SJIF Impact Factor: 4.639

wjpmr, 2018,4(3), 287 - 292

Case Report
WORLD JOURNAL OF PHARMACEUTICAL
World Journal of Pharmaceutical and Medical Research
ISSN
2455-3301
AND MEDICAL RESEARCH

Sonam et al.

www.wjpmr.com

WJPMR

ORAL LICHEN PLANUS: THREE CASE REPORTS IN CHILDREN
*Dr. Sonam C. Kapse, Dr. Vaibhav Ladke, Dr. Garima D. Yadav, Parag Juvale, Dr. Sharmeen F. Shaikh,
MDS.
*Corresponding Author: Dr. Sonam C. Kapse
MDS.

Article Received on 26/12/2017

Article Revised on 16/01/2018

Article Accepted on 06/01/2018

ABSTRACT
Lichen planus (LP) is an autoimmune cell-mediated mucocutaneous condition which is mostly chronic and
inflammatory in nature. It is commonly affecting adults but rarely can be seen in children. The purpose of this
study is to report a case series of Oral Lichen Planus in three paediatric patients with age range of 10 to 12 years
involving the tongue and buccal mucosa. On clinical evaluation, typical white reticular striated lesions in tongue
and buccal mucosa were observed with or without cutaneous lesions. Diagnosis was made based on clinical
examination and histopathological features. Active treatment was started. The patients were evaluated on regular
periodic basis. Although L.P. is rarely reported in childhood, it should be considered in a differential diagnosis of
hyperkeratotic and/or erosive lesions of the oral mucosa in children.
KEYWORDS: Lichen Planus; Lichenoid reaction; childhood.
1. INTRODUCTION
Lichen planus (LP) is a chronic inflammatory
mucocutaneous condition, which was first described in
1869 by Erasmus Wilson. The oral lesions are more
diverse than those of their skin counterparts and have
been categorized as reticular, papular, plaque-like,
atrophic, erosive, and bullous. These different clinical
presentations represent variations of duration and
intensity of the disease. The diagnostic criteria of oral
lichen planus (OLP) must include both clinical and
histopathological features. Bilateral and more or less
symmetrical lesions with striations are important and
mandatory.[1] The histopathology of the lesion must
present a well-defined band like area of cellular
infiltration confined to the superficial part of the
connective tissue, liquefaction degeneration of the basal
cell layer and absence of epithelial dysplasia to call it as
a lichen planus.[1]
Oral lichen planus is considered relatively common in
adults and rarely affecting childhood with few reports
available in the literature.[2-5] The exact etiology of the
LP is obscured, but many factors have been implicated
like graft-versus-host disease, active hepatitis, hepatitis B
immunization and autoimmune diseases are frequently
mentioned in the literature.[3,4,6,7] It has been also
observed that OLP in children is more common in the
tropical countries.[8] According to study of 420 Iranian
patients with histopathologically -confirmed OLP, less
than 1% had developed OLP before the age of 13 [9].
Here we are presenting case series of oral lichen planus
rarely affecting children and discusses the importance of
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clinicopathological correlation and considering OLP in
the differential diagnosis of hyperkeratotic lesions or
erosive lesions of the oral cavity in children.
2. CASE SERIES
Here we present a case series of three male paediatric
clinically diagnosed and histologically confirmed
patients of oral lichen planus with age range from 10 to
12 years .These patients were reported to the OPD of
Department of oral pathology M. A. Rangoonwala
Dental College, Pune for evaluation of oral lesions with
chief complaints of burning sensation while having food.
CASE NO 1
A 12 year old male patient had presented with chief
complaint of burning sensation while having spicy food
in the cheek region since 3 months. Intraoral examination
revealed an ulcerated lesion with black borders and
interspersed with white striations which are flat and
tender on palpation present in the commissure regions
spreading to labial and buccal mucosa [figure 1a]. An
incidental finding of mesiodens and bucally placed upper
canine were also present. The patient’s oral hygiene was
excellent and was not having any dental restorations.
Skin lesions were also present in the neck and below the
navel regions [figure 1b].
An incisional biopsy from the representative area of the
lesion was performed. Histopathological examination
showed hyperparakeratosis of stratified squamous
epithelium. Basal cell degeneration with dense band of
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lymphocytic infiltration at subepithelial area was noticed.
[figure 1c]. Both clinical and histopathological features
were suggestive of oral lichen planus. Patient was given
0.05% Tretinoin cream and the skin lesions were

managed with topical corticosteroids under the guidance
of dermatologist. The patient was followed periodically
for the total time of 1 year 16 months during the course
of treatment.

(hematoxylin and Eosin 10x)
Figure 1: A-intraoral lesion, b-around umbilical area, c-histopathological features.
CASE NO 2
An eleven year old male patient was reported with chief
complaint of burning sensation in cheek and tongue
region during meals since 3 months. On clinical
examination grayish white striated patches along with
slight erythematous areas were present on the dorsum of
the tongue [figure 2a]. Detailed history of any drug
intake or any drug allergy along with history of any
dental restoration was investigated from the patient and
his parents and there was no positive history for the
same. The lesion was present for the last three to four
months and there were no associated skin lesions.

