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A B S T R A C T

Introduction: Oral Lichen Planus (OLP) is a common, chronic condition involving the oral mucosa. The
clinical presentations of OLP range from severe painful erosions and ulcerations to mild painless white,
keratotic lesions. The buccal mucosa is the most commonly affected site and the involvement is usually
bilateral. It is comparatively more common and persistent than the cutaneous form, resulting in considerable
morbidity and discomfort for the patient. One of the most serious complications relating to the progression
and prognosis of OLP is the development of oral squamous cell carcinoma, which resulted in the World
Health Organization (WHO) classifying OLP as a potentially malignant disorder.
Objective: To study the demographic distribution and clinical profile of 50 OLP patients visiting a tertiary
care hospital in the north-eastern part of India.
Materials and Methods: A group of 50 patients, comprising of 35 females and 15 males, diagnosed with
OLP as per the clinical criteria of the WHO clinical definition of OLP were included in this study.
Results: Among the 50 patients, M:F ratio was 0.42:1. Buccal mucosa was the most common site of OLP
occurrence (96%), whereas, the reticular variant of OLP was the most common form (78%), followed
by the erosive variant (16%) and the atrophic variant (6%). The incidence of systemic diseases included
Hypertension (15%), Diabetes Mellitus (4%) and Hypothyroidism (2%). Histopathologically, epithelial
dysplasia was seen in 2 cases.
Conclusion: Most of the results of this study have been found to be in concordance with previous findings,
with differences in a few. Since Lichen Planus is a chronic disease, treatment protocols are mainly directed
at regulating the symptoms. Long-term follow up is usually very successful in detecting symptomatic
aggravation and possible progression into malignancy.

© This is an open access article distributed under the terms of the Creative Commons Attribution
License (https://creativecommons.org/licenses/by/4.0/) which permits unrestricted use, distribution, and
reproduction in any medium, provided the original author and source are credited.

1. Introduction

Lichen Planus (LP), the most typical and best characterized
lichenoid dermatosis, is an idiopathic inflammatory skin
disease affecting the skin and mucosal membranes, often
with a chronic course with relapses and periods of
remission.1 LP might affect any mucosal surface, although
the most commonly involved are the genital mucosa
and oral mucosa.2 Oral Lichen Planus (OLP) is one of
the most common, chronic conditions involving the oral
mucosa. Lesions confined to the mouth, or with minimal

* Corresponding author.
E-mail address: dr_bhaskargupta10@rediffmail.com (B. Gupta).

accompanying cutaneous involvement, account for about
15% of all cases.1 Although the exact etiology is undefined,
it is believed that the immune system plays a significant role
in the pathogenesis of this disease – mainly by the CD8+

lymphocytes to antigens on the lesional keratinocytes.3,4

The age of onset of the disease has generally been found
to be between 3rd and 6th decade of life and it is commonly
seen in the Asian population.5,6 The clinical course of OLP
lesions is such that they last for many years with alternating
periods of exacerbation and remission, with an increase in
pain and erythema or with development of ulcerated areas
during the phase of exacerbation.7 Phases of exacerbation
have been associated with periods of mental stress, anxiety

https://doi.org/10.18231/j.ijced.2021.005
2581-4710/© 2021 Innovative Publication, All rights reserved. 24

https://doi.org/10.18231/j.ijced.2021.005
https://www.ipinnovative.com/
https://www.ipinnovative.com/open-access-journals
http://www.khyatieducation.org/
https://crossmark.crossref.org/dialog/?doi=10.18231/j.ijced.2021.005&domain=pdf
https://creativecommons.org/licenses/by/4.0/
mailto:dr\protect _bhaskargupta10@rediffmail.com 
https://doi.org/10.18231/j.ijced.2021.005


Kaushik and Gupta / IP Indian Journal of Clinical and Experimental Dermatology 2021;7(1):24–29 25

as well as mechanical trauma (Koebner Phenomenon). Low-
intensity irritation for a prolonged period may increase the
severity of OLP and this is considered as the Koebner
phenomenon. Other factors include mechanical trauma from
odontological procedures, friction due to sharp points such
as dentures, dental amalgam, heat and cigarette irritants, oral
habits like chewing gum, betel nut etc.8

The clinical symptoms might range from mild, painless
white, keratotic lesions to severe, painful erosions and
ulcerations.9 The buccal mucosa is the most frequently
affected site and the involvement is usually bilateral.8

