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Abstract 

Actinic reticuloid is a chronic inflammatory skin condition that primarily affects elderly individuals and is associated 
with chronic sun exposure. It is characterized by the presence of papules, plaques, and fine lines that form a reticular 
pattern on sun-exposed areas, such as the face, neck, and extremities. Histologically, lichenification and dermal 

alterations are observed, suggesting a chronic response to sun exposure. 

Actinic reticuloid is often diagnosed clinically, but confirmation may require a skin biopsy. Managing this condition 
involves measures to protect the skin from the sun, such as the use of sunscreens and protective clothing. Topical and 
systemic treatments, such as corticosteroids and ultraviolet light therapy, may also be beneficial in some cases. 

Although the actinic reticuloid is not malignant, its chronic course and the aesthetic changes it produces can have a 
significant impact on patients' quality of life. Therefore, it is important for doctors to properly recognize and manage 
this condition in order to provide effective relief to affected patients. 
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Introduction 

Actinic reticulium was first described in 1969 as an entity caused by a 
strong sensitivity to a broad spectrum of radiation.  It is classified as 

pseudo-T-cell lymphomas due to its clinical and histological similarity, 
however, it is a chronic photodermatosis, which mainly affects older 
adults, men.  Clinically, it is characterized by eczematous lesions located 
in photoexposed areas, which can extend to covered areas and evolve into 
infiltrated and lichenified plaques. It is a rare and described entity [1,2]. 

Case report  

A 69-year-old male patient, born and residing in La Paz, province of 
Carchi, divorced, farmer, with a history of epilepsy under management 

with valproic acid and hypothyroidism under treatment with 
levothyroxine, denies allergies. She went to the dermatology service for 

presenting intensely itchy erythematous lesions on the face and neck of 
several years of evolution, which had previously been treated with topical 
medication which she did not remember, without improvement and have 
progressively expanded.  

Physical examination revealed dermatosis located in photoexposed areas: 
face, ears, neck, V of the décolleté and upper third of the anterior and 
posterior thorax, characterized by erythematous plaques with thick 
desquamation, infiltrated and lichenified, superficial abrasions and some 

with crusts. (Figure 1Y2) 
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Figures 1 and 2 

In the review of devices and systems, no other significant alterations were 
evidenced.  

Complementary examinations showed 6.22 leukocytes, 60.8% 
neutrophils, 26.4% lymphocytes, 10.10% and 0.80% eosinophils; 
hemoglobin 16.3, hematocrit 47.8, platelets 282,000, glucose 78.6, urea 

19.5, creatinine 0.70, total bilirubin 0.44, cholesterol 146, triglycerides 
86.70, TGO 12.20, TGP 16.30, GGT 12, EMO: negative.  

In view of the clinical suspicion, two skin biopsies were performed, the 
first in the right frontal region (Figure 3) and the other in the anterior 
thorax (Figure 4), which reported acanthosis, parakeratosis, spongiosis 
and vacuolization of the basal artery; In the papillary and middle dermis, 
moderate perivascular lymphocyte inflammatory infiltrate, some atypical 

with mild epidertrophism, is accompanied by eosinophils, plasma cells 
and hemosiderophages, presence of collagen bands parallel to the 
epidermis. 

 

Figure 3 

 

Figure 4 

Immunohistochemistry: CD8: Positive for T lymphocytes (Figure 5). CD4: Negative (Figure 6) 
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Figure 5 

 

Figure 6 

The patient was initially treated with systemic corticosteroids, prednisone 
at a dose of 60 milligrams/day with a progressive decrease in the dose 

with an adequate response, in addition, topicals, emollients and 
antihistamines were used to control pruritus, in the first control at 15 days 

there was evidence of a decrease in lesions, erythema and desquamation 
(Figures 7 and 8), in addition, the patient reported control of pruritus.  

however, the patient showed poor adherence to treatment and did not 
comply with subsequent appointments.   

 

  

Figures 7 and 8 
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Epidemiology  

As it is a rare entity, its incidence is difficult to establish, and it is 
associated with a higher prevalence in regions where there are high 
temperatures and geographically exposed to more intense solar radiation. 

Affecting men than women in a 1.5/1 ratio, and is also frequent in the fifth 
and sixth decade of life, exceptional cases have been described in young 

atopic patients. The main risk factor is prolonged sun exposure in people 
who work outdoors.  (12) 

Physiopathology  

The actinic reticuloid is part of the CAD (Table 1), and in a study carried 

out with serial biopsies, this is considered to be the last stage. (2) 

TABLE 1. Acquired idiopathic photodermatoses  

• Polymorphous light eruption  

• Actinic prurigo  
• Hydroa vacciniforme  

• Chronic actinic dermatitis (CAD)  

- Persistent reaction to light  

- Photosensitive eczema  

- Actinic reticuloid  

• Solar urticaria 

 

