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Simultaneous Presentation of Plaque-like and  

Reticular Lichen Planus: Case Report 

SVOA Dentistry 

Abstract:  

Lichen planus is a mucocutaneous lesion frequently observed in the dental clinic. In the oral cavity, several clinical forms 

can be observed, including reticular, papular, plaque, erosive, atrophic and bullous. The reticular form is the most 

commonly found. There is greater predilection for the female gender and from the 5th decade of life. The most affected 

site is the jugal mucosa. However, the other clinical forms can also present simultaneously, with other clinical features. 

The purpose of this article is to present a case of plaque-like lichen planus that affected the keratinized gingiva 

simultaneously with reticular lichen planus on the jugal mucosa of a patient. 
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Introduction 

Lichen planus is a chronic inflammatory mucocutaneous disease, immune-mediated, that is relatively frequent in dental 

practice. It was first described by the British dermatologist Erasmus Wilson in 1869. The name lichen is of Latin origin, 

and refers to some species of plants, composed of symbiotic algae and fungi. Wilson named the lesions lichen, because of 

their similarity to plants1-7. 

Several clinical forms are observed, among them reticular, papular, erosive, plaque-like, bullous, and atrophic. 

Sometimes the clinical forms may present simultaneously, with several other clinical features1-3,5,6,8. 

Generally, there is greater predilection for females, beginning in the 5th decade of life1,6,9,10. 

The etiopathogenesis is still unknown. However, the influence of stress and anxiety; due to drug iatrogenesis; as a result 

of systemic diseases, particularly immune compromise or diabetes; on the initiation or clinical course of the disease 

have been postulated. The role of stress and anxiety has not yet been well defined. The lesion is caused by a cell-

mediated immune response, with interaction between lymphocytes and epithelial cells. Some drugs can induce lichen 

planus-like lesions. In this respect, depending on the region affected, the terms mucositis or lichenoid dermatitis, 

lichenoid reactions (lichenoid foreign body gingivitis) have been suggested2,3,6,7. 

Lichen planus has a difficult clinical diagnosis because of its broad differential diagnosis. Sometimes the 

histopathological examination is not elucidative. It is clinically important because of possible malignant transformation 

process1,3,5,6. 
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The purpose of this article is to present a case of plaque-like lichen planus that affected the keratinized gingiva 

simultaneously with reticular lichen planus on the jugal mucosa of a patient. 

Case Report 

A Caucasian female patient, 55-years-old, came to a private clinic complaining of gingival lesions. 

Clinically the patient presented with a white, plaque-like, asymptomatic lesion on the buccal gingiva of the right upper 

premolars. Simultaneously, whitish, reticular-looking, asymptomatic lesions were observed on the jugal mucosa on both 

sides, which did not respond to scraping (Figures 1 to 3). The lesions had an evolution time of 6 months. 

 

 

 

Regarding the systemic condition, no changes or diseases were reported. Dermatological involvement in other regions of 

the skin and mucous membranes has not been reported. Incisional biopsy was recommended. The patient agreed and 

signed a consent form for the procedure. 

Excisional biopsy of the gingival lesion was performed under local anesthesia. The fragment of the lesion was fixed in 

10% formalin and sent to the Laboratory of Surgical Pathology of the School of Dentistry of the University of Sa o Paulo. 

The histopathological examination revealed a fragment of mucosa coated by hyperkeratosis and stratified pavimentous 

epithelium showing short projections ("sawtooth") towards the connective tissue. The lamina propria, consisting of 

dense connective tissue, showed a chronic inflammatory infiltrate predominantly lymphocytic with justaepithelial 

localization. The diagnosis was lichen planus. The clinical features established the diagnosis of the plaque-like. 

The patient was prescribed emollient base for topical use containing triamcinolone acetonide 1 mg for 15 days. After 20 

days, remission of the lesion was observed. The patient was recommended to return to the clinic due to the possibility of 

recurrence of the lesion. The patient has been followed up for 20 months with no signs of recurrence. 