As classified by Andreasen, clinically, OLP may occur
in six clinical variants – reticular, papular, plaque-
like, erosive, atrophic and bullous.10 The most common
type is the reticular form and it mostly presents as
papules and plaques with interlacing white keratotic lines
(Wickham striae) with an erythematous border.11 Although
clinically, the presentation in certain patients may consist
of diffuse and widespread reticulated lesions, they are
usually asymptomatic with the patient often unaware of
the existence of such lesions. A considerable amount of
discomfort and erythema is associated, especially with the
erosive form of OLP. There is considerable variation in the
size, site and the number of ulcerations that are present
in various cases. At times, a bulla may be present in the
erosive form as they rupture easily.12 The remission is not
spontaneous in case of erosive OLP, and as such and owing
to the similarity it may lead to diagnostic confusion with
other autoimmune mucosal, vesiculo-erosive diseases. The
most frequent intraoral site of involvement is the posterior
part of buccal mucosa followed by the tongue, gingiva,
labial mucosa, and vermilion of the lower lip.13–15 It has
been found that, OLP affects from 0.1 to about 4% of
individuals, occurring mostly in middle aged adults, with
a female predominance at a ratio of approximately 2:1.16,17

It has been seen that approximately 15% of patients with
OLP develop cutaneous lesions and genital lesions have
been found to be present in 20% of the patients with
OLP.18,19 One of the most severe complications relating to
the progression and prognosis of OLP is the development
of oral squamous cell carcinoma with a frequency of
malignant transformation of 0.4-5.3%,20 which resulted in
the World Health Organization (WHO) classifying OLP as
a potentially malignant disorder.21

The demographic and clinical features of OLP have
been well defined in several relatively large series from
developed countries.10,13,14,22–24 as well as from other parts
of India.8,11,25,26 whereas such studies from the north-
eastern region of India are scarce. Besides, there are no
universally accepted, specific clinical and histopathological
diagnostic criteria till date while other disorders such as
erythroplakia, leukoplakia etc. can present with a similar
clinical appearance.

The objective of this retrospective study was to study the
demographic pattern and clinical profile of 50 OLP patients
attending a tertiary care hospital in north-eastern India and
to describe the various similarities and differences in clinical
features presented by these patients relative to those in the
previous studies.

2. Materials and Methods

A descriptive study was carried out in 50 patients diagnosed
with OLP attending the Department of Dermatology,
Venereology and Leprosy, Silchar Medical College in the
period from July 2019 to June 2020. Patients selected for the
present study were within the age of 20-70 years. The study
was conducted after getting clearance from the Institutional
Ethical Committee.

The diagnosis of OLP was made as per the criterion
specified by the WHO as follows:

3. WHO Clinical Definition of OLP27

3.1. Clinical criteria

1. Presence of Bilateral Lesions
2. Presence of a network of slightly raised grayish white

striae (reticular form)
3. Erosive, atrophic, bullous or plaque-like lesions

(accepted as subtypes only in the presence of reticular
lesions in some part of oral mucosa)

Biopsies were acquired from some of the lesions, in which
the patient consented for histopathological examination and
in suspicious instances of erosive type of OLP and in
cases of malignancy. Information regarding age, gender,
symptoms, sites of oral involvement, predominant clinical
form (reticular, atrophic and erosive) at the time of initial
diagnosis of OLP, were all recorded. A detailed history
was acquired with relation to smoking, alcohol intake,
tobacco and ‘guthkha’ chewing and systemic diseases.
Family history (i.e., in first degree relatives) of OLP and oral
cancer were also reviewed and analyzed. In patients with
more than one clinical form of lesions, the most severe form
was used to classify the lesions.

4. Results

In the current study, 50 patients diagnosed with OLP who
visited the Department of Dermatology, Venereology and
Leprosy, were selected. Out of these patients, there were 15
male patients and 35 female patients (ratio M:F = 0.42:1)
[Table 1Diagram 1].

The variants of OLP that we came across in our study
comprised of reticular form, erosive form and atrophic form.
In our study, the most common variant of OLP that was
observed was the reticular type, which was found in 39
patients, followed by the erosive variant in 8 patients and
the atrophic variant in 3 patients. The reticular form was
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present in 10 out of 15 male patients, and in 29 out of 35
female patients, whereas the erosive form was found to be
present in 4 out of 15 male patients and in 4 out of 35 female
patients. The atrophic form was present in 1 male patient
and 2 female patients, respectively [Table 2Diagram 2 ].

Multiple sites in the oral cavity were found to be affected,
with the most common site affected being the buccal mucosa
followed by gingiva and tongue. Isolated lesions involving
the floor of mouth, palate and labial mucosa were also
present [Table 3Diagram 3] [Figure 1 A-E].

