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Case Report Olgu Sunumu

Erosive Lichen Planus Affecting the
Gums: A Case Report

Disetini Etkileyen Eroziv Liken Planus: Vaka Raporu

ABSTRACT

Oral lichen planus (OLP) is a more common autoimmune inflammatory disease than other derma-
toses. It causes symptoms such as painful ulcers and a burning sensation, prompting the patient
to seek help from a health-care provider. While it occurs clinically in various forms, the reticular
form is the most common. Oral lichen planus is considered by many researchers to be a premalig-
nant condition. The purpose of this case report is to discuss the clinical features of OLP.

Keywords: Malignant transformation, oral lichen planus, OLP etiology

6z

Oral liken planus (OLP) diger dermatozlara gore daha sik gortlen enflamatuvar otoimmdn bir
hastaliktir. Agrili Ulserler ve yanma hissi gibi semptomlar olusturarak hastanin saglik kurulusuna
basvuru yapmasina neden olmaktadir. Klinik olarak gesitli formlarda karsimiza gikarken en sik reti-

kiler form gortlmektedir. OLP’'un pre-malign oldugu bircok arastirmaci tarafindan kabul edilmek-
tedir. Bu vaka raporunun amaci OLP’ un klinik 6zelliklerini tartigsmaktir.

Anahtar Kelimeler: Oral liken planus, malign transformasyon, OLP etyolojisi

INTRODUCTION

Lichen planus is a chronic inflammatory disease of unknown etiology that frequently affects mucous
membranes, skin, genital mucosa, scalp, and nails. This disease was first described by Erasmus Wilson
in 1869.' Women are affected twice as often as men.? Patients 50 years of age and older are more com-
monly affected.® Lichen planus affecting the oral mucosa is called oral lichen planus (OLP) and may
occur alone or together with skin lesions. The incidence of OLP is 1.9%, which is more common than
the cutaneous form (0.23%). On clinical examination, OLP can be divided into 6 types: papular, reticu-
lar, plaque-like, atrophic, erosive, and bullous types.* The most common type is the reticular pattern
that appears as thin white lines known as Wickham'’s striae. The OLP may occur along with systemic
diseases such as diabetes mellitus, hepatitis C, and hypertension. Lichenoid lesions can be triggered
by various medications, such as antibiotics, antihypertensives, anti-inflammatories, and antimalarials.
Metal restorations can also trigger lichenoid reactions in the adjacent oral mucosa.® Treatment of OLP
is usually performed when erosive lesions or ulcerations are present. Before starting local or systemic
treatment, it is important to eliminate all factors that may be responsible. Various therapeutic agents
can be used in the treatment of OLP, including topical, intralesional steroid and systemic corticoste-
roids, immunosuppressants, retinoids, and immunomodulatory drugs.®

CASE PRESENTATION

A 52-year-old female patient was admitted to Kirikkale University Faculty of Dentistry, Department
of Periodontology, complaining of pain and redness of the buccal mucosa and gums. During history-
taking, it was noted that the red lesions had been in the mouth for 1.5 years with no previous pain and
that she suffered from type 2 diabetes. The patient was a nonsmoker. Intraoral examination revealed
erosive lesions on the gums and Wickham'’s striae on the buccal mucosa (Figure 1).

Histopathologic examination and direct immunofluorescence examination by punch biopsy from the
gingival area where the lesion was most severe were performed to make a definitive diagnosis (Figure 2).

Histopathological examination of the tissue revealed mucosal tissues, in which epithelial and con-
nective tissues were seen separately. In the fragment belonging to the surface of the parakeratinized
mucosal epithelium, degeneration and loss of basal layer cells were observed, and inflammatory cells
were found to invade the epithelium. In the connective tissue fragment, lymphocytic infiltration is
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Figure 1. Image of redness on the patient’s gums and Wickham'’s striae
on the buccal mucosa.

present in the form of a band in the lamina propria. In the mate-
rial sent for freezing, limited connective tissue was seen beneath
the edematous epithelium. In the immunofluorescence studies
performed, fibrinogen was focally positive, whereas C3, immuno-
globulin G (IgG), IgM, and IgA were negative. As a result of clinical
and histopathological examinations, the patient was diagnosed
with erosive lichen planus. As part of periodontal treatment, the
patient was recommended a mouth rinse with 0.2% chlorhexi-
dine gluconate to remove calculus and train oral hygiene. The
patient was recommended topical clobetasol propionat. for 2
weeks. After the application of topical corticosteroids, it was rec-
ommended not to eat or drink anything for at least 1 hourto allow
the drug to remain on the surface of the lesion for a while. As a
result of the treatments, the patient’s burning or painful symp-
toms disappeared (Figure 3).

During regular follow-up, the lesions were found to recur after
6 months (Figures 4 and 5). The patient was consulted by the
department of dermatology, and a follow-up examination was
performed in our clinic.

Figure 3. The appearance 1 month after the application of topical
clobetasol propionate.

