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Abstract 

Lichen planus (LP) is a chronic inflammatory autoimmune mucocutaneous disease affecting about 2% of the 

population. There are several variants including reticular, erosive, atrophic and ulcerative-types in oral lichen 

planus (OLP). Erosive and atrophic variants have been most often linked to increased risk of developing into 

squamous cell carcinoma, hence such variants requires prompt diagnosis and treatment. This article report a case 

of an erosive form of oral lichen planus of gingiva in a 42 aged female with peculiar lesions of skin. wherein, the 

patient was educated, counseled about the chronicity of the condition and also about its high risk of malignant 

transformation. She is now being treated with topical corticosteroids. 
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Introduction 

Lichen planus accounts for approximately 1 % of new presentations to a dermatology unit.1 It can affect 

all body areas and markedly interfere with a patient's life. It to be immunologically 2 mediated with an evidence 

favouring a lymphocytotoxic process. 3 Oral lichen planus (OLP) has found to occur more frequently than the 

cutaneous form and tends to be more persistent and more resistant to treatment.4 It affects primarily middle-aged 

group, and the prevalence is greater among women.5-8 Most common presentation of oral lichen planus is reticular 

form characterized by Wickham's striae. Erosive OLP is known to be the second most common type with two 

variants namely atrophic and bullous and when it involves the attached gingival tissue, it is called ‘desquamative 

gingivitis’.9 Erosive carries an increased risk of developing into squamous cell carcinoma, therefore it requires a 

prompt palliation.10 Here we report a case of erosive form of OLP involving gingiva in a middle-aged female who 

also had involvement of extremities.  

Case History 

A 42-year-old female patient was referred to the Department of periodontology with chief complaint of 

bleeding gums and burning sensation in mouth after intake of spicy food, with difficulty in brushing her teeth 

since a year. She also complained of lesions on her limbs and wrists with itching sensation since one and half 

year, the eruption of skin used to settle with potent topical steroids. 

 

Patient has undergone menopause 6 months back and had no history of any post-menopausal 

complications. She was systemically healthy and was not under any stress. Dental history revealed that she had 

underwent root canal treatment with 46 followed by porcelain fused metal crown, 5 years back.  

 

Oral examination showed the presence of multiple bilateral erythematous and desquamative areas on both 

upper and lower buccal gingival mucosa. Palatal mucosa showed bilateral involvement. There was class I 

recession present with 15 and 23. White radiating striaes lesions with interlacing pattern were seen on buccal 

mucosa extending to retromolar areas bilaterally. Hard and soft palate lesions were non-scrapable. (Figure 1). 

Extra oral examination showed papular, purple papules seen on legs and wrists which were itchy in nature later 

resulting in white radiating lines after few days. (Figure 2) 

 

All inspectory findings were confirmed on palpation during which the lesions were found to be mildly 

tender. Considering the clinical presentation and other related clinical history findings, the case was provisionally 
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diagnosed as erosive lichen planus of gingiva to be known as desquamative gingivitis. Differential diagnosis made 

for this case were speckled leukoplakia, discoid lupus erythematous, and atrophic candidiasis. Patient was 

convinced to undergo incisional biopsy, prior to which all routine blood investigations were done. Patch test was 

done by dermatology department to rule out auto-immune disease. Tests were negative.  An incisional punch 

biopsy was performed from the periphery of the posterior lower gingival lesion on right side to confirm the 

diagnosis. The histopathology diagnosis was confirmed as lichenoid dysplasia. (Figure 3) 

 

Patient was put on topical corticosteroid therapy (0.1% Triamcinolone acetonide, TESS® oral paste) for 

a period 3 months. Patient was also referred to a dermatologist for skin lesion, where they prescribed her 

antihistamines and topical retioniods. Patient was advised to apply the paste locally over lesional areas 3 times 

daily after meals and was recalled after 7 days (Figure 4). During the recall visit, there was considerable remission 

of the lesion and in the symptoms as well. She was educated about the chronicity and recurrence of the disease 

entity which warrants the need for regular follow-up. 

