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Graham Little-Lassueur Syndrome (GLLS) is considered a form of lichen planopilaris which associates follicular lichen planus, cicatricial alope-
cia of the scalp and noncicatricial alopecia of the axillary and/or pubic regions. We present the case of a 47 years old female patient, known 
for 5 years with chronic hepatitis C and a poor therapeutic control of the disease due to Interferon intolerance. She presented to our clinic for 
the occurrence on the shins of some well-defined, intensely pruritic erythematous plaques, covered with thick scales, with a verrucous ap-
pearance, accompanied by excoriations. The skin biopsy reveal hypertrophic lichen planus on the shins and lichen planopilaris on the scalp. 
The patient was treated with systemic antihystamines, topical corticosteroids and salicylic acid under occlusion, emollients, phototherapy 
UVB narrow band 4 sessions/week for 3 weeks,  cryotherapy. From our knowledge this is the first case of GLLS associated with chronic viral 
hepatis C. 
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Introduction
Graham Little-Lassueur Syndrome (GLLS) is considered 
a form of lichen planopilaris which associates follicular li-
chen planus, cicatricial alopecia of the scalp and noncica-
tricial alopecia of the axillary and/or pubic regions. It is a 
rare dermatosis, usually encountered in women between 
30 and 60 years old. In most cases it starts with cicatricial 
alopecia of the scalp [1]. Lichen planus can be induced by 
the infection with the hepatitis C or B viruses. It seems 
that the viral particles are functioning as an antigen for the 
T lymphocytes leading to the occurrence of the cutaneous 
lesions [2].

Clinical case
We present the case of a 47 years old female patient, known 
for 5 years with chronic hepatitis C and a poor therapeutic 
control of the disease due to Interferon intolerance. She 
presented to our clinic for the occurrence on the shins of 
some well-defined, intensely pruritic erythematous plaques, 
covered with thick scales, with a verrucous appearance, ac-
companied by excoriations.  The physical examination re-
vealed, in the bilateral parieto-occicipital areas of the scalp, 
plaques of alopecia with skin atrophy, irregular borders and 
erythematous macules in the periphery. Hair loss started in 
2011 in the occipital region, with a gradual expansion. A 
thorough examination discovered the presence in the bi-
lateral axillary areas and the pubic region of alopecia with 

the keeping of hair bulbs. The biopsy from a plaque on 
the right shin showed hyperkeratosis with orthokeratosis, 
acanthosis and elongated rete ridges. The inflammatory 
infiltrate, composed of lymphocytes and histiocytes, had 
a band-like distribution in the papillary dermis. A biop-
sy from the periphery of an alopecic plaque of the scalp 
showed hyperkeratosis, hypergranulosis alternating with 
hypogranulosis, acanthosis and a band-like lymphocytic 
infiltrate in the papillary dermis and around the hair folli-
cles. The patient was treated with systemic antihystamines, 
topical corticosteroids and salicylic acid under occlusion, 
emollients, phototherapy UVB narrow band 4 sessions/
week for 3 weeks, cryotherapy. The peripheral areas of the 
scalp alopecic plaques were treated with intralesional corti-
costeroids. The evolution was favourable with an improve-
ment of the general condition, significantly reduced itch-
ing and a decrease in the size and the inflammatory aspect 
of the lesions on the shins. The evolution of scalp alopecia 
was stationary (Figure 1, 2).

Discussions
The association of these three types of lesions was first ob-
served by Piccardi in 1914, who called it cheratosis pinulosa 
[3]. Graham-Little, Lassueur and Feldman further contrib-
uted to its description [3].

GLLS is a condition more common in women. It is 
quite rare in men and to our knowledge, less than 10 cases 
were reported so far in the literature. In 2012, Laszlo FG 
described a case in a male patient and also in a review of the 
literature found only seven cases [4]. Among these cases an 
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interesting one was reported by Vega et al about a patient 
with GLLS and testicular feminization syndrome [5]. Ap-
proximately 50% of the patients present, during the evolu-
tion of the disease, various forms of cutaneous or mucosal 
lichen planus [6].

The association between lichen planus and the infection 
with hepatitis B and C viruses is well known, especially if 
the oral erosive form of lichen planus is present. This as-
sociation was demonstrated by revealing the viral particles 
in the lichen planus lesions [2]. A GLLS case was described 
after vaccination against the hepatitis B virus [7]. To our 
knowledge there is no case described in the literature that 
associates GLLS with hepatitis C virus (HCV) chronic in-
fection.

GLLS debuts in most cases with cicatricial alopecia 
of the scalp, which may precede other manifestations by 
years, being often diagnosed as pelade or pseudopelade of 
Brocq. 

It is cited the frequent association of other forms of li-
chen planus during the evolution of typical and complete 
manifestations of GLLS [8]. In 2011 Vashi et al describes 
a patient with lichen planus pigmentosus, noncicatricial 

pubic alopecia and follicular lichen of the skin. The pa-
tient did not have cicatricial alopecia of the scalp. Abbas 
also describes a female patient with GLLS that had frontal 
fibrosing alopecia as a variant of cicatricial alopecia of the 
scalp. A case of ulcerated lichen planus was also described 
in a female patient with a 9 years history of GLLS [9].

Ghislain et al describe the appearance of GLLS in a pa-
tient with a 20 years history of classic lichen planus [10].

In 2013, Brar and his team describe lesions of hypertro-
phic lichen planus in a patient with GLLS [11].

A thorough examination did not revealed in our patient 
follicular lichen of the skin lesions. The patient also denied 
the presence of such lesions in the past medical history. A 
periodic follow-up is required in case the patient starts to 
develop lichen planopilaris lesions.

The treatment consists of topical or systemic cortico-
steroids, PUVA therapy, acitretin, cyclosporine A, thalido-
mide, metronidazole, hydroxychloroquine, dapsone [12]. 
Due to the hepatic disease we excluded photohemotherapy 
(inability of the liver to metabolise 8-methoxypsoralen) 
and retinoids. We didn’t use metronidazole either, due 
to the lack of studies on larger groups of patients. Even 

Fig 1. a, b: Cicatricial alopecia of the scalp; c: Noncicatricial alopecia of the axillary region; d: Hypertrophic Lichen Planus
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though at doses of 500 mg x2 / day for 8 weeks was cited 
as having a very good efficacy, theside effects included liver 
involvement. Cyclosporin A has somebeneficial effect on 
the development of alopecia however it is only effective 
when administered early [13].

The patient is followed regularly in our clinic and the 
disease is stationary. If during the evolution of the syn-
drome new lesions of follicular lichen or of other type will 
appear, we will complete the description of our case in a 
later review.

Conclusions
GLLS is a complex dermatosis, in which the classical le-
sions do not always occur simultaneously. The syndrome 
can be associated with different forms of lichen planus and 
can also be associated with HCV chronic infection.
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Fig. 2. Cutaneous biopsy aspect: hyperkeratosis with orthokerato-
sis, acanthosis and elongated rete ridges, inflammatory infiltrate, 
composed of lymphocytes and histiocytes, had a band-like distri-
bution in the papillary dermis
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