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INTRODUCTION 
Lichen planus or lichen ruber planus was first 
described by Wilson in 1869. It is primarily a 
dermatological disease involving the skin. It affects 
about 0.5-1% of the population and 2.6% of the 
Indian population.1 Oral lichen Planus (OLP) is an 
inflammatory disease involving the oral mucosa. 
The exact etiology is unknown. However, the 
cofactors in causing the disease include mental 
stress, Diabetes mellitus, drugs, Hepatitis C virus 
association. The pathogenesis of lichen planus 
involves a cell mediated degeneration of basal cell 
layer of epithelium.2 The classic appearance of skin 
lesions consists of erythematous to violaceous 
papules that are flat topped and occasionally 
polygonal in form. A network of fine lines 
(Wickham’s striae) is often present. The oral lesions 
are classified into reticular (most common), 
erythematous (atrophic), plaque, bullous (least 
common), papular and ulcerative varieties.3 The 
buccal mucosa is most commonly involved. The 
striae are typically bilateral in a symmetrical form on 
the buccal mucosa. The diagnosis of OLP is done on 
the basis of clinical examination (oral and skin 
lesions), biopsy and direct immunofluorescence. 
Malignant transformation of the atrophic variety is 
the highest (0.4-5.6%) whereas the reticular variety 
is very unlikely to undergo malignant 
transformation.4 The primary treatment aims at the 
alleviation of symptoms such as burning sensation 
on eating spicy foods. It also depends on the severity 
of the disease. Topical and systemic steroids such as 
Triamcinolone acetonide, clobetasol propionate 
ointments   and    prednisone    respectively are  the  

mainstay of treatment. Other immunosuppressive 
agents such as azathioprine and cyclosporine can be 
given.5 

 

CASE REPORT 
A 23 year old female patient came to the dental clinic 
with a chief complaint of burning sensation on the 
left and right inner cheek since the past 6 months. 
The history dated back to 6 months when the 
patient experienced burning sensation on eating 
spicy and hot foods w.r.t the right back inner cheek 
region. The burning sensation was intermittent and 
started only on eating spicy foods and ended on 
removal of stimulus. A history of mental stress was 
present. On intra-oral examination, hard tissue 
examination was non-contributory. On soft tissue 
examination, a mixed red and white lesion with 
irregular borders was present on the right buccal 
mucosa adjacent to 46 and 47. It was about 4 cms 
posterior from the commissure and about 1 cm 
inferior to the line of occlusion (Figure 1). A similar 
lesion was present on the buccal mucosa adjacent to 
16 and 17 that extended into gingiva. Erythema was 
also seen w.r.t buccal attached gingiva of 17 There 
were no secondary changes such as ulceration, 
bleeding or purulent discharge (Figure 2). 
Surrounding mucosa appeared normal. On 
palpation, the inspectory findings of the lesion were 
confirmed. The lesion was tender, non-scrapable 
and it did not disappear on stretching. There was no 
loss of pliability of mucosa. No bands were present. 
Surface of the lesion   appeared    smooth      and      no      
secondary changes were elicited.  
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Similarly, a white lesion with diffuse margins was 
present on the left buccal mucosa adjacent to 36 and 
37. The lesion appeared as elevated striae extending 
from the centre towards the periphery interspersed 
with the normal mucosa. Erythematous areas were 
present within the lesion. Surrounding mucosa was 
normal in appearance. On palpation, the lesion was 
similar to that of right buccal mucosa.  
 
A provisional diagnosis based on the clinical 
findings was Reticular and Erythematous lichen 
planus of right buccal mucosa and maxillary buccal 
attached gingiva w.r.t 17 and same for left buccal 
mucosa. The differential diagnosis included 
lichenoid reaction, DLE, desquamative gingivitis 
and frictional keratosis. The treatment included 
topical triamcinolone in orabase ointment to be 
used thrice a day for 1 week and tetracycline 
mouthrinse, 250mg capsules to be opened, dissolved 
in water and rinsed thrice a day for 1 week. 
Additionally patient was given antioxidants. The 
patient was put on periodic recall once every 3 
months. 
 

DISCUSSION 
OLP is a chronic immune mediated disease which 
affects the skin, oral mucosa, scalp, nails and genital 
mucosa.6 It is more frequently present in the female 
population with age usually above 50 years which is 
inconsistent with the present case. The exact 
etiology of OLP is unknown. However, the role of 
mental stress, drugs, dental materials, Hepatitis C 
virus has been postulated.2,3 An atypical cytotoxic T 
cell mediated immune response has been reported 
in the pathogenesis of OLP.2 In contrast to the 
reticular and plaque type variants of OLP, the 
erythematous variety of OLP is symptomatic and 
requires immediate treatment.3,4 When the 
erythematous component extends to the gingiva, it 
is known as Desquamative gingivitis. OLP should be 
differentiated from lesions such as DLE, lichenoid 
reaction.  
 
DLE lesions show striae ending sharply.7 However, 
the pathognomonic ‘butterfly rash’ was not present 
in the present case. Further, the absence of drug 

intake for any medical condition and restored teeth 
adjacent to the lesions ruled out drug induced and 
contact lichenoid reactions respectively.3,8,9 The rate 
of malignant transformation of OLP is quite low, 
although erythematous OLP has a higher incidence.9 
Diagnosis should be prompt and correct to rule out 
dysplasia. The management is aimed mainly at 
palliation of the symptoms. The basic treatment 
includes topical and systemic corticosteroids. 
Adjuvants such as immunomodulator drugs 
(Cyclosporine, Azathioprine) can be given for 
refractory cases along with retinoids, Psoralen UV-A 
therapy, CO2 laser can also be used.3,9 
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Figure 1. Mixed red and white lesion with 
irregular borders was present on the right buccal 

mucosa adjacent to 46 and 47 
 

 

Figure 2. Mixed red and white lesion with 
erythema present on the buccal mucosa adjacent 

to 16 and 17 that extended into gingiva.  
 

40 

Erythematous Lichen Planus in a 23 Year Old Female                                                                                                                       Kaur K et al.  
 


