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Lichen planus is a mucocutaneous disease affecting approximately 1.5 to 2% of the world popu-
lation. Women are most of ten affected and lichen planus is usually reported in individuals over
50 years offflage The etiologyBlof lichen planus is unknown at present and the disorder has been
classified as a chronic disease of immune-mediated pathogenesis. The oral lesions are usually
bilateral and involve the buccal mucosa in about 90 per cent of all cases. In descending order of
frequency the tongue, gingivae, alveolar ridge, lips, and less commonly the palate may also be
affected. In this paper, we are presented a case , 65-year-old female patient who came to de-
partment of Oral and Maxillofacial Medicine in Khanzad Center with a chief complaint of burn-
ing sensation of the mouth especially hard palate, bilateral buccal mucosa and lower anterior
gingiva for about 10 years duration, aggravated by hot and spicy food. The diagnosis was con-
firmed by biopsy as lichen planus. The skin was not involved lesion
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Introduction

Lichen planus is considered as a chronic
inflammatory disease affecting the skin and
mucous membranes. Oral lichen planus
(OLP) can occur in association with cutane-
ous lichen planus or alone."* It is estimated
that 50% to 70% of adult LP patients have
both skin and oral lesions and approximate-
ly 25% of g)atients presented with oral le-
sions alone.”* It is seen worldwide, mostly
in the fifth to sixth decades of life, and is
twice as common in women as in men’ .The
etiology of lichen planus remains uncertain,
but many factors have been implicated.
Such factors include genetic predisposition,
infective agents, systemic diseases, graft-
versus-host disease (GVHD), drug reac-
tions, vitamin deficiencies, and hypersensi-
tivity to dental materials®. Lichen planus has
been associated with several autoimmune
diseases, including lupus erythematous,
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pemphigus, Sjogren’s syndrome, and auto-
immune liver disease’*.

It is seen clinically as reticular, papu-
lar, plaque-like, erosive, atrophic or bullous
types" " In practice most clinicians pre-
fer 2 clinical designations: (1) reticular
OLP; and (2) erosive OLP. Reticular OLP
typically presents as asymptomatic white
keratosis, while the erosive form is ery-
thematous and frequently painful®'2. The
most frequently involved oral sites include
the mucosa of the cheek, tongue and gingi-
va. The mucosa of the palate and floor of
the mouth is rarely affected 13- 15. OLP is
diagnosed clinically by means of a biopsy
for histopathological analysis16. The classi-
cal microscopic features observed in the
oral mucosa include hyperorthokeratosis or
hyperparakeratosis, acanthosis, thickening
of the spinous layer, liquefaction of the ba-
sal layer accompanied by the degeneration
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of keratocytes, and lymphocyte infiltration
of the lamina propria'*'®,

It is important for all clinicians to be
aware of its clinical presentations and man-
agement, because OLP is one of the most
common mucosal conditions affecting the
oral cavity. The most widely accepted treat-
ment for OLP is topical corticosteroids. Al-
ternative treatments include retinoids, cy-
closporine, tacrolimus, surgery, and carbon
dioxide (CO2) laser'.

Case Report

A 65-year-old upper edentulous fe-
male patient who came to department of
Oral and Maxillofacial Medicine in
Khanzad Center with a chief complaint of
burning sensation of the mouth especially
hard palate, bilateral buccal mucosa and
lower anterior gingiva for about 10 years
duration, aggravated by hot and spicy food.
She complained now of difficulty in having
even soft foods. Dental history showed that
she has had old denture for 20 years ago.
Her medical and family histories were unre-
markable and there was no history of any
drug intake during the last 12 months. On
examination, no cutaneous lesions were evi-
dent. On intraoral examination, there were
erythematous red and white patches in the
premaxilla extended to the premolar region
(Figure 1) ,the re d erosive area with irreg-
ular white stria (reticular ) boarder on the
right and left buccal mucosa (Figure 2), and
red erosive lesion on the lower anterior re-
gion (desquamative ) gingivitis (figure 3).
The lesions were non tender .
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premaxilla extended to the premolar area.

