, but several case reports have been published 
to show possible treatment modalities and effects. A case of 
an asymptomatic generalized lichen nitidus in a 10-year-
old male patient was observed and not given any treatment. 
The lesions cleared spontaneously within 6-8 months.14 
Another asymptomatic case in a 7-year-old male with 
neuro-fibromatosis type 1 and juvenile myelomonocytic 
leukemia was published. He presented with a one-month 
history of generalized lichen nitidus and was treated with 
emollients.15 Five more cases with varying ages and sex 

were treated with corticosteroids. Varied results were noted, 
with two having a resolution of lesions and one with the 
persistence of lesions.7,16-18 

There are promising results on the use of sunlight and 
ultraviolet light, with mild to complete resolution in some 
and striking improvement of lesions on photo-exposed 
skin areas in others. One such case is a 32-year-old male 
with a 1-year history of generalized lichen nitidus treated 
with topical clobetasol propionate 0.05% ointment and 
triamcinolone acetonide 0.1% cream. The authors noted 
significant resolution of lesions in photo-exposed areas 
and suggested that ultraviolet light treatment could have 
played a role.2 In 1986, a case report described a 27-year-old 
female with generalized lichen nitidus that had previously 
been unsuccessfully treated with corticosteroids, who then 
improved after nine weeks of PUVA.19 Meanwhile, total 
clearing was observed in an 80-year-old female after being 
managed initially with UVA ⁄ UVB and astemizole for two 
weeks and later with light treatment and prednisolone for 
another four weeks. A 19-year-old female with a two-year 
history of generalized follicular spinous lichen nitidus was 
treated with oral PUVASoL and topical corticosteroids 
with mild improvement. She was later managed with oral 
prednisolone and dapsone, which resulted in significant 
clearance of skin lesions.20

The use of natural sunlight therapy for lichen nitidus 
was reported in a six-year-old male patient by Berman, 
Truong, and Cheng in 2019. He was previously managed 
with topical corticosteroids for several months without 
any improvement. NB-UVB phototherapy was initially 
considered, but it was deemed impractical due to the 
distance of the patient’s house to the clinic. Hence, he was 
managed with daily natural sunlight therapy of at least 15 
minutes in duration, with concomitant topical cortico-
steroids. Three months later, the patient had complete 
resolution of the eruption.21

Apart from sunlight therapy, our patient was also 
treated for acute myeloid leukemia. Treatment of established 
cutaneous manifestations of acute myeloid leukemia such as 
leukemia cutis, paraneoplastic dermatosis, and cytopenia-
related dermatosis is directed at their underlying etiology. 
Chemotherapy and supportive agents are employed.22 A 
review on case reports of cutaneous presentations in acute 
leukemia, with leukemia cutis appearing in as much as 20% 
of patients, was published in 2017. Three cases of a 67-year-
old female, a 68-year-old male, and a 67-year-old male 
had remission after chemotherapy.23

Acute myeloid leukemia is a disease state with a 
dysregulated immune system and presents with bone marrow 
failure features-including cytopenias that can manifest 
as purpura.13 Meanwhile, lichen nitidus is described as 
an inflammatory eruption. While there is no published 
literature on the relationship between these two diseases, 
this case report featured a patient’s lesions that evolved 
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when he was diagnosed with leukemia and resolved four 
weeks post-induction chemotherapy. Hence a possible 
association between the two cannot be disregarded.

CONCLUSION

Lichen nitidus is a lymphocytic cutaneous eruption 
with an unknown etiology, making it difficult to institute 
targeted therapy. We report a case of generalized purpuric 
lichen nitidus, a rare variant. The clinical feature of red-
brown papules and its dermoscopic and histopathologic 
findings distinguishes it from the classic variant.

While most cases of lichen nitidus resolve spontaneously, 
this case supports previous reports which reinforce the role 
of ultraviolet light therapy and natural sunlight therapy 
as valuable tools in managing generalized lichen nitidus. 
Moreover, purpuric lichen nitidus as a paraneoplastic 
manifestation of acute leukemia may also be considered.
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