 

Discussion 

Gingival lesions of lichen planus, as described in this case, may cause difficulties in diagnosis. When 

considering the site chosen for biopsy, ulcerated areas should be avoided, because they make microscopic features 

confusing. Furthermore, initial lesions may have an unspecific histopathologic pattern represented by chronic 

inflammatory infiltrate. A second biopsy or immunohistochemical and immunofluorescence evaluation may be 

necessary for the differential diagnosis with those systemic diseases which can mimic, clinically or 

microscopically, lichen planus.11 

 

The etiology of OLP appears to be multifactorial and complicated. Ismail et al.12 reported a list of 

exacerbating factors for OLP and OLP reactions such as stress, drugs (antimalarial, diuretics, gold salts, 

antiretroviral, beta blockers, and penicillamine), certain dental materials (dental amalgam, composite and resin-

based materials, and metals), chronic liver disease and hepatitis C virus, genetics and tobacco chewing. Systemic 

diseases seen associated with OLP includes diabetes mellitus, hypertension, ulcerative colitis, myasthenia gravis, 

lupus erythematosus, etc. In the present case, cause was not ruled out either local or systemic. Patient denied of 

any stress or habit or any systemic diseases presence. 
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 Oral lesions are more common than skin lesions, and in few cases, the former precedes the latter.13 The 

present case, had both oral changes and dermatologic manifestations for which systemic antihistamines were 

given by dermatologist along with retenoids. 

 

Erosive form of OLP has the highest malignant transformation rate when compared to the other variants. 

Literature with evidence of previously published studies14-16 concluded that the risk of developing squamous cell 

carcinoma in patients with OLP is approximately 10 times higher than that in the unaffected general population. 

Therefore, clinicians should closely observe such suspicious lesions and confirmed the diagnosis 

histopathologically at the earliest. 

 

Since the etiology of lichen planus is not totally clarified,17 the therapeutic goal is palliative rather than 

curative. Topical or systemic corticosteroid is the mainstay of the treatment for mild to moderate symptomatic 

lesions of OLP, and it functions by modulating the patient’s immune response. This is done primarily by 

suppressing the T-cell activity. Following are the common topical formulations listed according to decreasing 

potency:  

1. 0.05% clobetasol propionate gel 

2. 0.1% or 0.05% betamethasone gel 

3. 0.05% fluocinonide gel 

4. 0.1% triamcinolone acetonide ointment. 

 

Intralesional injection of corticosteroid is reserved for recalcitrant or extensive lesions administered as 

subcutaneous injection of 0.2-0.4 mL of a 10 mg/mL solution of triamcinolone acetonide by means of a 1.0 mL 

23- or 25-gauge syringe. Systemic steroid therapy should be reserved for patients who are recalcitrant to topical 

steroid management. Conditions were steroids should be used with caution include viral infections including HIV, 

pregnancy, hypertension, and diabetes mellitus.18 

 

Other treatment modalities available include pharmacotherapy by immunomodulators chloroquine, 

immunosuppressants such as tacrolimus, newer drugs such as azathioprine, mycophenolate mofetil, psoralen and 

ultraviolet A therapy, and CO2 LASER. 
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Conclusion 

 Numerous controversies surrounding OLP will remain controversial, it must be emphasized that although 

a strict follow-up of erosive lichen planus is necessary, dissemination of cancerophobia among both professionals 

and patients should be avoided. Furthermore, strategic care should be taken while counseling and educating such 

patients about this disease chronicity and its clinical course.  
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Figure 1: Pre-operative view showing Desquamative Gingivitis including hard and soft palate 

Figure 2: Papular, purple papules 

seen on legs 

Figure 3: Medium power photomicrograph depicting a 

lichenoid infiltrate subjacent to hyperkeratinized epithelium 

(hematoxylin and eosin, original magnifi cation X 100). 

Figure 4: Post-operative after 7days showing reduction in affected areas including hard and soft 

palate 