Incisional biopsy was performed and histopathological
features revealed hyperparakeratotic stratified squamous
epithelium and basal cell degeneration at places, with
subepithelial band of dense lymphocytic infiltration,
suggestive of oral lichen planus [figure 2b]. Active
treatment of OLP with corticosteroids and multivitamins
were started and topical anesthetics were given for
burning sensation. Patient was observed with regular and
periodic follow up. The patient reported relief from the
symptoms during the course of treatment.

(hematoxylin and Eosin 10x)
Figure 2: A-intraoral lesion on the tongue, b-histopathological features.
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CASE NO 3
A ten year old male patient was reported with chief
complaints of burning sensation during eating food for
the last three months .On clinical examination bilaterally
on the buccal mucosa grayish white striations with an
erythematous base was noted [figure 3a,3b]. Calculus
was present on the left mandibular and maxillary
posterior teeth area. No associated skins lesions were
present. No positive history of any drug intake or any
drug allergy along with history of any dental restoration
was given by the patient and his parents.

(hematoxylin and Eosin 10x)

Incisional
biopsy
was
performed
and
on
histopathological examination typical features of oral
lichen planus were found like hyperparakeratotic
stratified squamous epithelium and subepithelial band of
dense lymphocytic infiltration [figure 3c]. Patient was
given topical anesthetics as a palliative treatment along
with other supplementary medicines followed by regular
and periodic follow. In next visit patient reported gradual
relief of burning sensation during the course of
treatment.

(hematoxylin and Eosin 40x)

Figure 3: a-intraoral lesion on the tongue, b-histopathological features
3. DISCUSSION AND REVIEW OF LITERATURE
Lichen planus (LP) is predominately considered to be a
chronic inflammatory mucocutaneous disease of the
middle aged or older patients which was first reported
and named in 1869 by British physician Erasmus
Wilson.[17,18]
Although the exact etiology of OLP is not well
understood it is considered as a multifactorial lesion.
However, OLP occurrence is related to a T-cell mediated