Discussion 

In the oral cavity, lichen planus may present as typical or atypical forms. Generally, typical forms are asymptomatic and 

may regress to complete remission, requiring no treatment. They present as reticular, papular and plaque forms. In the 

reticular form, Wickham's striae are characteristic, as observed in the present case. Small whitish papules are observed 

at the periphery of the lesion. They are frequently observed on the jugal mucosa, and may also affect the gingiva, tongue, 

palate and lips. The papular form presents small papules, or observed in the periphery of Wickham's striae. Plaque-like 

lichen planus is clinically similar to leukoplakia. It presents irregular and slightly raised borders. It particularly affects 

the jugal mucosa and the lingual dorsum1,2,5-7. In the present report, the clinical features indicated reticular lichen planus 

on the jugal mucosa, and the clinical and histopathological features defined the diagnosis of plaque-like lichen planus on 

the gingiva. 

The atypical forms are classified as atrophic, erosive or ulcerative, and bullous. Painful symptoms are a common feature 

of these forms, with burning and severe pain. Most of the time they are permanent, but may suffer exacerbations due to 

local or systemic interferences1,2,5,6,8. The atrophic form is characterized by red patches with very fine white striae, 

generally affecting the keratinized gingiva. In the erosive or ulcerative form, there is a dynamic process, in days, of 

change and variation of the clinical aspects of the ulcer. The bullous form is the rarest, in which blisters or vesicles 

precede ulceration. After the eruption of the vesicles, the thin membrane ruptures, causing the ulcerated surface to be 

extremely uncomfortable. It generally occurs in the posterior regions of the jugal mucosa, adjacent to the lower molars5-

7. 

In general, oral lichen planus is more prevalent in women, affecting patients from the 5th decade of life. The most 

affected region is the jugal mucosa, followed by the gingiva, oral floor, lip and palate1,5-13. 

Simultaneous Presentation of Plaque-like and Reticular Lichen Planus: Case Report 

Figure 1: White, plaque-like, 
asymptomatic lesion on the buccal 

gingiva of the right upper premolars 
(frontal view).  

Figure 2: Whitish, reticular-looking, 
asymptomatic lesions observed on the 

jugal mucosa on right side.  

Figure 3: Discrete whitish lesions on the 
jugal mucosa on left side.  
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Diagnosis is difficult, based on clinical and histopathological features. Symptomatology is an important part among the 

clinical features. The atypical forms lead to diagnosis by symptomatology. However, typical forms are rarely 

symptomatic and diagnosis is sporadic2,5,7. 

The clinical differential diagnosis is broad, comprising lichenoid reactions, Fordyce's granules, leukoedema, white 

spongy nevus, pseudomembranous candidiasis, geographic tongue, hyperkeratosis, leukoplakia erythroplakia, cheilitis, 

herpes, aphthous ulceration, desquamative gingivitis, psoriasis, benign mucosal pemphigoid, pemphigus, lupus 

erythematosus, erythema multiforme, Behcet's syndrome, epidermoid carcinoma and syphilis2,9,14. 

The histopathological examination presents typical features, but not always specific. Some lesions, such as lupus 

erythematosus and lichenoid reactions, caused by drugs or other substances, may present a similar histopathological 

pattern2,5,7. In this perspective, the use of serological tests and direct and indirect immunofluorescence to determine the 

marking of antibodies involved in the immunopathological pattern of the disease may favour the diagnosis2,7,14. 

The treatment for lichen planus is determined by the symptomatology. Therefore, the typical and asymptomatic forms 

generally do not require treatment. Sometimes the patient may present candidiasis, due to infection of Candida albicans 

on the lichen planus. In these cases, with mild burning, the administration of antifungal drugs may be necessary7. For 

atypical forms of lichen planus, the indicated therapy is corticotherapy, as it is an immunologically mediated 

disease2,5,6,9,12,14,16. Local therapy should be preferred to systemic therapy, due to the occurrence of side effects. 

Corticosteroids such as triamcinolone, fluocinonide, betamethasone, predinisolone and clobetasol have been indicated in 

daily applications ranging from 7 to 15 days2,4-6,12,17. In the present case, triamcinolone acetonide was chosen for its ease 

of application and for being less aggressive compared to dexamethasone and betamethasone. Other drugs were cited 

such as azathioprine, retinoids, cyclosporine, pimecrolimus, dapsone, phenytoin, methotrexate, antimicrobials, 

antimalarials (hydroxychlorin) and griseofulvin2,4,6,7,10,15,16.  