History of tobacco usage, ‘guthkha’ chewing, alcohol
intake and smoking were reported in 21(42%), 12(24%),
6(12%) and 3 (6%) cases, respectively. No history of
oral cancer or family history of OLP could be elicited in
our study subjects. The occurrence of systemic diseases
included Hypertension (15%), Diabetes Mellitus (4%) and
Hypothyroidism (2%).

A history of skin lesions was found to be present
in 3(6%) patients. Histopathologically, epithelial dysplasia
was present in 2 cases. No cases of any malignant changes
were detected in this study [Figure 2].

Diagram 1: Age distribution of subjects involved in the
study.

Diagram 2: Intra-oral distribution of OLP lesions according
to clinical type

Diagram 3: Distribution of OLP lesions according to site

Fig. 1: A-E: Clinical presentation of OLP encountered in the study

Fig. 2: Histological features seen in OLP
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Table 1: Age and sex distribution of patients involved in the study

Age Group (years) Male Female Total Percentage (%)
20-30 3 5 8 16
31-40 3 9 12 24
41-50 6 10 16 32
51-60 2 8 10 20
61-70 1 3 4 8

Table 2: Distribution of OLP lesions according to clinical type

Clinical variant Male Female Total (%)
Reticular 10 29 39 (78%)
Erosive 4 4 8 (16%)
Atrophic 1 2 3 (6%)

Table 3: Intra-oral distribution of OLP lesions according to site

Site Number of patients Percentage (%)
Buccal mucosa 48 96%
Gingiva 12 24%
Labial mucosa 7 14%
Tongue 10 20%
Palate 9 18%
Floor of mouth 7 14%

5. Discussion

The current descriptive study attempts to elucidate the
epidemiological and clinical characteristics of OLP patients
in a relatively small population belonging to the north-
eastern part of India. In this study, the demographic pattern
and clinical profile of OLP patients were recorded. The data
obtained from the present study is in coherence with the data
from other such studies, with respect to clinical features and
presentation, symptoms reported by the patients, duration
of the disease and relevant medical history. It was also
observed that the occurrence of OLP was more common in
females than in males, which is in accordance with majority
of the studies conducted in the past.28 LP primarily affects
middle aged adults with the prevalence being greater in
women than in men. Our study showed the prevalence of
OLP in the 5th decade of life, which is slightly lower than the
age group reported in various studies and slightly more than
some of the other reported studies.15,29 The intraoral lesions
that we encountered during our study were characteristically
bilateral and symmetrical, with the buccal mucosa being
the most common site of involvement followed by gingiva,
which is consistent with most of the literature from the
past.15,29,30

We detected the presence of associated pigmentation
of the oral mucosa with the reticular variant of OLP in
13 (26%) cases of our study. This observation could be
attributed to the prevalent habit of chewing guthkha, tobacco
and betel nut among the local population. The pigmentation
was present in patches, which were mainly brownish-black
in color and was present mainly on the buccal mucosa.

Rarely, other sites were also involved such as hard palate,
gingivae and tongue. Similar findings have been observed
in some other Indian studies.25,31

36 cases (72%) complained of discomfort of some degree
in the form of a burning sensation with aggravation on
consumption of spicy or hot foods and liquids, pain and
soreness, which has also been reported in other studies.14,22

Histopathologically, epithelial dysplasia was found to
be present in 2 cases. No malignant transformation
was observed in our study. These observations are in
concordance with studies conducted by Andreasen and
Murti et al.10,26

Incidence of history of systemic diseases including
Hypertension (15%), Diabetes Mellitus (4%) and
Hypothyroidism (2%), was not higher than expected
when compared with incidence of the aforementioned
systemic diseases in the general population. The incidence
of these systemic diseases was lower than that found in
previous studies5,12,19,22 indicating that systemic diseases
may not have a role in the pathogenesis of OLP.

The cutaneous and genital involvement of LP can
sometimes precede, arise concurrently or can appear after
the development of OLP. In the present study, 3 patients
(6%) had a history of developing skin lesions. According
to a study conducted by Silverman S. Jr. et al. it is estimated
that 20-34% of patients diagnosed with OLP have cutaneous
or other mucosal lesions of LP.14
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6. Conclusion

The present study throws light on the clinical and
epidemiological characteristics in a small group of
patients diagnosed with OLP from north-eastern India.
As discussed above, majority of the characteristics are
in agreement with previously conducted studies while a
few are not. Since LP is a chronic condition, treatment
protocols are mainly directed at regulating the symptoms.
Immunosuppressants and anti-inflammatory agents are the
mainstay of management. Long-term follow-up goes a long
way in detecting symptomatic aggravation and possible
development of malignant changes.
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