www.wjpmr.com

immune response. Activation of the inflammatory
mediator nuclear factor kappaB (NFkβ),[21] and the
inhibition of the transforming growth factor(TGF),
control signaling pathway which may result in the hyperproliferation of keratinocytes, thereby causing the white
lesions in OLP.[22] Recent studies suggest that OLP is a
T-cell mediated autoimmune disease in which
autocytotoxic CD8+ T-cells trigger the apoptosis of oral
epithelial cells, leading to basal cell degeneration and
chronic inflammation.[23,24] In our case series for all 3
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cases etiology is unknown as there was absence of any
clinically appearing contributing factor or other relevant
positive drug or dental treatment history.
Occurrence of OLP is very rare approximately 0.5-2% of
population having peak incidence of 30-60 years[19] with
female predominance of 2:1.[20] The reported prevalence
of OLP in childhood is 0.03 percent, which is
significantly lower than that seen in adults. This
difference in prevalence rates has been partially
attributed to the age factor where low number of
associated systemic diseases, autoimmune phenomena,
drugs, and dental restorations in childhood are seen.[25,26]
In adults, LP occurs more commonly in females, but
reports of LP in children showed discrepancies.
According to some studies there is no consistent gender
predilection for LP in children.[14] In contrast, Walton et
al.[7] (2010) reported a female predominance (female to
male ratio 2:1) in 36 patients. However, in large series of
OLP conducted by many different investigators,[11-13]
boys are affected more common than girls. Similar
results related to gender predilection were seen in a study
done by Alam and Hamburger (2001),[3] where all 6
reported cases were boys.
Approximately 15% of patients with OLP exhibit
absence or presence of cutaneous involvement and
associated lesions.[27] This finding was in accordance
with our case series where out of 3 only 1 case exhibited
cutaneous lesions. Handa and Sahoo[28] had reported that
seven out of 87 cases of childhood lichen planus
presented with concomitant involvement of the oral
mucosa and that only one child had isolated OLP. They
suggested that oral mucosa involvement in children with
lichen planus was less when compared with adults.
However, Sharma and Maheshwari[29] reported
concomitant oral lesions in 15 cases out of the total 50
children affected with LP..
An Arabian study revealed that in paediatric cases
occurrence of LP was 7.5%.[10] However, this is not the
case with an Indian or Asian population. In addition, the
largest reported series of lichen planus in childhood
reported, originates from India.[11,12]
Some studies have demonstrated that oral involvement of
LP is extremely uncommon in children. Walton et al.
(2010)[7] showed that 8 out of 36 children presented oral
lesions. Moreover, the largest series of paediatric LP,
which evaluated 100 children, 17 of them presented
OLP.[12] The familial occurrence of oral lichen planus is
also very rare with few cases reported in the literature so
far. Milligan[33] have reported a case series of 6 lichen
planus patients in childhood where three patients showed
familial tendency of lichen planus. It was observed that
childhood familial lichen planus shows more severity of
symptoms and has an early onset in terms of age.[33]
The clinical features of OLP seen in children are
essentially the same as those seen in adults, and
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commonly affected sites are buccal mucosa, lateral part
of the tongue, and the gingiva.[2-4] There is a wide range
of oral lichenoid lesions that can be considered as a
differential diagnosis of OLP. It consists of several
clinical presentations.[16]
1) Oral lichenoid contact lesions: this is a result of
allergic contact stomatitis, where the lesions are seen
in close contact with dental restorative materials,
like amalgam, or other contacted agents/materials.
2) Oral lichenoid drug reaction: In this oral and/or skin
lesions are seen in association with certain
medications, such as oral hypoglycemic agents,
angiotensin-converting enzyme inhibitors, and nonsteroidal anti-inflammatory agents.
3) Oral lichenoid lesions of graft-versus-host disease:
This is a common complication of allogeneic
hematopoietic
stem-cell
or
bone
marrow
transplantation.[16]
Therefore identification and elimination of such factors
that may precipitate or provoke oral lesions is an
important initial step in diagnosis and treatment of oral
OLP. Our patients had no relevant medical or family
history, nor presented any deleterious oral habits and
their oral hygiene was excellent, with no dental
restorations.
The differential diagnosis of OLP in children may be
quite extensive and, depends on many factors like the
age of the patient, the clinical variant, and the severity
and the persistence of the lesions which includes
leukoplakia, recurrent aphthous stomatitis, candidiasis,
lupus erythematosus, auto-immune bullous diseases,
several viral infections (herpes simplex, Epstein-Barr,
Coxsackie, HIV), erythema multiforme, and very rarely
Crohn and Behçet diseases, dyskeratosis follicularis,
pachyonychia congenita, dyskeratosis congenital.[15]
Clinically and histopathologically, lichenoid reactions
may be indistinguishable from OLP. However, the
distinguishing features of oral lichenoid contact lesions
are the lesion’s direct contact with the suspected
causative agent, (e.g. amalgam restorations, composites,
cinnamon etc). Removal of these suspected causative
factors should result in resolution of the lesion, which
helps in distinguishing Lichenoid contact lesions from
OLP thereby establishing the diagnosis.[16]
Children affected with OLP are often asymptomatic or
minimally symptomatic.[28] The recommended treatment
for most cases of lichen planus is controlling the severity
of symptoms.[30] The most widely accepted treatment for
lesions of OLP includes topical or systemic
corticosteroids. Treatment of choice for mild to moderate
symptomatic OLP is topical corticosteroids because they
have fewer side effects. However, in case of widespread,
symptomatic lesions systemic drugs are given.[31,32]
Topical treatment options for OLP includes
corticosteroids like topical Cloben–G, isotretinoin gel,
multi vitamins and minerals, tacrolimus.[4,11,12] In our
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case series patients were prescribed topical anesthetics
and corticosteroids with multivitamins. As OLP is an
inflammatory condition where local irritants, such as
plaque and calculus, consistently trigger exacerbations
hence plaque control and maintenance of oral hygiene is
crucial part of treatment.

World Journal of Pharmaceutical and Medical Research

2.

3.

4.
The prognosis and the effect of treatment in OLP in
children seem to be more favorable and effective than in
adults. Oral lesions in adults usually persists for many
years in spite of intensive treatment and thorough
investigation of associated factors.[3,5] Malignant
transformation of OLP in adults, especially the erosive
variety, has been documented, with about 0.07% to
5%.[5,9]
Many of the aspects of OLP in children like treatment
modalities, prognosis, age of preference, and the boy-togirl ratio, have to be studied in detail because of less
occurrence of OLP in children and very few cases have
been reported in the literature. Nevertheless, the schedule
of follow-up of OLP in children and also the removal of
local irritant factors should be done at regular intervals
like once or twice a year, as long as OLP persists and
even more frequently in symptomatic cases. Although
oral lichen planus in childhood is rare, this diagnosis
should be considered in children presenting with oral
white lesion.

5.

6.

7.

8.

9.

SUMMARY AND CONCLUSION
Oral lichen planus is a cell-mediated autoimmune
condition which is rarely documented in children with an
overall prevalence of around 0.03 percent in childhood.
Reports of oral lichen planus affecting children are very
few in the literature. Oral lesions like grayish white
striations with erythematous base and associated
symptoms of burning sensation during eating suggest
OLP which when treated with topical corticosteroid,
multivitamins with maintenance of good oral hygiene
resulted in favorable results. Although OLP in childhood
is rare, careful clinical examination, proper diagnosis,
and management should be done.
Our case series suggest that OLP in children may present
same classical lichen Planus features without having any
positive medical history or any other relevant history of
drug allergy or dental restoration. Regular and periodic
follow-up visits should be emphasized to evaluate
possible malignant transformation which is not reported
in the literature till date.
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