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ABSTRACT

Lichen simplex chronicus (LSC) is a cutaneous disorder characterized by epidermal hypertrophy due to chronic scratching. This disease is
most common in adults, and is usually localized. Histopathological examination is similar to prurigo nodularis. Clinically, lesions appear as
erythematous/lichenified plaques, with well-difinied edges, usually located on ankles, feet, arms, forarms, neck, occipital scalp, or anogenital
region. Lesions are accompanied by intensive pruritus. We present a case of a 57 years old woman, anxious, depressive, who developed
a erythematous-squamos, intensely itchy eruption, localized on legs and arms. The evolution was variable, with episods of remission and
exacerbation, especially due to mental stress. We performed a skin biopsy with histopathological examination which showed hyperkeratosis,
parakeratosis, acanthosis with epidermal irregular ridges; focal spongiosis; dermal fibrosis. The final diagnosis was established: lichen simplex
chronicus. The treatment with antihistamines, occlusive dermatocorticoids and emollients was initiated, with favorable evolution. Management
of lichen simplex chronicus is quite challenging, because the lesions are very itchy, and it this leads to „scratch itch”cycle, difficult to treat.
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INTRODUCTION
LSC, also known as neurodermatitis, is a common
skin condition, a response to repeated rubbing or
scratching, without a predisposing cutaneous disease
(1). It is known that mental stress has an important
role in development and perpetuation of lesions. (2).
According to different studies, LSC occurs in 12%
of population, affecting most commonly women (3).
Skin biopsy with histopathological examination may
be usefull. The features observed are: hyperkeratosis,
acanthosis, spongiosis and parakeratosis (sometimes);
hiperplasia of all components of the epidermis (4, 5).
Clinically, the lichenified plaques accompanied by
pruritus. Sometimes, itch is more severe than the aspect
of lesions. By scrathing, the itch dissapers initially, for
several hours, but then tends to reappear even more
severe. The skin becomes injured. (6). The lesions
appear as redness-edematous plaques, with squamous
areas, thickened. LSC is frequent on women, 30-50 years
old.The patient can have one or multiple lesions. When
lesions are located on the neck, it is called lichen nuchae.
It is usually covered by thick scales, like in psoriasis,
and it is located around the midline of the nape or
can extend on the scalp or behind the ears. Infection
may also occur. (7, 8). LSC may also accompany other
dermatological disorders: venous insufficiency, atopic
dermatitis, asteatotic eczema. (9).
Treatment of LSC is due to the cause and severity
of the disease. Psychological counseling is always
helpful. The patient should be explained that the
scrathing is maintaining the lesions. Antihistamines can

be recommanded. On infected lesions, topical antibiotics
may be applied. On severe, very itchy lesions, occlusive
bandages and dermatocorticoids are requested. Some
authors showed improvement after treatment with
dopexin 5% cream. In severe, chronic cases dermal
infiltration of triamcinolone leads to improvement of
symptoms. (10, 11, 12).

METHODS
We present the case of a 57 years old woman,
anxious, depressive who reffered to our Dermatology
Clinic for the evaluation of a erythematous-squamous,
itchy eruption, located on legs and arms, in evolution
for several months. Exacerbation on lesions usually
tends to occur along with mental stress. Family history
was unremarkable. Medical history suggested multiple
episodes of depression, but without treatment. Except
the skin lesions, physical exam revealed no other
abnormal findings. Local cutaneous exam showed:
erythematous plaques, covered by thick, white scales,
crusts, with relatively regular, well-defined edges, variable
diameter, located on legs and arms (Fig. 1, Fig. 2).
We also performed a series of blood tests,
abdomino-pelvine echography, and pulmonary
radiography, that were all normal.
For the diagnosis of certainty, the biopsy with
histopathological examination was defining: dermal
fragment with hyperkeratosis, parakeratosis with seroleukocyte crust, outbreaks, important acanthosis with
epidermal irregular ridges, focal spongiosis and an
inflammatory intradermal lymphohistiocitar infiltrate
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that includes rare eosinophils dispersed, based on dermal
fibrosis. The histopathological aspect supports the
diagnosis of lichenified chronic spongiotic dermatitis /
lichen simplex chronic (Fig. 3, Fig. 4).

RESULTS
We initiaed the treament, according to the severity
of the lesions. These lesions were thick, with white scales
and crusts, so topical antibiotic, followed by potent
dermatocorticoid (betamethasonum) and emollients
proved their efficiency. After two applications per day, for
5 days of hospitalisation, there were no scales, and the
erythema and inflammation were significant improved.
The pruritus had almost disappeared. We also opted for
psychological consultation, and the the patient’s mental
state has improved. Our patient no longer developed
panic attacks so often.
We decided to discharge the patient, with
recommandation of following the same topical
treatment, (but decresing the number of applications of
dermatocorticoids, as the aspect of lesions improved),
and of course, continuation of psychotherapy. The
patient returned coform programming, to control, 4
weeks after discharge, and the evolution was great: first,
the quality of life improved significantly, she was no
longer depressed because she had no pruritus, and the
lesions the lesions healed, only discret hyperpigmentation
with discrete eythema, only on few of them existed (Fig.
5, Fig. 6).

nerve stimulation, psychotherapy (16-18).