Additionally, the xenon laser (308 nm) was presented as a therapeutic option, by means of weekly applications, until the 

total involution of the lesions2,5,13. Surgical excision by CO2 laser has been reported, but presenting a relative failure rate8. 

The possibility of malignant transformation has been reported - particularly in the erosive form - ranging from 2 to 4%, 

demonstrated from the elevated expression of the p53 protein by means of immunohistochemical techniques5,7,9,10. From 

this perspective, clinical follow-up by annual or half-yearly assessments becomes fundamental1. 

Conclusion 

Lichen planus is a mucocutaneous lesion frequently observed in the dental clinic. It can affect several regions of the oral 

cavity and is clinically presented in several forms, typical and atypical, sometimes making diagnosis difficult. 

Corticotherapy is the recommended treatment. The administration of corticosteroids should be considered by the dental 

surgeon. However, it should be pondered in view of possible side effects due to prolonged periods. In the present case, 

triamcinolone acetonide was chosen due to its easy application. It is a less aggressive corticosteroid, in comparison with 

dexamethasone and betamethasone. Clinical follow-up must be performed, justified by the possibility of malignant 

transformation. 

References 

1. Gonza lez-Moles MA , Warnakulasuriya S, Conza lez-Ruiz I, Gonza lez-Ruiz L, Aye n A , Lenouvel D, Ruiz-A vila I, Ramos-

Garcí a P. Worldwide prevalence of oral lichen planus: A systematic review and meta-analysis. Oral Dis 2021;27(4):813-

828. 

2. Rotaru D, Chisnoiu R, Picos AM, Chisnoiu A. Treatment trends in oral lichen planus and oral lichenoid lesions (Review). 

Exp Ther Med 2020;20(6):198 

3. Bakhshi M, Gholami S, Mahboubi A, Jaafari MR, Namdari M. Combination therapy with 1% nanocurcumin gel and 0.1% 

triamcinolone acetonide mouth rinse for oral lichen planus: A randomized double-blind placebo controlled clinical trial. 

Dermatol Res Pract 2020;2020:4298193 

4. Chauhan P, De D, Handa S, Narang T, Saikia UN. A prospective observational study to compare efficacy of topical 

triamcinolone acetonide 0.1% oral paste, oral methotrexate, and a combination of topical triamcinolone acetonide 0.1% 

and oral methotrexate in moderate to severe oral lichen planus. Dermatol Ther 2018;31(1):12563. 

5. Garcí a-Pola MJ, Gonza lez-A lvarez L, Garcia-Martin JM. Treatment of oral lichen planus. Systematic review and 

therapeutic guide. Med Clin (Barc) 2017;149(8):351-362. 

6. Alsarraf A, Mehta K, Khzam N. The gingival oral lichen planus: A periodontal-oral medicine approach. Case Rep Dent 

2019;2019:4659134. 

Simultaneous Presentation of Plaque-like and Reticular Lichen Planus: Case Report 

https://sciencevolks.com/dentistry/
https://onlinelibrary.wiley.com/doi/abs/10.1111/odi.13323
https://onlinelibrary.wiley.com/doi/abs/10.1111/odi.13323
https://onlinelibrary.wiley.com/doi/abs/10.1111/odi.13323
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7588785/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7588785/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7256737/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7256737/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7256737/
https://pubmed.ncbi.nlm.nih.gov/29124831/
https://pubmed.ncbi.nlm.nih.gov/29124831/
https://pubmed.ncbi.nlm.nih.gov/29124831/
https://pubmed.ncbi.nlm.nih.gov/28756997/
https://pubmed.ncbi.nlm.nih.gov/28756997/
https://www.hindawi.com/journals/crid/2019/4659134/
https://www.hindawi.com/journals/crid/2019/4659134/


4 

 

SVOA Dentistry 

7. Neville BW, Damm DD, Allen CM, Bouquot JE. Doenças dermatolo gicas. In: Patologia oral e maxilofacial. Rio de 

Janeiro: Guanabara Koogan, 2004, p. 615-675. 

