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Lichen planus pigmentosus (LPP) is a rare variant
of lichen planus that was first reported in India by
Bhutani et al. in the year 1974.1 He later renamed the
term giving a distinct nomenclature to it. Commonly it
has an actinic pattern of distribution that begins with
appearance of brown to gray pigmented macules with
ill-defined borders, initially over pre-auricular areas and
forehead, which later coalesce to form hyperpigmented
patches, occurring in darker skin individuals.2 It occurs
in middle aged individuals with few studies showing a
greater incidence in females.3 It has an insidious onset
and is characterized by persistent, asymptomatic or mildly
pruritic slate gray pigmentation predominantly over the
face and neck (Figure 1) followed by upper extremities
and trunk. Commonly a diffuse pattern of pigmentation
is encountered, while reticular, blotchy and perifollicular
patterns have also been described.2 The patches are mostly
symmetrical in distribution although various other patterns
such as linear,4 segmental,5 zosteriform6 and blashkoid7

have being reported in various literature. The oral mucosa
may rarely be involved and there is sparing of palms,
soles and nails.8 Another important variant of LPP which
is rare and needs a special mention is LPP inversus that
was reported by Pock et al. in the year 2001,9 occurring
commonly in photoprotected areas, mostly the flexures and
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intertriginous areas. Unlike Lichen planus, in LPP there is
no or occasional pruritus and Wickham’s striae is absent.2

Cases of LPP have been reported from various parts of the
country India as well as seen in Japan, Korea, Middle East
and Latin America.

Although the etiological factors of LPP still remains a
debatable issue, a number of agents have been reported to
act as predisposing factors. Its occurrence in photo exposed
areas has pointed towards the possibility of sunlight as an
etiologic agent.10 Other possible inciting agents include
topical mustard oil containing allyl isothyocynate and amla
oil, a potential photosensitizer.11 LPP is also thought to
be a type IV hypersensitivity reaction to some unknown
antigen with lichenoid reaction at dermoepidermal junction
leading to melanin incontinence and superficial dermal
pigmentation. T lymphocyte dysfunction have also been
postulated in its etiopathogenesis.2

Histologically LPP shows varied histological features
depending on the age of the lesion, with early lesions
showing marked inflammation at the interface and older
lesions showing less inflammation and prominent dermal
pigmentation.11 The findings include atrophic epidermis
with apoptosis of keratinocytes, basal layer vacuolar
degeneration and dermal pigment incontinence.3 The
inflammatory phase is characterized by dense lichenoid
(lymphohistiocytic) infiltrates with prominent basal cell
vacuolar degeneration and some pigment incontinence. The
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Fig. 1: Clinical Pic of patient (LPP)- Showing ill-deffined, discrete and confluent areas of slate gray pigmentation distributed over face
and neck

Fig. 2: A): Scanner view 40x; B, C): Low power view 100x; Shows Epidermis is atrophic with basket weave hyperkeratosis and dermis
showing a minimal superficial perivascular lymphohistiocytic infiltrate and focal basal vacuolar degeneration with marked melanin
incontinence (burnt out inflammation)- Histopathological findings in Lichen planus pigmentosus
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second pattern (burnt out inflammation) shows upper dermal
perivascular lymphohistiocytic infiltrate and minimal to
absent basal cell vacuolar degeneration with significant
pigment incontinence3 (Figure 2). Similar to Lichen planus,
colloid bodies can be seen in LPP as well.3 The infiltrate is
composed of CD8 T-lymphocytes predominantly.3 Immune
deposits are more commonly seen in LP in comparison to
LPP where it is seen in only 15% of cases. Occassionally
DIF maybe positive with IgM, IgG, C3 and fibrinogen
deposits in colloid bodies or basement membrane zone.2,3

The closest differential diagnosis posing a diagnostic
challenge for a dermatologist is Erythema dyschromicum
perstans (EDP) or Ashy’s dermatosis. It differs from
LPP by extensive involvement over sunexposed as well
as covered areas, greyish blue to brownish macules
with erythematous, elevated borders in early inflammatory
stages.12 Histologically EDP shows basal cell vacuolar
degeneration with dermal mononuclear infiltrate that is
periadnexal in location and dermal pigment (melanin)
deposition is in deeper dermis compared to superficial
dermal deposition in LPP. Second closest differential is
pigmented contact dermatitis / Riehl’s melanosis, which
has similar features as that of LPP both clinically
and histopathologically. Clinically its characterized by
hyperpigmentation of face and neck due to ingredients
in cosmetic products.13 Histological features causing a
diagnostic overlap with LPP includes interface dermatitis,
lichenoid infiltrates and melanin incontinence.3 A definitive
diagnosis however is established only after positive patch
test identifying the allergen and by eliciting an adequate
history of prior application of topical agents such as
cosmetics and dyes.3 Other differentials include drug
induced pigmentation, post inflammatory pigmentation,
macular amyloidosis, frictional melanosis and idiopathic
eruptive macular pigmentation.3

LPP has been reported in various literatures to
be associated with disorders like scarring alopecia
and circulating antinuclear antibodies,14 frontal fibrosing
alopecia15, acrokeratosis of Bazex and head and neck
carcinoma (paraneoplastic LPP),16 hepatitis C infection17

and nephrotic syndrome.18

The natural course of disease in LPP is variable
with some cases showing spontaneous resolution while
certain cases are refractory to treatment with persistence
of pigmentation over years. Review of literature have
suggested various treatment modalities for LPP. Use of
vit A was recommended by Bhutani et al.19 while Al
Mutairi and El Khalawany found tacrolimus ointment to be
effective in 53.8% of patients.20 The use of oral dapsone
along with topical tacrolimus may halt the progression of
pigmentation as suggested by Sehgal et al.9 Few cases
also responded well low fluence Q switched Nd-YAG
laser.21 An open label, non-randomized, prospective study
by Muthu et al. showed improvement with oral isotretinoin
at a dose of 20mg/day for 6 months.22 Other treatment

modalities include photoprotection, oral tranexamic acid
(250mg/day for 4-6 months), topical and oral steroids,
topical 5% azelaic acid, oral acitretin (25mg) and Narrow
band ultraviolet B phototherapy.23 The response rates
showed moderate to good improvement in most of the
studies.23 The limitations of the studies include their small
sample size, low levels of evidence and absence of specific
assessment tools for evaluation of treatment outcomes.23 In
EDP, again topical tacrolimus and narrow band ultraviolet
light have shown promising results whereas oral isotretinoin
and dapsone showed recurrence and lasers have shown to be
ineffective.24 A case series by Aisleen et al. have reported
resolution of lesions of EDP with a combination therapy
of oral prednisolone and isotretinoin if initiated at early
stage of the disease.25 Availability of few studies and case
series as well as lack of randomized clinical trials have
accounted to absence of any standard therapeutic modality
in its treatment.25
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