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Lichen planus : a case report
Rajiv Puri*

Abstract
Objective: Oral lichen planus (OLP) is an autoimmune, mucocutaneous
disease involving oral mucosa, skin, scalp, genital mucosa and nails. It
is the common skin diseases present in the oral cavity. An immune
mediated reaction is recognized in lichen planus, but exact etiology
is unknown.
Methods: The atrophic and erosive forms of OLP are less common. Potential
of OLP to malignancy is controversial. Although relatively, oral lichen
planus is the target of controversy, mainly in relation to its pathogenesis
and possible potential for malignancy.
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planus is the target of controversy, mainly in relation to its pathogenesis
and possible potential for malignancy.
Results: Hence it is essential for the clinicians to keep an index of
suspicion for all intraoral lichenoid lesions Periodic follow-up of patients
with OLP is recommended.
Conclusion: The disease mostly affects middle-aged females and is
infrequently found in children.
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Introduction

Case Report

Lichen Planus is a relatively common, chronic
dermatologic disease that often affects the oral
mucosa. The lesion reminded him of a fungi
called Lichens and Planus meant flat. Oral
lichen planus (OLP), the mucosal counterpart of
cutaneous lichen planus, presents frequently in
the fourth decade of life and affects women more
than men in a ratio of 1.4:1.1 The disease affects
1-2% of the population.2,3 It is rare for children to
be affected. It is seen clinically as reticular,
papular, plaque- like, erosive, atrophic or bullous
types. Intraorally, the buccal mucosa, tongue and
the gingiva are commonly involved although other
sites may be rarely affected.4 Oral mucosal lesions
present alone or with concomitant skin lesions.
There are a variety of medications which may
induce lesions that appear clinically identical to
the idiopathic form of the condition and the term
lichenoid mucositis / dermatitis are probably better
terms for these lesions. Similarily, foreign material
that gets embedded in the gingival may elicit a host
of responses which are again very similar and are
termed lichenoid foreign - body gingivitis. Though,
this resembles a fungus, but it has been revealed
that this lesion is an immunologically mediated
mucocutaneous disorder. The relationship of stress
or anxiety to the development of lichen planus is
controversial.

A 35-year-old male patient, reported to
the department with the chief complaint
of burning sensation for past one month.
Patient was apparently normal a month back
when he noticed white patch on the upper lip
and irregular white lines on the buccal
mucosa bilaterally associated with mild burning
sensation on taking hot and spicy foods.
No history of pruritus or drug intake present.
Patient was a non smoker and non tobacco
chewer. Intra oral examination revealed non
scrapable white patch involving upper lip and
commissure on right side. Also multiple nonscrapable lace like radiating white lines noticed
on right and left buccal mucosa, retromolar
area and buccal gingival margins of 16, 45, 46
giving a reticular appearance. Few erythematous
areas interspersed between reticular areas are
also present. White striae are seen involving
right and left retromolar region and gingiva on
buccal aspect of molar region. A punch biopsy
was taken from the tissue from the right buccal
mucosa.
Provisional diagnosis; Lichen planus involving buccal mucosa bilaterally. Differential
diagnosis; Lichenoid reaction. Histopathological findings; The given section consists of
keratinized stratified squamous epithelium with
variable thickness
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variable thickness. The rete ridges show saw
tooth appearance with degeneration in some of
the areas. The sub-epithelial zone exhibits chronic
inflammatory features. However in some areas
inflammatory cells are seen deep down the
connective tissue. The histopathology of the
lesion is compatible with the clinical diagnosis
of lichen planus.

Figure 1 Non-scrapable white patches
in upper lip region

Figure 2 Interlacing white striae with a reticular
appearance involving right and left buccal
mucosa