8. Mollaoglu N. Oral lichen planus: a review. Br J Oral Maxillofac Surg 2000;38(4):370-377. 

9. Guimara es Jr J. Lí quen plano bucal: dos livros a  atualidade. Rev Odontol Univ Sa o Paulo 1994; 8(2):145-151. 

10. Amorim RFB, Miranda JL, Gordo n-Nun ez MA, Medeiros AMC, Almeida RF. Lí quen plano oral com presentacio n clí nica 

variada e historia familiar: relato de un caso. Acta Odontol Venezolana 2003;42(2):110-113. 

11. Aleinikov A, Jordan RC, Main JH. Topical steroid therapy in oral lichen planus: review of a novel delivery method in 

24 patients. J Can Dent Assoc 1996;62(4):324-327. 

12. Silverman Jr S, Bahl S. Oral lichen planus update: clinical characteristics, treatment responses, and malignant trans-

formation. Am J Dent 1997;10(6):259-263. 

13. Trehan M, Taylor CR. Low-dose excimer 308-nm laser for the treatment of oral lichen planus. Arch Dermatol 

2004;140(4):415-420. 

14. Carbone M, Goss E, Carrozzo M, Castellano S, Conrotto D, Broccoletti R, Gandolfo S. Systemic and topical corticoster-

oid treatment of oral lichen planus: a comparative study with long-term follow-up. J Oral Pathol Med 2003;32(6):323-

329. 

15. Carrozzo M, Gandolfo S. The management of oral lichen planus. Oral Dis 1999;5(3):196-205. 

16. Esquivel-Pedraza L, Fernandez-Cuevas L, Ortiz-Pedroza G, Reyes-Gutierrez E, Orozco-Topete R. Treatment of oral 

lichen planus with topical pimecrolimus 1% cream. Br J Dermatol 2004;150(4):771-773. 

17. Fantozzi PJ, Treister N, Shekar R, Woo SB, Villa A. Intralesional triamcinolone acetonide therapy for inflammatory 

oral ulcers. Oral Surg Oral Med Oral Pathol Oral Radiol 2019;128(5):485-490. 

 

Simultaneous Presentation of Plaque-like and Reticular Lichen Planus: Case Report 

Citation: Queiroz EP, Collicchio LA, Utumi ER, Shitsuka C, Pedron IG. “Simultaneous Presentation of Plaque-like and 

Reticular Lichen Planus: Case Report”. SVOA Dentistry 3:1 (2022) Pages 01-04.  

Copyright: © 2022 All rights reserved by Pedron IG., et al. This is an open access article distributed under the  

Creative Commons Attribution License, which permits unrestricted use, distribution, and reproduction in any medium,  

provided the original work is properly cited.  

https://sciencevolks.com/dentistry/
https://www.sciencedirect.com/science/article/abs/pii/S0266435600903358
http://ve.scielo.org/scielo.php?pid=S0001-63652004000200008&script=sci_abstract
http://ve.scielo.org/scielo.php?pid=S0001-63652004000200008&script=sci_abstract
https://pubmed.ncbi.nlm.nih.gov/9011365/
https://pubmed.ncbi.nlm.nih.gov/9011365/
https://pubmed.ncbi.nlm.nih.gov/9590911/
https://pubmed.ncbi.nlm.nih.gov/9590911/
https://pubmed.ncbi.nlm.nih.gov/15096369/
https://pubmed.ncbi.nlm.nih.gov/15096369/
https://pubmed.ncbi.nlm.nih.gov/12787038/
https://pubmed.ncbi.nlm.nih.gov/12787038/
https://pubmed.ncbi.nlm.nih.gov/12787038/
https://pubmed.ncbi.nlm.nih.gov/10483064/
https://jamanetwork.com/journals/jamadermatology/fullarticle/412320
https://jamanetwork.com/journals/jamadermatology/fullarticle/412320
https://pubmed.ncbi.nlm.nih.gov/31466871/
https://pubmed.ncbi.nlm.nih.gov/31466871/