The patient was advised for biopsy.
Routine hematological investigations and
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Figure 1: Red erythematous and white patches in

biochemistry (complete blood count and
film, ESR, fasting blood sugar, renal func-
tion test, liver function test, and viral
screening) yielded negative results. Tow
incisional biopsies were done the palatal
biopsy showed epithelial ulceration, dense
neutrophilic and lymhpocytic infiltration,
while the alveolar mucosa biopsy showed
area of epithelial ulceration and a focal area
of epithelium that showed hyperkeratosis,
wedge shape hypergranulosis, irregular
acanthosis and basal layer liquefaction. A
lichenoid lymphocytic infiltration was seen
in the subepithelium (Histopathological
findings were consistent with a diagnosis of
oral lichen planus.

Figure 2: Bilateral erosive and reticular lesions on

buccal mucosa.

The patient was educated and motivat-
ed regarding a proper plaque and denture
care control regimen that included brushing
thrice daily with a soft brush and tooth paste
and rinsing twice daily with alcohol free
chlorhexidine for 2 weeks. The patient was
advised to avoid eating spicy foods while
her lichen planus was active and to use topi-
cal corticosteroid cream containing 0.1 per-
cent triamcinolone acetonide (Kenacort
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with systemic steroids. Initially, she was
being reviewed weekly. The active lesions
had improved at the first month of treat-
ment, the dose were tapered and kept only
under topical steroid she was being re-
viewed after every 1-month period (figur4).

Figure 3: Desqumative gingivitis of lower anterior
gingiva.

Figure 4: The lesions become improved after

Treatment.

Discussion

Oral lichen planus (OLP) can occur
in association with cutaneous lichen planus
or alone in our case the patient presented
with out skin lesion only oral lesion. Ab-
sence of cutaneous involvement in the pre-

EDJ Vol.3 No.2 Dec 2020

sent case is not unusual considering that
associated lesions are typically found in
only approximately 15 percent of patients
with OLP22. 1-2% of the population
worldwide suffers from OLP. Female pre-
dilection was found with a male to female
ratio of 1:2 especially among the middle
aged 9, 20 .In our case the patient was in
her sixth decade of life.

The different etiological factors consid-
ered for LP are genetic background, drugs,
autoimmunity, immunodeficiency, stress,
diabetes, hypertension, malignant neo-
plasm, and bowel disease.”’ The various
koebnerogenic factors are dental materials,
an infectious agent such as human papillo-
mavirus, food allergy, habits like lilp
chewing, and trauma from sharp cusps."
In our patient the palatal lesion due to
chronic irritation of old denture.

The buccal mucosa, lips, gingivae,
floor of the mouth, and palate are usually
affected, in a descending order of frequen-
cy '°. The lesion is usually bilateral and
symmetrical and may manifest in six dif-
ferent clinical forms mainly reticular, pop-
ular, plaque-like, erosive, atrophic and
bullous form. The most commonly in-
volved site is buccal mucosa, tongue and
gingiva.” Here, we emphasize occurrence
in female patient lesion presented in the
palate, buccal mucosa ,and lower anterior
attached gingiva which is unusual.

The classical clinical presentation of
the lesion is sufficient to make an accurate
diagnosis®. The oral biopsy of the lesion
with histopathologic confirmation is rec-
ommended to confirm the clinical diagno-
sis and also to exclude chances of dyspla-
sia and malignancy. Most cases of oral
lichen planus are often asymptomatic but
the atrophic and/or erosive forms cause
varied degrees of discomfort, which
prompts the search for early professional
care. However, as in the present case, pa-
tients may have the disease for a long time
because lichen planus is a chronic condi-
tion characterized by recurrent exacerba-
tion and remission periods.

Conclusion

Classically the oral lichen planus found on
the buccal mucosa and gingiva. This paper
highlights the patient with oral lichen
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planus in the palate buccal mucoasa, and
lower anterior gingiva. Topical steroids
used alone or in combination with other
immunomodulatory topical agents is a
widely accepted first choice of relief in
most patients. Prolonged use of systemic
medications and elimination of the causa-
tive factor is essential to eradicate the
disease.
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