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Abstract
Background: Lichen Planus (LP) is a unique, common inflammatory disorder that affects the skin, mucous membrane, nail and
hair. Though lichen planus has distinct colour, morphology and distribution it can present with variability.
Objective: To know the incidence, various clinical manifestations, and correlation with histopathological findings.
Methods: A total of 50 Lichen planus patients attending outpatient department of Dermatology at Chigateri and Bapuji hospital,
Davangere, Karnataka were included. Detailed history, thorough physical examination and relevant investigations were done.
The study design employed was a cross sectional study and the sample size was calculated with α=5% and absolute error of
3% for incidence 0.8%, the sample size was calculated to be 36.
Statistical Method: Frequency, proportion, Chi-Square test for association, contingency co-efficient and related statistical
techniques with graphs using R software.
Inclusion Criteria: Clinically diagnosed Lichen Planus case.
Exclusion Criteria: Patients not willing for biopsy.
Result: Out of all Dermatology out patients LP constituted 0.57%. Majority (52%) of patients belongs to the age group of 21-40
years, with a male to female ratio of 1.5:1. Majority (68%) of patients presented within 3 months of duration, 90% of patients had
pruritus. Papular LP was the commonest type, only skin was involved in 80%, skin and mucous membrane was involved in 18%.
The commonest site involved was extremities in 72% followed by trunk in 38%. Reticular type was the commonest among oral
lesions. Koebner phenomenon observed in 64% and nail involvement was seen in 20% of patients.
In our study hyperkeratosis(86%), hypergranulosis(86%), acanthosis(78%), saw toothing of rete ridges(59%) and liquefaction
degeneration of basal cells(73%) were consistent features, civatte bodies were seen in 10% of cases, band like infiltrate (89%) and
melanin incontinence(77.7%) were seen in dermis.
Conclusion: This study emphasizes the need for detailed history, clinical examination and as LP presents with various clinical
morphological types, the histopathological features are very useful in differentiating its variants.
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Introduction
Lichen planus is characterized by shiny, violaceous,
flat topped, polygonal papules vary in size from pinpoint
to a centimetre or more, may be closely aggregated or
widely dispersed. Usually insidious in onset eventually
flatten after few months, often replaced by an area of
pigmentation persists for months or years, most often
seen on the volar aspect of the wrist.1
The exact etiology of Lichen Planus is not known,
various possible mechanisms are proposed like,
autoimmune, genetic, infections (HCV), psychomotor
and allergic.2 The dermal T-Lymphocytes have been
postulated to initiate or stimulate the pathogenic
mechanism.3 Though, a classic cutaneous lesion presents
with typical “five Ps” that is, purple, planar, polygonal,
pruritic and papular lesion2 Lichen Planus can present
with various morphological patterns as shown in Table
1. Lichen Planus also affects mucous membranes like
oral, vaginal and esophagus. Oral Lichen Planus
manifest with many variants like Reticular, papular,
plaque-like, erosive, atrophic and bullous oral Lichen
Planus.4
Nail involvement is seen in 10-15% of cases5 with
hallmark finding of pterygium. Lichen planus can also
affect hair in the form of keratotic follicular papules with
or without scarring alopecia.6

Rarely malignant transmission can occur in 0.33%.4
Histopathologically, classical papule of Lichen
planus shows- compact orthokeratosis, wedge shaped
hypergranulosis, irregular acanthosis, vacuolar alteration
of basal layer and a band like dermal lymphocytic
infiltration and pigmentary incontinence.7 Civatte bodies
are seen in lower epidermis. These features vary in
variants of Lichen planus.
Management of Lichen planus is challenging, it is
essentially benign and usually self-limited, although
recurrences and exacerbations do occur for many years.3
Topical, systemic and intra lesional steroids are useful in
inducing remission.3,8,9 Course and prognosis is
unpredictable, typically persists for 1-2 years,
generalised eruptions heal faster than limited disease,
whereas hypertrophic Lichen planus follows a
protracted, unremitting course.6,3 Relapse occur in 1520% of cases, more common in generalized LP.6
Malignant transformation may occur, usually Squamous
cell carcinoma develops in less than 1% of oral mucosal
lesion.6
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Table 1: Showing Age distribution
Age in years No. of Patients
Percentage
Below 10
11-20
21-30
31-40
41-50
Above 50
Total

01
07
15
11
08
08
50

2%
14%
30%
22%
16%
16%
100%

Table 2: Showing sex distribution
Sex
No. of patients
percentage
Male
30
60%
Female
20
40%
Total
50
100%
Table 3: Showing various clinical types
Clinical types of
No. of
Percentage
LP
patients
Papular
18
36%
Guttate
02
4%
Hypertrophic
08
16%
Linear
04
08%
Actinic
04
08%
Annular
03
06%
Follicular
04
08%
Pigmented
03
06%
Zosteriform
01
02%
Oral
01
02%
Palms
03
06%
Bullous
02
04%
Total
50
100%

Fig. 2: Hypertrophic LP

Fig. 3: Oral LP

Fig. 4: Pigmented LP

Fig. 1: Classical LP
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Fig. 5: HPE of Classical LP

were consistent features, saw toothed rete ridges seen in
59%, civatte bodies were seen in 10% of cases, band like
infiltrate (89) and melanin incontinence (77.7%) were
seen, our findings are in accordance with other
studies.8,17
In classic Lp, all the cases showed hyperkeratosis
and hypergranulosis, whereas irregular acanthosis and
basal cell degeneration and band like infiltrate was seen
in 89%. Among variants of LP cases, hypertrophic LP
showed hyperkeratosis in all the cases. Follicular LP
along with regular features follicular plugging was seen.
In pigmented LP hyperkeratosis, hypergranulosis and
basal degeneration was seen in only 33.3% of cases,
whereas acanthosis and pigmentary incontinence was
seen in all the cases.
Our study emphasizes the need for detailed history,
clinical examination and as LP presents with various
clinical morphological types we should aware of
different clinical presentation. The histopathological
study is very useful in diagnosis and helps in
differentiating its variants. All the typical
histopathological features of LP described in literature
are seen in papular LP, whereas variants of LP shows
some of the typical findings and few predominant
changes suggestive of specific type.
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