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Case Report

Lichen aureus induced by an insect bite
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ABSTRACT
Lichen aureus is an uncommon variant of pigmented purpura and presents itself with a chronic and benign course.
Clinically, lichen aureus cases are asymptomatic and are found in the lower limbs, presenting themselves as erythematous,
brownish or golden macules and/or papules. Its diagnosis is based on clinical and histopathological findings. The
prognosis of lichen aureus is generally good. A 34-year-old Filipino male presented himself with a single itchy skin
lesion on the right leg present for three months. The lesion started as a small, round, reddish to brownish area and
then increased in size over time. A history of an insect bite on the same site was reported. An examination revealed
a single annular, golden to brownish macule on the right leg. Based on this clinical and histopathological feature, the
skin lesion was diagnosed as lichen aureus. The comprehension of the pathogenesis of lichen aureus is essential for
knowing its risk factors.
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INTRODUCTION
Lichen aureus is a rare, clinical condition of the skin of
unknown etiology. This skin condition belongs to the
group of pigmented purpuric dermatoses, together with
Schamberg pigmented purpura (progressive pigmentary
dermatosis), Gougerot–Blum disease, Schamberg
disease, purpura annularis telangiectodes (Majocchi’s
disease), lichen aureus, eczematid-like purpura of Doucas
and Kapetanakis, and pigmented purpuric lichenoid
dermatosis of Gougerot and Blum [1]. The histopathology
of lichen aureus is characterized by chronic lymphocytic
vasculitis with lichenoid lymphocytic infiltration with
extravasated red blood cells (RBCs) in the early stage or
hemosiderin deposition in the late stage. An increase in
the number of blood vessels in the lichenoid infiltration
distinguishes lichen aureus from the other variants of
pigmented purpuric dermatosis [2].

CASE REPORT
A 34-year-old Filipino male, living in Saudi Arabia for
six years, presented himself with a single itchy skin
lesion on the right leg present for three months. The

lesion started as a small, round, reddish to brownish
lesion and then increased in size over time. A history of
an insect bite on the same site was reported. No other
significant health problems or family history of similar
disorders were noted.
An examination revealed a single annular golden to
brownish macule on the right leg (Fig. 1). No evidence
of other skin diseases was noted, and no palpable lymph
nodes in the popliteal and inguinal areas were found.
A skin biopsy was taken from which the histopathological
findings of orthokeratosis, spongiosis, and lichenoid
lymphohistiocytic infiltration without hydropic
degeneration were found (Figs. 2a and 2b). An increase
in the number of small blood vessels in the lichenoid
infiltration, extravasated RBCs in the papillary dermis,
and chronic endothelial injuries were also found
(Figs. 3a and 3b).
Based on this clinical and histopathological feature, the
skin lesion was diagnosed as lichen aureus.
The patient was treated with topical clobetasol
propionate 0.05% cream twice daily for one month
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DISCUSSION

Figure 1: Golden to brownish plaque on the right leg.

LA was first described as lichen purpuricus in 1958
by Martin [3]. Its pathogenesis remains unclear, yet
seems to be related to chronic inflammation of the
capillaries in the papillary dermis, which could be
triggered secondary to trauma, infections, drugs, and/
or venous insufficiency [4-6]. In this disorder, LA is
usually characterized by a sudden onset of gold-colored
skin lesions consisting of macules or patches, usually
on the lower legs [2,5]. A skin biopsy may help confirm
the diagnosis of LA as it presents itself with lichenoid
lymphocytic infiltration with extravasated RBCs and
hemosiderin deposition [2].
These lesions evolve slowly and usually persist
unchanged for many years. Complete resolution rarely
occurs [7]. The treatment of LA includes potent
topical and systemic steroids, topical 0.1% ointment of
pimecrolimus and tacrolimus, psoralen + UVA (PUVA),
and/or narrowband UVB in addition to combination
therapy with pentoxifylline and prostacyclin, all of
which have shown variable results [5,6].
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Figure 2: (a) Acanthotic epidermal lichenoid lymphocytic infiltrate
(H&E, 80×). (b) Lichenoid lymphocytic infiltrate without hydropic
degeneration (200×).

In our case, the skin lesion of LA was induced by an
insect bite, which has not been reported as a trigger
of LA. A reaction to the insect bite may have induced
micro-traumatic changes, which in turn could have
led to chronic inflammation of small blood vessels,
responding well to topical steroids.

CONCLUSION
Lichen aureus is a rare disease. More studies are needed
to determine its pathogenesis, causes, and precipitating
factors to prevent its occurrence or establish appropriate
treatment.
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Figure 3: (a) Increased number and size of superficial blood vessels
(400×). (b) Extravasated red blood cells (400×).

followed by topical mometasone 0.1% twice daily for
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