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Abstract: Palmoplantar lichen planus is an uncommon dermatosis. We present a case of 38-year-old Caucasian 
male with a history of pruritic, scaly lesions on the right plantar foot. Physical examination revealed whitish 
plaques and numerous spiny hyperkeratotic papules and focal scaling. A biopsy demonstrated orthohyperkerato-
sis and acanthosis of the epidermis. Immunohistochemical staining revealed positivity within the epidermis and/
or lichenoid infi ltrate with CD3, CD8, CD45, CD68, myeloid histiod antigen, BCL2, p27, p53, HLA-DPDQDR, 
metallothionein and tissue inhibitor of metalloproteinases 1. The diagnosis of PPLP was thus confi rmed; this case 
illustrates that PPLP should be considered in the differential diagnosis of uncommon foot dermatoses with a sig-
nifi cant junctional infl ammatory component.
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 INTRODUCTION
Palmoplantar lichen planus (PPLP) is an 

uncommon, localized variant of lichen planus (LP). 1-4 
Multiple clinical presentations of PPLP may be seen, 
the erythematous scaly form is most common and 
other clinical presentations include vesicle-like and 
petechia-like lesions, which are rare variants. 1-4

CASE REPORT
A 38-year-old Caucasian male was evaluated for 

a rough, pruritic eruption of eight months’ duration 
on the plantar right foot. He had been treating with 
betamethasone dipropionate 0.05% cream twice daily 
for two weeks, with no improvement. He denied 
any additional skin eruptions, or mucosal, hair or 
nail lesions. He was not taking any oral medications. 
Physical examination revealed two areas of confl uent, 

erythematous, keratotic papules and plaques with 
scaling on the lateral proximal aspect and the 
medial plantar arch of the right foot. A biopsy for 
hematoxylin and eosin (H&E) staining, as well as 
immunohistochemical (IHC) analysis was performed. 
H&E examination, the epidermal stratum granulosum 
was accentuated and no epidermal acantholysis 
or epidermolytic hyperkeratosis was seen. 
Orthohyperkeratosis and acanthosis was noted within 
the epidermis, but no papillomatosis. “Sawtooth” rete 
ridges were present, and a lichenoid lymphohistiocytic 
infi ltrate was noted along the basement membrane 
zone (BMZ) junction. Focal epidermal atrophy 
was seen with rarefaction of the BMZ. In addition, 
occasional necrotic keratynocytes (Civatte bodies) 
were present (Figure 1). No subepidermal blister (Max 
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Joseph space) formation was noted. The constellation 
of clinical, histologic and special stain features was 
most representative of PPLP. IHC was performed as 
described before 5,6 and displayed positive staining 
in the infl ammatory infi ltrate with anti-human HLA-
DP, DQ, DR antigen (Figure 1). Several spotty areas 
in the epidermis were positive for p27, as well as for 
myeloid histioid antigen (MHA). Tissue inhibitor of 
metalloproteinases 1 (TIMP1) , p53 and metallothionein 
all demonstrated signifi cant positivity in lower areas 
of the epidermis (Figure 1). Staining for EGFR and 
matrix metalloproteinase 9 (MMP9) was negative. The 
lichenoid infi ltrate subjacent to the BMZ was CD3, 
CD8, CD45, CD68 and BCL2 positive (Figure 2). CD4 
stained was negative. The patient was subsequently 
treated with topical clobetasol propionate, 0.05% 
ointment, applied twice daily with improvement of 
the lesions.

DISCUSSION
PPLP is a rare localized variant of LP.1-4 Multiple 

LP variants have been documented, including 
actinic, annular, atrophic, bullous, hypertrophic, 
follicular, linear, nail, oral, and ulcerative LP. Another, 
uncommon variant of LP is PPLP. 2-4 PPLP has been 

reported with additional skin involvement in about 
25% of cases. 5,7 Classically, PPLP present with pruritic, 
erythematous, scaly and/or hyperkeratotic plaques 
with well-defi ned edges; in plantar cases, these lesions 
are often located on the internal arch, often without 
involvement of the palms or fi ngers. PPLP lesions 
usually disappear over a few months. 1-3 Rare cases 
of PPLP have documented classic histologic features 
of LP. The clinical differential diagnosis includes 
tinea manum/pedis and psoriasis; moreover, PPLP 
lesions, in contrast to classic LP lesions, classically 
do not display Wickham’s striae and are not shin. 
The clinical differential diagnosis also includes spiny 
keratoderma, keratoderma, dyshidrotic eczema 
and mycosis fungoides. An important study help to 
defi ne PPLP by having the presence of pruriginous 
erythematous scaly and/or hyperkeratotic plaques, 
with well-defi ned edges, located on the internal plantar 
arch, lacking involvement of the fi ngertips, and which 
usually disappear in a few months. Histopathological 
features are similar to LP. 8

