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A 71-year-old woman presented to the clinic 
with a one-month history of pruritic, burning, 
flaky pink to dark red erythematous plaques. 
The lesions had a very narrow, linear, 
Blashkoid distribution which extended from 
the left lateral sole to the popliteal region 
(Figure 1). The right leg also had a similar 
erythematous plaque located at the pretibial 
region. The patient had no other lesions or 
previous history of psoriasis. Punch biopsies 
were performed which revealed 
orthokeratosis and mounds of parakeratosis, 
and traumatized Koebnerization. Elongation 
of rete ridges was not prominent, however, 
mild psoriasiform hyperplasia and 
suprapapillary thinning of the epidermis with  

 
 
 
 
 
 
mildly increased vessels in the dermal 
papillae and a lymphocytic infiltrate in the  
upper dermis were observed. (Figure 2A-D). 
The findings were consistent with features of 
an early psoriasis lesion. 
 
PAS and the direct immunofluorescence 
(DIF) stains were negative, but Ki-67 
showed increased expression (Figure 2E). 
Together with the clinical presentation, a 
diagnosis of linear psoriasis was favored. 

ABSTRACT 

A 71-year-old woman presented with a one-month history of pruritus, burning, flaky, and 
erythematous plaques. The lesions had a very narrow lineal distribution, extending from the 
lateral left sole to the left popliteal region. Microscopically, the skin biopsy sample revealed 
orthokeratosis, parakeratosis and traumatized Koebnerization. Elongation of rete ridges was 
not prominent. The patient had a good clinical response to oral prednisone. Linear psoriasis 
is a rare variant of psoriasis of unknown etiology. Approximately 23 reports have been 
published in the English literature. The main differential diagnosis is Inflammatory linear 
verrucous epidermal nevus (ILVEN). Thorough clinicopathologic findings and response to 
treatment are all required in the diagnosis and management of this rare form of psoriasis. 
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                  Figure 1. The patient presented with a one-month history of pruritic, burning, 
                  flaky pink to dark red erythematous plaques. The lesions had a very narrow, 
                  linear, Blashkoid distribution extending from the left lateral sole to the popliteal 
                  region. 
 

 
            Figure 2. Histologic features of the pruritic erythematous plaque. Biopsy of thee plaque showed mounds of 
              parakeratosis in the stratum corneum, retention of the granular layer, mildly increased vessels in the                 
              dermal paplillae, and lymphocytic infiltrates in the upper dermis (A-C). Focal Munro pustules were also 
              present (D). Ki-67 was found to be increased (E). 
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Linear psoriasis is a rare variant of psoriasis. 
Approximately 23 reports have been 
published in the English literature. It is 
characterized by a linear distribution of the 
psoriatic lesions along Blaschko’s lines.1 It 
typically occurs in the lower extremities of 
older individuals, although rare occurrences 
in children also have been reported. The 
etiology of linear psoriasis is not known. 
Happle suggested that it may be the result 
of somatic recombination of genes that 
predisposes the patients to segmental 
mosaicism.2 There may also be an 
association between human leukocyte 
antigen class I alleles and development of 
the disease.3 Linear psoriasis typically 
responds well to local treatment.   
 
The main differential diagnosis of this entity 
is inflammatory linear verrucous epidermal 
nevus (ILVEN), psoriasis superimposed 
upon an epidermal nevus in a linear growth 
pattern or other linear dermatosis.4 ILVEN 
may have a similar clinical presentation to 
linear psoriasis as highly pruritic 
psoriasiform skin lesions that tend to occur 
in the left lower extremity. However, ILVEN 
usually occurs in early childhood with a 
female predominance whereas linear 
psoriasis frequently occurs in the elderly. 
The rash of linear psoriasis usually has mild 
pruritus or no symptoms.5, 6 It is interesting 
to note that several reported cases of linear 
psoriasis in the literature also revealed a 
tendency to involve the left side of the 
body.3, 7  Previously reported cases of linear 
psoriasis showed wide, band-like linear 
lesions, however, the rash on this patient 
showed a very narrow linear distribution 
similar to ILVEN or epidermal nevus. 
 
 

 
 
 
 
CHILD (Congenital hemidysplasia with 
ichthyosiform erythroderma and limb 
defects) syndrome also presents with 
unilateral linear skin rashes, characterized 
by erythroderma and ichthyosis with an 
equal left- or right-sided predominance. It is 
an X-linked dominant hereditary disease that 
only occurs in girls, since the mutation is 
lethal to male embryos, and it is treated with 
topical cholesterol and simvastatin.8, 9 
Patients afflicted with this disorder also have 
hemidysplasia and developmental defects in 
other organ systems. Unlike CHILD 
syndrome, linear psoriasis and ILVEN are 
not hereditary and present later in life. 
 
Distinguishing between ILVEN and linear 
psoriasis is difficult in some cases since the 
conditions have overlapping clinical and 
histological features. Recently, a few 
immunohistochemistry markers have been 
shown to be helpful in this diagnosis, such 
as Ki-67, keratin 10, and involucrin. Ki-67 
index is usually high in linear psoriasis but 
remains low in ILVEN.10 Keratin 10 is rarely 
expressed in psoriasis, but the level is 
normal in ILVEN.1 Involucrin is a 
transglutaminase substrate protein present 
in keratinocytes of epidermis. It is cross-
linked to other membrane proteins and 
contributes to the formation of the cornified 
cell envelope.5 While it is present in the 
upper portion of the spinous and granular 
layer of the normal epidermis, it is 
expressed in the subbasal layer in psoriasis. 
In ILVEN, transglutaminase expression is 
increased in areas of the orthokeratosis but 
decreased in areas of parakeratosis .5 
Furthermore, ILVEN is refractory to 
antipsoriatic treatment, whereas linear 
psoriasis responds well to topical 

DISCUSSION 
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antipsoriatic agents or narrow-band UVB 
phototherapy.11 
 
In summary, we report a rare case of 
unilateral linear psoriasis involving the lower 
leg of a 71-year-old female, and discuss the 
clinical, histological features of the lesion, 
and the most common differential diagnosis.  
Unilateral linear psoriasis is rarely reported 
and often misdiagnosed as ILVEN. 
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