Its pathophysiology is not entirely clear and is not well defined, however, 
different factors are suggested.  In 75% of patients who develop this 
pathology, a history of contact dermatitis or other photoallergic dermatitis 
was identified due to multiple allergens involved, such as histidine, plant 
resins and fragrances. An increased susceptibility to mainly UVB rays is 
also identified, demonstrated in a decrease in the dose of minimal 
erythema (MED).(3) 

Another accepted hypothesis is that it is a type IV delayed 
hypersensitivity response that responds to a photo-induced antigen. The 
allergen is covalently bound to an endogenous protein by a covalent bond 
and requires the involvement of UV radiation. The changes produced 
mean that the presence of hapten is not necessary and only requires the 
action of UV rays to trigger a response. (4) 

Clinic 

A medical history is essential as there is often a history of intense 
photoexposure during the last few years. Clinical findings usually follow 

an evolutionary course. In the early stage it is common to observe 
eczematous lesions and erythroderma in areas exposed to the sun, the sign 
of "clothed erythroderma" is observed since when the clothing is removed 
it is observed that in covered areas there is no affectation.   With the 
passage of time, lichenified and infiltrated plaques appear with papules 
and nodules that can extend to covered areas and also give the face a 
leonine facie and in the last stage generalized erythroderma may exist. 
(3)(5) 

They may be accompanied by other signs, mainly intense itching, 
generalized lymphadenopathy, onychodystrophy, and diffuse alopecia.  

Histology  

It will depend on when the biopsy is done. 

In the first or acute stage, a pattern of eczematous dermatitis is observed: 
spongiosis, acanthosis, for focal keratoses and perivascular lymphocyte 
infiltrates in the papillary dermis 

In an advanced stage, it is more similar to a cutaneous T-cell lymphoma, 

with a dense band infiltrate in the papillary and middle dermis, there is 
also a perivascular and periadnexal infiltrate, which can be made up of 
normal or atypical lymphocytes, with convoluted nuclei and 
epidermopism that form, in some cases, Pautrier's microabscesses. (6) 

There are other supporting techniques such as immunohistochemistry 
where a predominance of CD8 positive is distinguished in relation to 
mycosis fungoides that predominate C4, the genotype with PCR, are 
necessary to differentiate this picture from cutaneous T-cell lymphomas. 

(5) 

Diagnosis  

In 1991, Toonstra proposed 3 criteria for its diagnosis (7) 

1. Papules or plaques in photoexposed areas, sometimes extending 
to non-photoexposed areas, or erythroderma.  

2. Phototest with decreased DME to UVA, UVB, and sometimes 
persistent visible light for more than 1 year.  

3. Inflammatory infiltrate of T lymphocytes in the dermis, some 
of which may be atypical.   

Although it is not within the diagnostic criteria, the patch test should be 
considered given its close relationship with allergic contact dermatitis and 
laboratory tests that include blood count, erythrocyte sedimentation rate 
and porphyrin dosage given its similarity if it is to be ruled out.  

Treatment  

The first and most important measure is to avoid triggers: light and 
photoallergens, during the acute phases these measures should be strict. 
Sunscreens are useful, but they should be monitored for their 
photosensitizing potential.   

The use of corticosteroids is effective, they will be used depending on the 
clinic, they can be topical or systemic (prednisone 15 to 30 mg/day) which 
can be used in short periods or in periods of exacerbation.  Another good 

topical alternative is tacrolimus 0.1% with good response and few adverse 
effects. (8)(9) 

Sometimes the oral use of immunosuppressants is required, as a first 
alternative is azathioprine at doses of 1-2.5 mg/kg/day, evidencing an 
improvement one month after administration, however, its side effects 
such as myelosuppression limit its use. (10) 

Cyclosporine at doses of 3-5 mg/kg/day induces a relatively rapid 
improvement, however, it has been seen that when treatment is 

discontinued there is recurrence of the lesions, so it is not possible to  
(11)There is sufficient evidence to support its use as well as that of 
mycophenolate mofetil, hydroxyurea and interferon alfa. 

Finally, ultraviolet (UVB) treatments increase light tolerance.  

Conclusion  

Actinic reticulium is a chronic photodermatosis framed within the T-cell 
pseudolymphomas, mainly affecting men, in the fifth and sixth decade of 
life its clinical picture is variable depending on the stage in which it is, it 
begins with eczematous lesions in photoexposed areas and progresses to 
plaques in covered areas can cause generalized erythroderma, its 
pathophysiology is not well defined, however, UVB radiation is the main 
culprit. The fundamental pillar in its management is sun protection, 
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frequently requiring the use of systemic medication with an adequate 
response to corticosteroids, sometimes it may require other therapies. 
Although it is not life-threatening and there are no reports of malignancy, 
it does affect the quality of life and daily activities, so it is essential to 

diagnose and treat it in a timely manner.  
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