CONCLUSIONS
In conclusion, management of LSC can be
challenging. Althought it is not a life-threatening disorder,
the quality of life of this patients is often affected. There
are multiple options of therapy, but, unfortunately none
of them can prevent reccurence. Because of its chronic
evolution, patients must be periodically reassessed.

Figure 1.
Erythematous plaques, covered by thick, white scales, crusts,
with relatively regular, well-defined edges, on leg

DISCUSSIONS
Some studies suggested the association between
LSC and psychosocial burden. Also, this patients often
develop depression or anxiety, or both. (6). Other
characteristics for patients with LSC are: lack of flexibility,
poor social skills, insomnia. (12). In China, a study
compared the quality of life of patients with LSC, with
patients with psoriasis. DLQI score for LSC was lower
than for patients with psoriasis. However, the parameters
that were studied demonstrated that LSC has a moderate
impact on quality of life. (13).
On the other hand, when it comes for patients with
chronic diseases, comparing the quality of life for men
with the one for women, it reveals that women are more
often affected (14).
Because itching is the main symptom in LSC,
some authors decided to compare it with the pruritus
in psoriasis, known to occur in aproximately 80% of
patients. Even thought it is severe in both disorders, it
looks like patients with LSC are more concerned about
pruritus than patients with psoriasis (15).
LSC is difficult to treat. Many therapies proved
to be efficient: dermatocorticoids, topical tacrolimus,
cyclosporine, phototherapy, transcutaneous electrical
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Figure 2.
Erythematous plaque, with thick white scales, on elbow

Figure 3.
Dermal fragment with hyperkeratosis, parakeratosis

Figure 6.
Improvement of erythematous-squamous plaque on elbow

REFERENCES

Figure 4.
Inflammatory intradermal lymphohistiocitar infiltrate

Figure 5.
Improvement of lesions on lege

1. Robertson IM, Jordan JM, Whitlock FA. Emotions and skin. III.
The conditioning of scratch responses in cases of lichen simplex. Br J
Dermatol 1975; 92: 407–12.
2. Cormia FE. Basic concepts in the production and management of
the psychosomatic dermatoses. II. Br J Dermatol 1951; 63: 129–51.
3. Ermertcan AT, Gencoglan G, Temeltas G, Horasan GD, Deveci A,
Ozturk F. Sexual dysfunction in female patients with neurodermatitis.
J Androl. 2011;32(2):165 9.
4. Marks R, Wells GC. Lichen simplex: morphodynamic correlates. Br J
Dermatol 1973; 88: 249–56.
5. Marks R, Wells GC. A histochemical profile of lichen simplex. Br J
Dermatol 1973; 88: 557–62
6. Shaffer B, Beerman H. Lichen simplex chronica and its variants:
a discussion of certain psychodynamic mechanisms and clinical and
histopathologic correlation. Arch Dermatol Syphilol 1951; 64: 340–51.
7. Lotti T, Buggiani G, Prignano F. Prurigo nodularis and lichen simplex
chronicus. Dermatol Ther. 2008;21(1):42–6. https://doi.org/10.1111/
j.1529-8019.2008.00168.x PMid:18318884.
8. Chuh A, Wong W, Zawar V. The skin and the mind. Aust Fam
Physician. 2006;35(9):723–5. PMid:16969446.
9. Burgin S. Nummular eczema and lichen simplex chronicus/Prurigo
Nodularis. In: Wolff K, Goldsmith LA, Katz SI, Gilchrest BA, Paller AS,
Leffell DJ, editors. Fitzpatrick’s Dermatology in General Medicine. New
York: McGraw-Hill; 2008. pp. 158–162.
10. Drake LA, Millikan LE. The antipruritic effect of 5% doxepin cream
in patients with eczematous dermatitis. Arch Dermatol 1995; 131:
1403–8.
11. Konuk N, Koca R, Atik L. et al. Psychopathology, depression and
dissociative experiences in patients with lichen simplex chronicus. Gen
Hosp Psychiatry. 2007;29(3):232–5.
12. Koca R, Altin R, Konuk N, Altinyazar HC, Kart L. Sleep disturbance in
patients with lichen simplex chronicus and its relationship to nocturnal
scratching: A case control study. South Med J. 2006 May;99(5):482–5.
13. Jin-Gang An,✉ Yan-Ting Liu. Quality Of Life of Patients with
Neurodermatitis. Int J Med Sci. 2013; 10(5): 593–598. Published online
2013 Mar 16. doi: 10.7150/ijms.5624
14. Kirchengast S, Haslinger B. Gender differences in health-related
quality of life among healthy aged and old-aged Austrians: crosssectional analysis. Gend Med. 2008 Sep;5(3):270–8.
15. Szepietowski JC, Reich A, Wiśnicka B. Itching in patients suffering
from psoriasis. Acta Dermatovenerol Croat. 2002;10(4):221–6.
16. Lotti T, Buggiani G, Prignano F. Prurigo nodularis and lichen simplex
chronicus. Dermatol Ther. 2008;21(1):42–6.
17. Engin B, Tufekci O, Yazici A, Ozdemir M. The effect of transcutaneous
electrical nerve stimulation in the treatment of lichen simplex: a
prospective study. Clin Exp Dermatol. 2009 Apr;34(3):324–8.
18. Shenefelt PD. Biofeedback, cognitive-behavioral methods, and
hypnosis in dermatology: is it all in your mind? Dermatol Ther.
2003;16:114–122.

_____________________________
F. Sandru et al

15