A

B

Figure 3 A. Epithelium appears parakeratotic with a subepithelial band of inflammatory cells (H&E, 10X),
B. Intense lymphocytic inflitration of superficial
lamina propria showing degeneration of the basal
cells (H&E, 10X)
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Discussion
Lichen planus is a relatively common, chronic
dermatologic disease that often affects the oral
mucosa. The name was derived from ‘lichens’
which are primitive plants composed of symbiotic
algae and fungi, ‘planus’ is latin for flat. Current
evidence indicates that this is an immunologically mediated mucocutaneous disorder. It is a
T-cell mediated autoimmune disease in which
the cytotoxic CD8+ T cells trigger apoptosis
of the basal cells of the oral epithelium. Several
antigen-specific and nonspecific inflammatory
mechanisms have been put forward to explain
the accumulation and homing of CD8+ T cells
sub-epithelially and the subsequent keratinocyte
apoptosis.1,6
The lesion is most commonly seen in the middle-aged; rare in children; female predominance
is seen. Lichen planus may be associated with
skin lesions which classically presents as purple,
pruritic, polygonal papules affecting the flexor
surfaces of extremities. The surface of the skin
papules reveals a fine, lacelike network of white
lines (Wickham’s striae). Other sites of extra-oral
involvement include the glans penis, the vulvar
mucosa and the nails.
Two forms of lichen planus commonly seen
clinically: reticular and erosive. Reticular lichen
planus is much more common than erosive
forms and causes no symptoms; often bilateral
posterior buccal mucosa are involved with the
lateral and dorsal tongue, the gingivae, the palate
and vermilion border also showing involvement.
Reticular lichen planus is so named because of
its characteristic pattern of interlacing white lines
(referred as Wickham’s striae); however, the white
lesions may appear as papules in some instances.
These lesions are not static but wax and wane
over weeks or months.
Erythematous lichen planus presents as
atrophic erythematous areas with ulceration of
varying degrees. The periphery of the atrophic
areas is usually bordered by fine, white radiating
striae. The lesions are usually symptomatic and
severe component of erosive lichen planus may
present as bullous lichen planus.
A variety of medications may induce lesion
that can appear clinically very similar to the
idiopathic form of the condition - termed lichenoid
mucositis.
Histopathologic picture shows varying degrees
of orthokeratosis and parakeratosis of the surface
epithelium; the thickness of the spinous layer also
varies and the reteridges may be absent or hyperplastic with a classical pointed or ‘saw-toothed’
shape. Destruction of the basal cell layer of the
epithelium (hydropic degeneration) is also evident
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Figure 4

A. Keratotic stratified epithelium with a clear band of
inflammatory infiltrate seen subepithelially H&E 100X, B.
Higher magnification showing hyperplastic epithelium
with basal cell degeneration H&E 200X

shape. Destruction of the basal cell layer of the
epithelium (hydropic degeneration) is also
evident.8 This is accompanied by an intense bandlike infiltrate of predominantly T -lymphocytes
immediately subjacent to the epithelium. Degenerating keratinocytes may be seen in the area of the
epithelium and connective tissue interface and are
termed colloid, cytoid, hyaline or civatte bodies.
Immunopathologic features of lichen planus are
nonspecific but most lesion show the deposition
of a shaggy band of fibrinogen at the basement
membrane zone. No significant degree of epithelial
atypia is expected in oral lichen planus though,
lesions with a superimposed candidal infection
may appear worrisome and they need to be reevaluated histopathologically after the cadidal
infection is treated.
Usually the diagnosis of reticular lichen planus
can be made based on clinical findings alone.
Interlacing white striae appearing bilaterally on the
posterior buccal mucosa is often pathognomonic,
while diagnosis of the erosive type of lichen planus
may be challenging if the typical white striae are
not seen at the periphery of the lesion where biopsy
may

may be needed. The differential diagnosis can
include cheek chewing/frictional keratosis, lichenoid
reactions, leukoplakia, lupus erythematosus, pemphigus, mucus membrane pemphigoid, erythematous candidiasis and chronic ulcerative stomatitis.
Lichenoid drug reactions are usually unilateral in
distribution, accompanied by a history of new
drug intake. The most reliable method to diagnose
lichenoid drug reactions is to note if the reaction
resolves after the offending drug is withdrawn.7
No treatment is needed for asymptomatic lesion
but when burning sensation is felt because of the
superadded candidiasis then antifungal therapy
is necessary. For open sores caused by erosive
lichen planus topical corticosteroids (fluocinonide,
betamethasone, clobetasol gel) applied locally to
the most symptomatic areas is sufficient to induce
healing within one or two weeks.
The question of malignant potential of the
lichen planus is yet to be resolved. Some investigators feel that the atrophic epithelium may be more
susceptible to the action of carcinogens, resulting
in an increased risk of a malignant transformation.
The molecular profile of lichen planus more closely
matched that of normal or reactive oral mucosa, a
finding that provides less support for the concept
of lichen planus being precancerous. Thus, if the
potential for malignant transformation exists, it
appears to be small and generally confined to
patients with the erosive form of lichen planus.4

Conclusion
Oral Lichen Planus is a very common oral
dermatosis and one of the most frequent mucosal pathosis encountered by dental practitioners. It is imperative that the lesion is identified
precisely and proper treatment be administered
at the earliest. A proper understanding of the
pathogenesis of the disease becomes important
for providing the right treatment.
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