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A 74-year-old man presented to his physician with palpi-
tations and metoprolol was initiated. Eight weeks later,

he developed multiple discrete, pruritic, hyperpigmented,
lichenoid plaques over the legs highs, and arms (Fig. 1). A
skin biopsy showed lichenoid interface dermatitis, scattered
eosinophils, and incontinence of the dermis, suggesting the
diagnosis of lichenoid drug eruption (LDE). Peripheral eosino-
philia was present. His beta-blockade was discontinued
and topical steroids were initiated. Four weeks later, his rash

resolved and his heart palpitations did not recur. A different
beta-blocker was not initiated. Based on the temporal
relationship of metoprolol exposure, duration and appear-
ance of the rash, and dermatopathology findings, it was
concluded that the diagnosis of metoprolol-induced lichenoid
dermatitis was likely.

There have been few case reports of LDE induced by beta-
blockers. It appears to be a class effect with cases
documented with sotalol, metoprolol, nebivolol, and labeta-
lol.1,2 It is proposed that exogenous stimuli activate cytotoxic
CD8+ T cells, which then cause epidermal damage.3 After
cessation of the offending medication, the skin eruptions
typically disappear within days to months.4 Cross-reactivity
between members of this drug class is variable and the risk
of recurrent LDE should be weighed prior to initiation of a
different beta-blocking agent.1

Figure 1. Multiple discrete, hyperpigmented and lichenoid plaques distributed over the legs (a), and arms (b).
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