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Abstract: 

Introduction: The lichen striatus is a rare disease of the skin. LS mainly affects children. LS is a benign 

self-limited, localized blaschkolinear inflammatory disorder of unknown etiology. 

 

Methods: A literature review was performed on any aspects of LS in children using pubmed and google 

scholar sing following terms: lichenstriatus, nail lichen striatus, facial Lichen Striatus, lichenoidplaque, 

dermatology. Articles not related to children population were excluded. 

 

Findings: In epidemiological review most of cases in children usually were between the age of 3 and 15 

years. Females are affected more than males. The etiology of LS is still unknown.in one article there is an 

increasing incidence in spring and summer. seasonal variation with a peak incidence of lichen striatus 

further suggests a viral origin. The histologic pattern of LS is well defined. A perivascular inflammatory 

is seen. A lichenoid pattern with inflammatory infiltrate near the dermoepidermal junction may be 

present. clinical and histologic findings overlap with other cutaneous disorder that follows the lines of 

blaschko. Lesions are usually unilateral and characteristically appears as shiny ,flattoped erythematous 

papules. Lesion occur more frequently on legs, although any part of the body may be affected. Treatment 

or no treatments was not significantly correlated with duration of disease. 

 

Conclusion: LS mainly affects children. LS is a benign self-limited, localized blaschkolinear 

inflammatory disorder of unknown etiology. The onset of lesions is sudden and progresses to the full 

clinical aspect in days or weeks. LS is typically asymptomatic, but intense pruritus can occur. There isn’t 

any specific treatment for LS Its benign, Treatment or no treatments was not significantly correlated with 

duration of disease, self-limited course is marked by spontaneously involution in 6–12 months, with no 

scar formation. 
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Introduction: 

Lichen striatus (LS) is a benign, self-limited, 

localized blaschkolinear inflammatory 

disorder of unknown etiology (1, 2). It 

mainly affects children (3, 4) between the 

ages of 4 to 6 months and 15 years(2, 3, 5-

7)and is more common in girls (3, 5). 

Lesions begin with inflammatory papules 

and lichenoid plaques spreading in a 

blaschkolinear segment (8).  

The blaschko system of nevus lines first 

described by Alfred Blaschko in 1901 

corresponds to the developmental pattern of 

skin cells precursors (9, 10). Researchers 

later observed the linearity of certain 

cutaneous disorders following Blaschko 

lines, in particular lichen striatus(11, 12).  

The lesion is usually unilateral, particularly 

involving the limbs alone, although lesions 

may extend from the trunk to a limb, and 

less commonly occur on the trunk alone or 

on the face (2, 5). Nail involvement in LS is 

relatively uncommon and can develop with 

or without skin lesions (13).  

The histopathologic features of lichen 

striatus are nonspecific (5, 14-16). The main 

pathologic changes consist of a lymphocytic 

infiltrate mainly centered around the 

subpapillary vessels, extending into some of 

the dermal papillae and aligned along the 

sweat glands and hair follicles (14, 17, 18). 

Methods: 

A medline search was performed using the 

following terms: lichen striatus, nail lichen 

stratus, lichen striatus in children. The 

current narrative review was performed on 

databases of Pubmed and Google scholar 

about lichen striatus in children. Articles not 

related to children population were excluded 

the concepts of prevalence and incidence 

aspects of disease were extracted from the 

reviewed articles (19).   

Findings: 

1: Etiology  

The incidence and prevalence is 

unknown,But between January 1980 and 

December 2000all cases of LS were 

identified at the pediatric dermatology 

Division of the pediatric Department , 

Parana federal university (3) And another 

report between January 1989 and January 

2000,115 cases were identified at the 

pediatric dermatology unit, university of 

Bologna , Bologna ,Italy (20).  

Most of cases occur in childen, usually 

between the ages of 3 and 15 years , but 

onset in early infancy and in adults has been 

reported. Females are affected 

approximatelytwo or three times as 

frequently as males (3, 20, 21).  

In a case series of 115 Italian children, 

female predominance was noted, as was an 

association with atopy in 70 cases. Three 

types have been described: classical, alba 

and associated with nail involvement (22). 

2: Etiology:    

 The etiology of LS is still unknown. One 

hypothesis is a possible viral origin for the 

disease (2, 23-25)  

Kennedy et al observed that the occurrence 

varied enormously with the season of the 

year, with an increased incidence in spring 

and summer. They associated this increased 

incidence in the hot months with a viral 

disease (23)  
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Toda et al suggested a link between a 

personal or family history of atopy and 

development of LS (26). Seasonal variation 

with a peak incidence of lichen striatus 

during the spring and summer months 

further suggests a viral trigger (23, 24). 

