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ABSTRACT 

Lichen planus (LP) is a chronic inflammatory muco- 
cutaneous condition which is relatively common in 
adults but rarely affects children. In addition, few 
cases with oral lesions affecting children have been 
reported in the literature. The purpose of this study is 
to report an unusual case of oral LP involving the 
tongue and buccal mucosa in a child. A 12-year-old 
girl complained of painless oral lesions with 18 months 
of evolution. On clinical evaluation, multiple white 
lesions in tongue and buccal mucosa were observed 
with no cutaneous lesions. Diagnosis was made based 
on clinical examination and histopathological features. 
No active treatment was necessary. The patient is 
currently under regular evaluation. Although rarely 
reported in childhood, lichen planus should be con- 
sidered in a differential diagnosis of hyperkeratotic 
and/or reticular lesions of the oral mucosa in chil- 
dren. 
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1. INTRODUCTION 

Lichen planus (LP) is a relatively common chronic in- 
flammatory mucocutaneous condition, which was first 
described by Eramus Wilson in 1869. The oral lesions 
are more pleomorphic than those of their cutaneous coun- 
terparts and subtypes are categorized as reticular, papular, 
plaque-like, atrophic, erosive, and bullous. These differ- 
ent clinical presentations represent variations of intensity 
and duration of the disease. Nowadays, the diagnostic 
criteria of oral lichen planus (OLP) should include both 
clinical and histopathological features. Bilateral, some- 
what symmetrical lesions with striae are mandatory [1]. 
The other subtypes, such as erosive, atrophic, bullous 
and plaque-type, are also found in a reticular pattern. 
Moreover, the biopsy must present a well-defined band- 
like zone of cellular infiltration confined to the superfi- 

cial part of the connective tissue, signs of liquefaction 
degeneration of the basal cell layer and absence of epi- 
thelial dysplasia [1]. 

Oral lichen planus in childhood (OLPc) is rare, with 
few reports available in the literature [2-5]. Predisposing 
conditions such as graft-versus-host disease, active heap- 
titis, hepatitis B immunization and autoimmune diseases 
are frequently mentioned in these reports [3,4,6,7]. Fur- 
thermore, it is suggested that OLPc is more common in 
the tropics [8]. In a study of 420 Iranian patients with 
histopathologic-confirmed OLP, less than 1% had de- 
veloped OLP before the age of 13 [9]. This paper reports 
a rare case of oral lichen planus in a child and discusses 
the main points on the subject. 

2. CASE REPORT 

A 12-year-old Caucasian girl was referred to the Stoma- 
tology Department for evaluation of oral painless lesions 
with 18 months of evolution. Upon clinical examination, 
three white distinct lesions were observed. The buccal 
mucosa and dorsum of the tongue lesions had a typical 
reticular/striate pattern and a hyperkeratotic pattern was 
observed in the lateral border of the tongue (Figures 
1(a)-(c)). 

The patient’s oral hygiene was excellent without any 
dental restorations. However, she was under orthodontic 
treatment. No other mucosal or skin lesions were present. 
Our main diagnostic hypotheses were lichen planus and 
lichenoid lesions. To exclude lichenoid reaction, we in- 
vestigated her medical status and there was no history of 
any drug intake. The patient and her parents also denied 
any habits that may potentially cause oral mucosal reac- 
tions. Additionally, we advised to remove the orthodon- 
tic brace to exclude lichenoid reactions related to metals. 
After 40 days, there was little improvement in the clini- 
cal inflammatory feature, but the lesions persisted. At 
this time, an incisional biopsy of the lateral margin of the 
tongue and of the right buccal mucosa was performed. 

Histopathological examination showed hyperparak- 
eratosis of stratified squamous epithelium and basal cell 
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degeneration with dense band-linked lymphocytic infil- 
tration at the epithelial-connective tissue interface. There 
were also some Civatte bodies (Figures 2(a)-(c)). Both 
clinical and histopathological features were consistent 
with oral lichen planus. In view of the asymptomatic 
nature of lichen planus, active treatment was believed to 
be inappropriate and the patient is being followed peri- 
odically (total time of 20 months). 

 

 
(a) 

 
(b) 

 
(c) 

Figure 1. (a) Reticular pattern in right buccal mucosa; (b) Re- 
ticular pattern in dorsum of the tongue; (c) Hyperkeratotic pat- 
tern in left border of the tongue. 

 
(a) 

 
(b) 

 
(c) 

Figure 2. (a) Histopathological findings. Hyperparakeratosis 
and dense band-linked inflammatory infiltrate (HE stain 20×); 
(b) High powered magnification showing an inflammatory infil- 
trate basically composed by lymphocytes. Some Civatte bodies 
can also be observed (HE stain 40×); (c) High powered magni- 
fication showing basal cell layer degeneration (HE stain). 
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3. DISCUSSION 

Lichen planus (LP) is predominately described as a dis- 
ease of the middle aged or older. Its occurrence in chil- 
dren has been increasingly observed. The global preva- 
lence of LP is lower than 1% in overall population and 
the frequency in children can vary between 0.56% to 
13% of the general lichen planus cases. However, the 
exact prevalence is still unknown. In an Arabian study, 
pediatric cases composed 7.5% of patients with LP [10]. 
However, it does not appear to be uncommon in In- 
dian/Asian populations. In addition, the largest reported 
series of lichen planus in childhood (LPc) reported 
originates from India [11,12]. Even in studies from other 
countries, some patients were Asian. In a UK study, four 
out of six OLPc cases reported were from Asian origin 
[3]. In another UK study, 21 of 26 LPc cases were from 
the Indian subcontinent [13]. In a study from the Nether- 
lands, two of the three patients with OLPc were from 
Asian origin, in a region where approximately 1% of the 
population is Asian [4]. In another study, Scully et al. 
(1994) [2] reported three girls with OLPc, one of whom 
was of Asian origin. Antecedents were investigated in 
the present case and no Asian relation was found. 