DISCUSSION

Although the etiology is not fully known, the disease is thought
to be caused by a specific antigenic mechanism or autoimmune
response triggered by alteration of epithelial basal cells, as well
as nonspecific mechanisms and multivariate factors. Antigen-
specific mechanisms may include limited antigen presentation
by lesional keratinocytes, including major histocompatibility
complex (MHC) class | and MHC class IIl. Many nonspecific mecha-
nisms may play arole, including heat shock proteins, reactive oxy-
gen products, stress, and mast cell chemotaxis.” The incidence of
the disease is higher than that of other dermatoses and is more
common in older women than in men. It is said that the lesion can
be precancerous and turn into a malignant lesion. In particular,
OLP has arisk of transforming into oral squamous cell carcinoma,
and various publications have reported that this risk ranges from
0-12.5%.% However, there are authors who do not consider lichen
planus lesions to be malignant.®

There are factors such as human leukocyte antigen, dental mate-
rials, infectious agents (gram-negative anaerobic bacilli and

Figure 2. The appearance after performing a punch biopsy.

Figure 4. The control picture of the patient after 3 months.
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Figure 5. The patient’s control appearance after 6 months.

spirochetes), and stress that have various contributions to OLP.
Oral lichen planus has been associated with diabetes, hyperten-
sion, hepatitis C virus, thyroid disease, celiac disease, and other
immune-mediated diseases.”®" In support of the literature, type
Il diabetes is known to be present in our case. On the contrary,
3 months after receiving the diagnosis of erosive lichen planus,
our patient was admitted to the Department of Internal Medi-
cine for examination, and hypertension was diagnosed during
the examinations. A case of Grinspan syndrome with the triad of
OLP, diabetes, and hypertension has been described in the litera-
ture. Because drug treatment for diabetes and hypertension can
cause lichenoid reactions on the oral mucosa, it has been ques-
tioned whether Grinspan syndrome is an iatrogenically induced
syndrome.’® The fact that our patient was diagnosed with hyper-
tension following treatment with OLP suggests that the drugs he
was taking could cause this. Diabetes and hypertension medica-
tions can cause lichenoid reactions, and treatment of OLP can
also lead to iatrogenic hypertension. Our case presentation rep-
resents new information in the literature in this regard.

The areas most commonly affected by OLP are the buccal mucosa,
tongue, lips, gums, floor of the mouth, and palate. A burning sen-
sation in the oral mucosa is a common symptom. In erosive OLP,
varying degrees of ulceration may occur. The periphery of the
lesion can usually be demarcated by thin, white, radiating lines—
Wickham'’s striae. Involvement of the gingiva in erosive OLP can
lead to desquamative gingivitis, which is why pain and burning in
the affected area make the patient symptomatic. In our case, the
anterior gingival region is affected, which is frequently mentioned
in the literature and is symptomatic. This clinical presentation
is not only a specific presentation for OLP. A similar clinical pre-
sentation can occur in many diseases, such as cicatricial pem-
phigoid, lupus erythematosus, pemphigus vulgaris, and linear
IgA dermatosis. In addition, conditions such as hormonal dis-
orders, candidiasis, lichenoid lesions, and vulvovaginal-gingival
syndrome should be considered in the differential diagnosis of
oral erosive lichen planus.?"® Our definitive diagnosis was made
by biopsy. In our case, direct immunofluorescence (DIF) was per-
formed for the differential diagnosis of diseases of the pemphi-
gus group (paraneoplastic pemphigus) and pemphigoid (mucous
membrane pemphigoid).” Immunoglobulin G and C3 were nega-
tive. Antibodies raised against the cell surface of keratinocytes
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can be detected in the diagnosis of diseases of the pemphigus
group. The detection of specific antibodies against the intermedi-
ate substance (matrix) in the tissue and serum of the pemphigus
patient is necessary for a definite diagnosis. Immunofluorescence
techniques are now one of the most important diagnostic meth-
ods for immunobullous diseases.™ Intercellular IgA deposits are
observed in 50% of cases of IgA pemphigus at DIF. In our case, IgA
was negative for linear IgA in direct immunofluorescence.

The goal of treating symptomatic OLP is to relieve sore ulceration
or a burning sensation. A staged approach should be adopted.
There is limited evidence from randomized controlled trials on
the exact efficacy of the various commonly used preparations.
In addition to treatment, patients should be educated about the
need for good oral hygiene, and all causes of mucosal trauma,
such as inappropriate dentures, sharp points, and weak dental
restorations, should be eliminated.”® Patients should be edu-
cated that there is a very low risk of malignancy associated with
OLP and that long-term surveillance is appropriate.” In our case,
it was suggested that the dentures be replaced, but the patient
stated that he would have this done later because he was work-
ing a lot.

When treating OLP, pay attention to the medications used. Since
the cause of OLP is currently unknown, there are no specific pre-
ventive measures for this disease. Diseases associated with OLP
should be carefully investigated. However, regular clinical follow-
up should be performed to exclude the risk of malignancy. For
early diagnosis of oral squamous cell carcinoma, long-term fol-
low-up of patients with OLP is required. Follow-up intervals can
be adjusted to 2 months or 12 months, depending on the patient.
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