3: Histopathology: 

 The histologic pattern of LS is well defined. 

A perivascular inflammatory infiltrate of 

Epidermal features may include spongiosis, 

exocytosis, and dyskeratosis. A lichenoid 

pattern with inflammatory infiltrate near the 

dermoepidermal junction may be present. 

Hair follicles and sweat glands can be 

affected (1, 26, 27)  

Clinical and histologic findings overlap with 

other cutaneous disorders that follow the 

lines of Blaschko, including linear lichen 

planus(28), linear cutaneous lupus 

erythematous (29), linear psoriasis (30), 

linear lichen nitidus(31), and blaschkitis(32).  

It characteristically appears as shiny, flat-

topped, erythematous papules ranging from 

2 to 4 mm in diameter, which cluster in a 

continuous or interrupted linear pattern, 

sometimes reaching 1–3 cm wide. This 

shape links to the lines of Blaschko. It is 

believed that these lines indicate somatic 

mosaicism reflecting the distribution of 

clones of abnormal keratinocytes during 

embryonic migration (2, 3, 9, 21). 

Nowadays lichen striatus is arare disease.It 

occurs in any age but it is more common in 

children between 4 to 6 months and 15 

years. Lichenstriatus is a benign,self limited, 

linear inflammatory dermatosis of unknown 

etiology.It characteristically appears as 

shiny ,flat-topped , erythematous papules 

that follows the blachko lines. It is 

spontaneously involutedbetween 6 to 12 

month without scar. Corticosteroidscan not 

speed the involution of lesions. To provide a 

framework to review the incidence and 

prevalence of LS in children,the current 

concept on the prevalence and incidence of 

children LS are summarized. 

4: Clinical features: 

Lesions are typically solitary and unilateral, 

occur- ring more frequently on the legs, 

although any part of the body may be 

affected (4, 23). Nail involvement is rare (2, 

23), but onychodystrophy may occur (6).  

The onset of lesions is sudden and 

progresses to the full clinical aspect in days 

or weeks. LS is typically asymptomatic, but 

intense pruritus can occur (4). Its benign, 

self-limited course is marked by 

spontaneously involution in 6–12 months, 

with no scar formation (4). Residual hyper- 

or hypopigmentation may persist for a 

couple of years (33). Textbooks indicate that 

the active phase of LS lasts for 6 to 12 

months (34-36). Followed by flattening and 

persistent pigmentary alteration for 1 to 3 

years (36, 37)  

LS presents over days to weeks as a 

unilateral, solitary linear band on the 

extremities. Bilateral, multiple streaks and 

inflammatory triggers (e.g., hepatitis B 

vaccination) have been reported. Face, 

buttock, and trunk involvement can occur 

(34-39)  

Tostiet al.3 reported that nail LS is not 

always associated with skin lesions. They 

suggested that nail LS should be sus- pected 

when a child or a young adult presents with 

lateral nail involvement of a single nail(13)  
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It is clinically characterized by papules 

arranged in bands, mainly along the 

Blaschko lines (2, 9, 20, 21, 40). 

5: Treatment: 

There isn’t any specific treatment for LS. 

Treatments used included hydrocortisone 

cream, pimecrolimus, emollients, and no 

treatment. Treatment or no treatment was 

not significantly correlated with duration of 

disease(4)  

The role of therapy with topical steroids and 

non-steroidal anti inflammatory agents in 

the treatment of lichen striatus is unclear. 

Previous reports have suggested that topical 

corticosteroids and tacrolimus may shorten 

the course (23, 41). 

Conclusion: 

In general, these findings indicated that in 

recent years several and different childhood 

Lichen Striatus cases are reported. The 

lichen striatus is a rare disease of the skin. 

LS mainly affects children. LS is a benign 

self-limited, localized blaschkolinear 

inflammatory disorder of unknown etiology. 

The onset of lesions is sudden and 

progresses to the full clinical aspect in days 

or weeks. LS is typically asymptomatic, but 

intense pruritus can occur. There isn’t any 

specific treatment for LS Its benign, 

Treatment or no treatments was not 

significantly correlated with duration of 

disease, self-limited course is marked by 

spontaneously involution in 6–12 months, 

with no scar formation. 
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