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Radiographic Changes of
Osteomyelitis in a Patient With
Periungual Lichen Planus
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PRACTICE POINTS

- Lichen planus (LP) is an inflammatory mucocutaneous
disorder with variable presentations.

- With extensive nail involvement, nail LP may impart
radiographic findings suggestive of osteomyelitis.

To the Editor:

A 60-year-old woman presented for evaluation of a 1-year
history of left hallux nail plate dystrophy and proximal
nail fold inflammation. Her medical histery included
Cushing disease with associated uncontrolled diabetes
mellitus (DM) and a remote history of cutaneous lichen
planus (LP) that resolved 15 years priorito presentation.
She noted improvement during intravenous courses of
antibiotics for other infections.

Examination of the left hallux revealed onycholysis,
loss of the nail plate, and a yellow fibrinous base along-
side erosion, erythema, and edema of the proximal toenail
fold (Figure 1). The left second toe pad was markedly
tender to palpation with scant exudate expressed from
underneath the nail bed. Two biopsies of the hallux were
performed. The proximal nail fold specimen revealed mild
epidermal hyperplasia, and the nail bed demonstrated a
nonspecific ulcer that was negative for acid-fast bacilli
and fungi.

Treatment over 2 months with cephalexin yielded
improvement in both erythema and edema. Initial
and repeat nail plate cultures grew ampicillin- and

penicillin-sensitive ‘Enterococcus faecalis. Magnetic
resonance imaging was > performed to evaluate for
osteomyelitis because of lack of resolution. Results
demonstrated’ osteomyelitis of the distal tuft of the
left hallux> and the distal phalanx of the second toe
(Figure+2). Vascular surgery evaluation revealed no evi-
dence of large vessel arterial insufficiency. She was
started on amoxicillin for superficial Enterococcus and

FIGURE 1. Left hallux with onycholysis, loss of the nail plate, and a
yellow fibrinous base with concomitant erosion, erythema, and edema
of the proximal toenail fold.
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ciprofloxacin for underlying enteric bacilli. The persis-
tence of infection was attributed to microvascular disease
secondary to the patient’s associated DM. Months later,
due to suspected worsening of osteomyelitis, she under-
went treatment with oral fluconazole to cover potential
fungal co-infection and intravenous vancomycin and
piperacillin-tazobactam for broad-spectrum antibacterial
coverage. She was eventually transitioned to antimicro-
bial agents including amoxicillin-clavulanate potassium
and topical mupirocin with improvement in periungual
erythema and edema.

On subsequent dermatologic evaluation after 1 month,
she presented with pterygium and loss of all nail plates on
the left foot. The nail bed now had a violaceous color and
was studded with milia. The clinical findings were sug-
gestive of LP, consistent with her history of LP. In light
of these new findings, both topical corticosteroids and
retinoids were utilized for treatment without remarkable
benefit. The patient declined further management with
systemic medications.

We report a case of nail LP associated with underly-
ing radiographic osteomyelitis. Erosive nail LP has been
associated with underlying osteomyelitis of the phalanx.'
Our patient developed these manifestations in the setting
of Cushing disease, a unique finding given that many
report improvement of LP with systemic corticosteroids.”?
Tacrolimus, a calcineurin inhibitor, has been used in oral
or topical formulations for lower extremity ulcers caused
by LP as well as nail LP'* Long-term prognosis of nail LP
is poor, with high relapse rates and permanent damage to
the nail unit.? It is important to be aware that LP of the
nail unit may cause radiographic changes of esteomyelitis
that are not infectious in nature.
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UNDERLYING RADIOGRAPHIC OSTEOMYELITIS

FIGURE 2. Magnetic resonance imaging of the left foot demonstrated
osteomyelitis of the distal tuft of the left hallux and the distal phalanx of
the second toe.
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