 In the current case, the histologic differential 
diagnosis includes a chronic lichenoid drug reaction, despite 
the paucity of eosinophils observed. Contrary to many cases 
of LP, our EGFR staining was negative; however, consistent 

FIGURE 1: Clinical and immunohistochemistry studies. 1A. A 
clinical picture highlighting confl uent, erythematous, kera-
totic papules and plaques with scaling on the lateral proxi-
mal aspect and the medial plantar arch of the foot. 1B H&E 
staining reveals orthohyperkeratosis and epidermal atrophy 
with a dense, lymphohistiocytic infi ltrate located under the 
BMZ. 1C. IHC staining with anti-HLA-DPDQDR, strongly 
positive in the epidermis as well as in the subjacent der-
mal infi ltrate (brown staining). 1D. IHC staining with anti-
-TIMP1, displaying positive staining in the epidermis, and 
negative staining where BMZ rarefaction is present (brown 
staining)

FIGURE 2: Immunohistochemistry stains. 2A. IHC staining 
with anti-metallothionein, demonstrating positivity along 
the BMZ (brown staining). 2B IHC staining with anti-p53, 
positive along the BMZ (brown staining). 2C. IHC staining 
with anti-p27, displaying positivity in the orthohyperke-
ratosis as well as in upper layers of the epidermis (brown 
staining). 2D. IHC staining with anti-BCL2, demonstrating 
positive staining in the lymphohistiocytic infi ltrate located 
subjacent to the BMZ (brown staining)
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with an LP pattern, p53 was positive in the BMZ. Contrary 
to oral LP, our MMP9 staining was negative differing from 
other oral LP study. 9As in oral LP, we found signifi cant 
damage to the basal cell layer; this histologic feature 
is a characteristic histologic feature that may be 
associated with cell repair and cell death. p27 is a cell 
proliferation activity marker, and a cyclin-dependent 
kinase inhibitor involved in G1 cell cycle arrest. As 
demonstrated in some cases of oral LP, our p27 marker 
was positive, and thus may play a pivotal role in the 
control of cell proliferation and the expression of cell 
cycle regulatory proteins in PPLP. 10

 The observed positive staining for HLA-DPDQDR 
in lesional areas may be indicative of an active presentation 
of peptides to T lymphocytes; these T lymphocytes would 
be present with our fi ndings of CD3, CD8 and CD45 
positive infi ltrate. Further evidence of an active antigen 
presentation process within and near the infi ltrate is the 
observed positivity for two additional antigen presenting 
cell markers (CD68 and MHA). Several previous studies 
have shown that LP is an autoimmune skin disease, and our 
fi ndings point towards a T cell suppressor/cytotxic response 

in contradistinction to T helper response. Also of interest are 
the positive fi ndings of Bcl-2 protein expression, associated 
with p27 and p53 protein expressions. Recent experimental 
studies have shown that Bcl-2(which has been established as 
a key player in the control of apoptosis) plays an important 
role in regulating cell cycles and cellular proliferation. 
In addition, the positive fi ndings of p27 and p53 protein 
expression correlate with the fact that in PPLP, the cell 
cycle is altered (as suggested by the nature of these 
cell turnover markers). Thus, we suggest that in PPLP, 
active antigen presentation and a resultant immune 
response occurs, as well as alterations in immune 
system cellular proliferation rates. We also speculate 
that simultaneous with these events, metallothionein 
and TIMP1 production begins to affect tissue 
infl ammation and remodeling.

We conclude that PPLP is a rare disease that can 
be easily misdiagnosed. PPLP may present only on the 
palms and/or soles; alternatively, it may also present 
with other skin lesions. Histologic examination assists 
in the diagnosis; IHC staining contributes not only to 
the diagnosis, but also to our understanding of the 
immunopathology of this disorder. ❑
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