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ABSTRACT

Lichen planus is a chronic inflammatory disease that affects the mucosal and cutaneous tissues. It is estimated 
to affect 0.5% to 2.0% of the general population. The females are more commonly affected than males. Lichen 
planus is having many variants but the occurrence of more than one variant in a single patient is relatively 
uncommon. So, hereby we report a rare case of oral lichen planus having its 3 variants namely reticular, 
erosive and annular in a 35 year old female patient.
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INTRODUCTION

Oral lichen planus (OLP) is a chronic immunologic 

inflammatory mucocutaneous disorder first 

described by Erasmus Wilson in 1869. (1) The word 

“lichen” refers to a group of flowerless plants named 

moss and “planus” comes from the Latin word 

planum which means flat surface. It is basically a 

disease of middle aged. Among Indians, its 

prevalence is 1.5%, it is highest (3.7%) in those 

people with mixed oral habits and lowest (0.3%) in 

non-users of tobacco. According to Bhonsle et al, the 

incidence rate is 2.1 and 2.5 per 1000 among men 

and women respectively. (2) The precise etiology of 

this condition is unknown but the cell mediated 

immune dysregulation has been associated with 

pathogenesis of lichen planus. It is basically a T-cell 

mediated auto immune disease in which 

autocytotoxic CD8+ T cells trigger the apoptosis of 

oral epithelial cells. Several predisposing factors 

have been implicated in the pathogenesis of lichen 

planus as stress, systemic medications and few 

dental materials as amalgam. (3) 

CASE – REPORT

A female patient aged 35 years reported to the 
department of oral medicine and radiology with a 
chief complaint of burning sensation on the cheek of 
right side for the last 2 months. Initially the patient 
noticed some white areas on cheeks of both sides 3 
months back followed by burning sensation and 
pain on ingestion of spicy food on the right cheek 2 
months back. The patient got amalgam restorations 
irt 25, 36, 37, 46 a year back. The patient was on 
medication for the last 1 year to conceive the 
pregnancy and was under great stress. On 
examination, linear white striations along with 
some erythematous areas were present in the 
maxillary right buccal vestibule extending antero-
posteriorly from the mesial aspect of 14 to the distal 
aspect of 17 and supero-inferiorly from the 
vestibular depth to the occlusal plane. (Fig 1)

Linear white striations were seen in the mandibular 

right buccal vestibule also extending on to the 
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gingiva. A desquamative form of gingivitis is 

associated with the gingival lesions and the reticular 

pattern is noted at the margin of the desquamating 

surface. (Fig 2)

Two lesions round in shape with well defined 

borders measuring approximately 0.5 X 0.5 cms in 

size were present on the left buccal mucosa at the 

plane of occlusion. (Fig 3)

On palpation, the lesions were tender in the 

maxillary right buccal vestibule while it is non 

tender in the mandibular right buccal vestibule and 

on the left buccal mucosa. 

Based on the history and clinical examination, the 

provisional diagnosis of erosive lichen planus of 

maxillary right buccal vestibule, reticular lichen 

planus of mandibular right buccal vestibule and 

annular lichen planus of left buccal mucosa were 

given with a differential diagnosis of speckled 

leukoplakia, lichenoid drug reaction and discoid 

lupus erythematous. The incisional biopsy was 

performed and the tissue specimens were sent for 

the histopathological examination which revealed 

parakeratinized stratified squamous epithelium 

and underlying connective tissue stroma. 

Epithelium exhibited acanthosis and basilar 

degeneration. Rete ridges were irregular. 

Connective tissue stroma exhibited a dense band of 

chronic inflammatory cell infiltrate juxtaepithelially 

chiefly composed of lymphocytes. Connective tissue 

was composed of loosely arranged interlacing 

collagen fibres with fibroblasts. Blood vessels were 

dilated and engorged with RBC's. In the deeper 

section, muscle tissue and fat cells were evident. So 

based on the history, clinical and histopathological 

examination, the final diagnosis of oral lichen 

planus was established. The patient was 

successfully treated with antioxidants once a day 

and topical application of 0.1% triamcinolone 

acetonide 3 times a day. After 1 month, the patient 

was fully relieved from burning sensation and pain.