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 LPc, which 
evaluated 100 children, 17 of them presented OLP [12]. 
The clinical features described for OLPc are essentially 
the same as those in OLP in adults (OLPa), where buccal 
mucosa, lateral part of the tongue, and the gingival are 
the main sites affected [2-4]. In adults, LP occurs more 
commonly in females, but reports of LPc showed dis- 
crepancies. Some studies have demonstrated no consis- 
tent gender predilection for LPc [14]. In contrast, Walton 
et al. (2010) [7] showed a female predominance (female 
to male ratio 2:1) in 36 patients. However, in large series 
[11-13], boys have been shown to outnumber girls. In 
addition, all 6 cases reported by Alam and Hamburger 
(2001) [3], were boys. The case presented here, a 12- 
year-old girl, had lesions affecting the dorsum and lateral 
border of the tongue and buccal mucosa. 

There is a spectrum of oral lichenoid lesions (OLL) 
that can determine a differential diagnosis of OLP. OLL 
encompass several clinical settings: 1) Oral lichenoid 
contact lesions as a result of allergic contact stomatitis. 
The lesions are seen in close contact to dental restorative 
materials, most commonly amalgam, or other contacted 
agents; 2) Oral lichenoid drug reaction, wherein oral 
and/or skin lesions arise in temporal association with 
taking of certain medications, such as oral hypoglycemic 
agents, angiotensin-converting enzyme inhibitors, and 
nonsteroidal anti-inflammatory agents; 3) Oral liche- 

noid lesions of graft-versus-host disease, a common com- 
plication of allogeneic hematopoietic stem-cell or bone 
marrow transplantation [15]. 

The elimination of factors that may precipitate or pro- 
voke oral lesions is an important initial step in diagnosis 
of oral lichen planus. Our patient had no relevant medi- 
cal or family history, nor presented any deleterious oral 
habits and her oral hygiene was excellent, without any 
dental restorations. She was under orthodontic treatment, 
and consequently our first differential diagnosis was of 
lichenoid reaction, which was later ruled out after the 
orthodontic brace had been removed. The differential 
diagnosis of OLPc may be quite extensive and, of course, 
depends on the age of the patient, the clinical variant, 
and the severity and the persistence of the lesions and 
includes candidosis, morsicatio buccarum, leucoplakia, 
stomatitis migrans, auto-immune bullous diseases, lupus 
erythematosus, several viral infections (herpes simplex, 
Epstein-Barr, Coxsackie, HIV), recurrent aphthous stomati- 
tis (caustic) traumata, erythema multiforme (major), al- 
lergic gingivostomatitis, gluten sensitivity enteropathy, 
and less commonly Crohn and Behçet diseases, oral le- 
sions in immunodeficiencies, dyskeratosis follicularis, 
pachyonychia congenita, dyskeratosis congenita, white 
sponge nevus; allergy to flavorings may be relevant in- 
stead in the diagnosis of allergic contact stomatitis [16]. 

Clinically and histopathologically, OLL may be indis- 
tinguishable from OLP. However, the distinguishing 
features of oral lichenoid contact lesions is the lesion’s 
direct topographic relationship to the suspected causative 
agent, sites that have a direct contact with filling/dental 
restorations or another offending contact agent (e.g. cin- 
namon). Removal of the suspected causative factors 
should result in resolution of the lesion, thereby estab- 
lishing the diagnosis [15]. 

The treatment of LPc consists of topical corticoster- 
oids and oral histamines [11]. For oral lichen planus, 
topical treatment options including corticosteroids in 
orabase, topical tretinoin, isotretinoin gel and tacrolimus 
or pimecrolimus have been prescribed [4,11-12,15]. Oral 
agents such as systemic glucocorticoids, griseofulvin, 
hydroxychloroquine, azathioprine, mycophenolate mofetil 
and triamcinolone have also been described in the litera- 
ture [4,12,15]. The majority of children affected with 
oral lichen planus have been asymptomatic. Our case 
was asymptomatic, therefore, no active treatment was 
provided. 

The prognosis and the effect of treatment in OLPc 
seems to be more favorable than in OLPa, which usually 
persists for many years in spite of intensive treatment 
and thorough investigation of associated factors [3,5]. 
Malignant transformation of OLPa, especially the erosive 
variety, has been documented, with about 0.07% to 5% 
[5,9]. However, to our knowledge, no malignant trans- 
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formation of OLPc has yet to be reported. 
It is not possible to draw firm conclusions about many 

of the aspects of OLPc especially associated factors, 
treatment, prognosis, age of preference, and the boy-to- 
girl ratio, because of the low numbers of children af- 
fected with OLP. Nevertheless, the schedule of follow-up 
of OLPc and also the removal of local irritant factors 
should number at least one or two visits per year, as long 
as OLPc persists and even more frequently in symptom- 
matic ones, in line with OLPa. Although oral lichen 
planus in childhood is rare, this diagnosis should be con- 
sidered in children presenting with oral white lesion. 
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