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Lichen Planus in Skin of Color: Three Clinical Pearls for 

Recognition and Evaluation

Lichen planus (LP) is a T cell–mediated 
in�ammatory disorder that can a�ect the skin 
and mucous membranes. Although often self-
limited, LP can cause considerable morbidity 
from pruritus, dyspigmentation, and painful 
mucosal disease.1 The estimated prevalence 
of LP in the United States (US) ranges 
from approximately 0.19% to 0.39%, with 
prevalence increasing with age.2 Recognition 
of LP in patients with skin of color (SOC) can 
be challenging because classic descriptions 
do not always re�ect its appearance in more 
deeply pigmented skin. This review highlights 
3 clinical considerations that could improve 
recognition and evaluation of LP in patients 
with SOC.

LOOK BEYOND “PURPLE”
 LP is classically described by the “5 Ps:” 

planar, purple, polygonal, pruritic papules, 
and plaques. Although useful as a mnemonic, 
reliance on “purple” as a de�ning feature might 
contribute to underrecognition in patients with 
more deeply pigmented skin. In SOC, LP can 
appear violaceous, dark brown, gray-brown, or 
gray-black.1

When color is less characteristic, greater 
attention to morphology and secondary 
features can aid recognition. Wickham striae—
lacy, reticular white lines that might overlie LP 
lesions—are a characteristic clinical feature 
of LP.3 In patients with darker skin phototypes, 
the appearance of Wickham striae can vary, and 
dermoscopy can facilitate their recognition and 

provide an additional diagnostic clue when LP 
is suspected.4,5

Postin�ammatory hyperpigmentation 
(PIH) can also be prominent and persistent 
in patients with SOC.6 When active lesions 
are subtle or have resolved, look for residual 
violaceous, brown, or gray-brown macules in 
areas where the patient reports a preceding 
pruritic eruption. The distribution of residual 
pigmentary change can provide an important 
clue to previously active disease.

When the clinical presentation is atypical 
or the diagnosis remains uncertain, a skin 
biopsy should be considered. Histopathologic 
evaluation, interpreted in conjunction with 
the clinical presentation, can help con�rm LP 
and distinguish it from other lichenoid and 
pigmentary disorders.1,3

TAKE A CAREFUL MEDICATION 
HISTORY

Lichenoid drug eruptions can closely 
resemble idiopathic LP, making a detailed 
medication history an important component of 
the diagnostic evaluation. Several medication 
classes have been associated with lichenoid 
eruptions, including antihypertensives, 
diuretics, antimalarials, nonsteroidal anti-
in�ammatory drugs, and other commonly 
prescribed agents.1,7

Medication exposure might warrant 
particular consideration in some patients with 
SOC because several of these drug classes are 
used to treat conditions whose prevalence 

di�ers across racial and ethnic populations. 
For example, hypertension is more prevalent 
among Black adults in the US than among 
US adults overall.8 Diagnosed diabetes is also 
more prevalent among American Indian/Alaska 
Native, Black, and Hispanic adults than among 
White adults.9 Systemic lupus erythematosus, 
for which antimalarial therapy is frequently 
prescribed, disproportionately a�ects Black 
women.10 These epidemiologic di�erences 
do not themselves confer an increased risk of 
lichenoid drug eruption but might in�uence 
exposure to medications associated with 
lichenoid reactions.

Importantly, the temporal relationship 
between medication initiation and disease 
onset might not be immediately apparent. In a 
review of 323 cases of lichenoid drug eruption, 
the mean latency between medication 
initiation and eruption was 15.7 weeks, with a 
reported range of 0.1 to 208 weeks.7 Therefore, 
medication review should extend well beyond 
recently initiated therapies when evaluating a 
patient with a new lichenoid eruption.

RECOGNIZE LICHEN PLANUS 
PIGMENTOSUS

Lichen planus pigmentosus (LPP) is an 
uncommon variant of LP characterized by 
acquired dark brown, slate-gray, or gray-
black macular pigmentation. Although its 
true prevalence remains unknown, LPP 
is predominantly reported in individuals 
with darker skin phototypes and has been 
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Dermatological Conditions in Skin of Color is a column that provides insight on the di�erent presentations, 

misdiagnoses, and other challenges that patients with skin of color can present with at the dermatology o�ce.
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particularly described in South Asian, Middle 
Eastern, and Latin American populations.11,12

LPP commonly involves sun-exposed areas, 
particularly the face and neck, although �exural 
involvement might also occur. Unlike classic 
LP, clinically apparent in�ammation might 
be minimal or absent. The condition is often 
asymptomatic, although some patients report 
pruritus. Its clinical course can be chronic and 
unpredictable, with periods of progression and 
stabilization.11,12

Consider LPP in patients with acquired 
brown-to-gray macular pigmentation 
involving the face, neck, other sun-exposed 
areas, or �exural folds—particularly when 
visible in�ammation is minimal or absent. 
The di�erential diagnosis might include PIH, 
erythema dyschromicum perstans, melasma, 
and pigmented contact dermatitis. When 
the diagnosis is uncertain, clinicopathologic 
correlation might be helpful.11,12

CONCLUSION
Recognizing LP in patients with SOC requires 

looking beyond its classic descriptions. Greater 
attention to variations in clinical appearance, a 
thorough medication history, and recognition 
of pigmentary variants such as LPP can help 
clinicians identify disease that might otherwise 
be overlooked. Maintaining awareness of these 

nuances—and considering biopsy when the 
diagnosis remains uncertain—can support 
timely and accurate diagnosis. 
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