DISCUSSION

Oral lichen planus (OLP) is a chronic immunologic 

inflammatory mucocutaneous disorder. It was first 

described by Wilson in 1869 whereas the classical 

histopathological feature of oral lichen planus was 

first described by Dubreuill in 1906. (4) According 

to Crispian Scully, OLP affects 0.1% to about 4% of 

the individuals. Among Indians, its prevalence is 

1.5%, it is highest (3.7%) in those people with mixed 

oral habits and lowest (0.3%) in non-users of 

tobacco. According to Bhonsle et al, incidence rate is 

2.1 and 2.5 per 1000 among men and women 

respectively. (2) The oral lichen planus is 

characterized by the presence of multiple white, 

symmetrical and bilateral reticular papulae in the 

oral mucosa. (5) The expression or unmasking of the 

lichen planus antigen may be induced by drugs 

(lichenoid drug reaction), contact allergens in 

dental restorative materials or toothpaste (contact 

hypersensitivity reaction), mechanical trauma 

(koebner phenomenon), viral infections and 

unidentified agents. (2) The immunopathogenesis 

includes the activation of CD8 + lesional T cells by an 

antigen associated with MHC class 1 on basal 

keratinocytes which trigger keratinocyte apoptosis 

in oral lichen planus. Likewise, CD4 + lesional T cells 

may be activated by an antigen associated with MHC 

class 2 on langerhans cells or keratinocytes in 

developing oral lichen planus. Further, the mast cell 

degranulation in OLP releases a range of pro-

inflammatory mediators such as TNF-alpha; 

Chymase; Tryptase leads to basement membrane 

disruption directly or indirectly via acivation of T-

cell secreted MMP-9. T-cell-secreted regulation 
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upon activation, secretes (RANTES) in the 

pathogenesis of OLP. RANTES secreted by OLP 

lesional T cells may attract mast cells into 

developing OLP lesion and subsequently stimulate 

mast cell degranulation. Degranulating mast cells 

release TNF-alpha, which up-regulates T-cell 

RANTES secretion. Such a cyclical mechanism may 

promote disease chronicity. (6) 

Buccal mucosa is the most common site for OLP. The 

present case also shows the lesions on the buccal 

mucosa and vestibule. Mc-Carthy reported the 

distribution of oral lesions in the following manner: 

buccal mucosa 80%, tongue 65%, lips 20%, gingiva, 

floor of mouth and palate less than 10%. (2) OLP 

may be associated with pain or discomfort which 

interferes with function and with quality of life. 

Approximately 1% of population may have 

cutaneous lichen planus. The reticular lichen planus 

is the most common variant of OLP and appear as 

lace like keratotic mucosal configurations. (1) 

Annular LP is a rare variant affecting about 10 

percent of patients and tends to have a chronic 

evolution. It is an uncommon subtype of lichen 

planus, usually presenting with small annular 

lesions, with elevated borders and central clearing. 

The annular lesions rarely occur in association with 

typical lichen planus lesions. (7)  The atrophic 

lichen planus appear as keratotic changes combined 

with mucosal erythema. The erosive lichen planus 

appear as pseudomembranous covered ulcerations 

combined with keratosis and erythema and is more 

commonly to undergo malignant transformation. 

(1) The similar appearance of the lesion is seen in 

the reported case. Symptoms are usually absent in 

oral lesions, although severe pruritis tends to occur 

with skin lesions. If lesions are erosive, the patients 

may complain of the burning sensation or irritation. 

Some patients experience extreme pain from the 

eroded areas. The same was the complaint of the 

patient in the present case. The lesions are usually 

discovered accidently when patient feels them with 

tongue or sees in mirror, or when they are noticed by 

the dentist. (2) The gingival lesions are common in 

middle aged to elderly females. According to Scully 

et al (1985) in about 10% of patients with OLP, the 

lesions are to gingiva alone. In many cases, a 

desquamative form of gingivitis is associated with 

gingival lesions of lichen planus. The reticular 

pattern often is noted at the margin of the 

desquamating surface and is helpful in rendering a 

diagnosis. The atrophic form of OLP presents often 

on the gingiva giving classical appearance of 

desquamative gingivitis and the whole thickness of 

attached gingiva upto mucogingival junction may be 

affected. (8) 

The presence of oral lichen planus can be confirmed 

by immunofluorescence, immunohistochemistry 

whereas the gold standard still remains the 

histopathology as was performed in the present 

case. The flowchart 1 clearly depicts the proper way 

of managing a case of oral lichen planus. (9) 

Corticosteroids are beneficial in the management of 

OLP because of their anti-inflammatory effect and 

anti-immunologic properties of suppressing T-cell 

function. They can be administered topically, 

intralesional or systemic depending upon the 

severity of the lesion. (10) Triamcinolone acetonide 

0.1% is commonly used topically either in orabase 

or lozenge. Clobetasol propionate 0.025% in 

orabase paste three times daily is  also 

recommended. Three to four weekly or biweekly 

treatments of intralesional injections of 

h y d r o c o r t i s o n e ,  d e x a m e t h a s o n e ,  

methylpredinisolone can also be used in OLP 

treatment if the symptoms are severe. (11) 30 - 60 

mg of prednisone depending on severity is 

administered systemically once daily for a 2 to 3 

week period. Systemic steroids should be reserved 

for acute exacerbations characterised by multiple 

ulcerations or wide spread disease. (9) The other 

treatment modalities for OLP include the use of 

retinoids, cyclosporine, tacrolimus, aloevera, beta-

carotene, PUVA therapy and finally the cryosurgery.
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