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Palmoplantar lichen planus successfully treated with

itraconazole pulse therapy

Dear Editor,

Lichen planus (LP) and lichenoid eruptions are
a group of inflammatory skin diseases exhibiting
diverse clinical morphology but sharing uniform
histopathological characteristics !. Palmoplantar LP
is a localized and rare variant that lacks the classical
clinical features of LP, such as polygonal lesions
and Wickham’s striae >3, It typically manifests as
erythematous and scaly lesions but can also appear as
pitted plaques, vesicle-like or umbilical papules, and
ulcers 23, It may be hard to distinguish from psoriasis,
syphilis, punctate porokeratosis, and keratoderma .
Despite the multiple therapeutic options available, it
is typically recalcitrant, with no effective treatment
firmly established 2.

Treatment options for palmoplantar LP include
corticosteroids, topical retinoic acid, acitretin,
enoxaparin, cyclosporin, topical tacrolimus, and surgical
excision with grafting 2. Although some results have
been promising, data are limited because they are
based primarily on case studies 2. In certain lichen
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variants, systemic antifungals such as griseofulvin
and itraconazole have been reported to be beneficial,
but the level of evidence is low, and no data on their
efficacy in palmoplantar LP is currently available 4%,

We describe a 48-year-old male patient complaining
of thickened skin over his right palm for the last
six weeks. Examination revealed skin-colored
hyperkeratotic papules with erythematous borders in
his palmar region. These papules tended to coalesce
along palmar creases, with their long axis running
parallel to the creases (Figure 1A). Furthermore, the
patient had reticular LP in the oral mucosa (with
amalgam fillings) and lichenoid papules around the
ankle, which he was unaware of. A thorough skin
examination, including the oral mucosa, palmoplantar
area, fingernails, toenails, and toe webs, revealed no
indication of an active fungal infection.

Two punch biopsies were performed, one in the
palmar region and one in the ankle. Both were devoid
of any signs of a fungal infection and demonstrated
the classic histopathological features of lichen planus

C

Figure 1. The patient’s right palmar region. (a) At the time of presentation, yellowish and skin-colored hyperkeratotic papules with
peripheral erythema were observed in the right palmar area. These papules tended to cluster together, with their long axis parallel to the
palmar lines. (b) Complete flattening of the lesions was observed in the sixth week (after two itraconazole pulses). The arrow indicates
the previous biopsy site. (c) At the nine-month follow-up, the lesions had completely regressed, and the biopsy site had healed.
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(Figure 2). The patient was started on a seven-day
course of oral itraconazole (200 mg BID) pulse
therapy. Three weeks later, the lesions in the palmar
region and the ankle had somewhat improved. A
second seven-day pulse therapy was administered to
the patient. After three weeks, the lesions completely
flattened, leaving only minor pigmentary changes
(Figure 1B). The patient was lost to follow-up after
the nine-month visit, where we observed that all of
his palmar and perimalleolar lesions had completely
healed, but the oral lesions persisted and remained
unchanged from the baseline (Figure 1C).

A small case series evaluating the efficacy of
itraconazole on LP attributes its success to the drug’s
immunomodulatory effects (such as inhibition of IL-4,
IL-5, and increased production of IL-12p40) rather
than its antifungal actions >. Another report involving
four classic LP patients revealed that two patients had
complete and two had partial clearance . Regarding
other antifungals, case series suggest that griseofulvin
is effective in the diffuse papular form 7, partially

effective in the hypertrophic form 7, but ineffective
in the oral erosive LP °. Oral terbinafine and topical
ciclopirox were also proven to be beneficial in two
patients with concomitant dermatophyte infections,
and it was speculated that LP may have developed
as a result of antigenic stimulation 8.

The etiology of LP is complex; this uncertainty is
reflected in treatments, making it difficult to identify
a consistently effective regimen . Furthermore,
LP may regress spontaneously, so determining the
efficacy of therapy is challenging. The persistence
of lesions in the oral mucosa may be related to
amalgam fillings. However, our patient did not
have a clinically apparent fungal infection, and
whether the regression of the lesions was due to
the alleviation of the fungal antigenic stimulation
or to other non-antifungal effects of itraconazole is
unclear. Itraconazole may be an effective alternative
therapy for LP, particularly the palmoplantar variant.
However, controlled studies are required to obtain
more consistent results.

Figure 2. Skin samples from the palm (A-40x, B-100x) and the ankle (C-40x, D-100%) were stained with hematoxylin and eosin. Both
specimens displayed classical histopathological features of lichen planus, i.e., orthokeratosis, hypergranulosis, sawtooth-shaped
acanthosis, and band-shaped lymphocytic infiltration at the dermo-epidermal junction.
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