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Abstract

	 Oral lichen planus (OLP) is a chronic immunological disorder of unknown etiology involving skin and mucosa. 
Oral lichenoid lesions (OLL) are clinically and histologically similar to OLP. OLL has also been described as an oral li-
chenoid reaction or lichenoid contact stomatitis. The etiology of OLL is considered to be an exogenous factor such as oral 
hygiene products, food, medications or dental material. It is not a simple task to distinguish between the OLP and OLL. 
Here we report a case of OLL with malignant transformation that occurred two times. Diagnostic criteria to distinguish 
these two entities will be discussed as well.

©2019 The Authors. Published by the JScholar under the terms of the Crea-
tive Commons Attribution License http://creativecommons.org/licenses/
by/3.0/, which permits unrestricted use, provided the original author and 
source are credited.
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Introduction

Oral lichen planus (OLP) and oral lichenoid lesions (OLL) 
have generated a lot of debate in the literature. In contrast 
to the unknown nature of OLP, OLL is often associated with 
a known inciting factor. "Oral lichenoid lesions" are also 
called, "oral drug reactions," "oral lichenoid reactions," and 
lichenoid contact stomatitis." Malignant transformation of 
both entities has been reported. Most studies have shown 
OLL to have a slightly higher potential of malignant trans-
formation compared to OLP.

Case Report

A 64-year old female patient was seen in a Pacific Northwest 
Kaiser Dental, oral pathology clinic for recurrent oral ulcer-
ations in November 2012. The patient's medical history in-
cluded seasonal allergies, depression, hypothyroidism, mild 
psoriasis, and related medications. The patient was never a 
smoker. The head, neck, and oral exam revealed moderate 
dryness of the oral mucosa, erythema, inflammation, and 
keratinization only concentrated within the upper gingiva. 
She stated that a previous physician diagnosed her with li-
chen planus. However, her clinical features suggested other-
wise and did not show typical OLP appearance. The patient 
complained about a generalized burning sensation with 

certain foods. A cytology oral smear was done and the re-
sult was, "strongly positive for candidiasis." Based on clinical 
features, the diagnosis was OLL with superimposed candi-
diasis. However, OLP was still considered. Diet analysis was 
done and oral hygiene products were reviewed. Since some 
features were suggestive of OLL, possible irritants to the oral 
mucosa were discussed and a new diet plan was recommend-
ed. She was prescribed antifungal rinse and Lidex 0.05% as 
a topical steroid. The patient was instructed to practice this 
regimen twice daily and taper off after signs and symptoms 
improve.

Figure 1. Upper right gingiva showing keratotic features, 2012
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Figure 2. Upper left gingiva showing diffused erythema, symp-
tomatic, 2012

	 The patient returned after two months and was hap-
py with her improved results. From then, she continued her 
treatment and check-ups through Kaiser Medical due to better 
coverage. She was periodically checked by an ENT doctor. She 
returned to Kaiser’s oral pathology clinic in July, 2015 because 
of a severe flare-up of the affected area. The patient emphasized 
maintaining the same regimen she was given in 2012 which in-
cluded diet, oral hygiene instructions, and applications of the 
Lidex topical steroid.

	 Another cytology was done and was again, strongly 
positive for candida. Oral mucosa still showed a variable mix-
ture of erythema, keratinization, and inflammation mostly 
involving the gingiva. Features were slightly more prominent 
compared to 2012 and symptoms were significantly worse. An-
tifungal rinse was added to the treatment and the patient was 
scheduled for a re-check in two months.

	 Periodic phone appointments in which she report-
ed improved results occurred within those two months as 
well. In September 2015 she returned for a re-check and the 
exam showed diffuse erythema with small white, new keratot-
ic growth on the upper right gingiva. This area was previously 
thick and keratotic with no erythema. (See picture from 2012).

	 That area was surgically removed and was submitted 
to the pathology lab. The result was squamous cell carcinoma, 
invasive, with an estimated depth of invasion at 5 millimeters. 
The patient was referred to Kaiser’s ENT team. Partial maxillec-
tomy was done and the pathology result showed negative mar-
gins. The P16 test was negative. An incisional biopsy of the buc-
cal gingiva of number 24 was also done and showed lichenoid 
inflammation.

Figure 3. Upper right gingiva showing new features. Biopsy re-
sult showed squamous cell carcinoma. September, 2015

 

Figure 4. Incisional biopsy of buccal gingiva area, tooth #24. 
Results were lichenoid reaction	

Figure 5. Surgery site, post-cancer removal
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	 The patient was then checked periodically at the 
oral pathology clinic. Her features remained mild and no ma-
jor changes were noticed. However, repeated cytology exams 
were always positive for candida. Therefore, topical antifungal 
rinse was combined with topical steroid treatment. In Septem-
ber 2016 some areas such as buccal gingiva of #19 and dorsal 
tongue showed keratotic changes. Dorsal tongue features were 
more suggestive of OLP at that point. The buccal of #13 which 
always showed some degree of erythema and inflammation, ap-
peared more inflamed, an incisional biopsy was done and the 
result was, “squamous hyperplasia with inflammation and fun-
gal hyphae.”

	 Periodic checks and close observations continued 
with the oral pathology clinic until September 2017. At that 
time, the area of previous cancer showed slight growth with 
erythema and inflammation, excisional biopsy was done and 
the result was, “lichenoid inflammation, negative for dysplasia.” 
In October 2017 another cytology was positive for candida. In 
November of that year, a biopsy for buccal of #24 was done and 
the result was, “lichenoid reaction.” In March 2018, a biopsy of 
the upper right gingiva showed, “lichenoid inflammation with 
atypia.” In June 2018 a biopsy of area #24 was sent for direct 
immunofluorescence studies and was negative for fibrinogen 
at basement membrane zone. In September 2018, area of upper 
right gingiva showed new growth and the result of the biop-
sy was, “secondary invasive cancer, squamous cell carcinoma.” 
In October 2018 the patient went through secondary cancer 
treatment with an ENT team. The result was,” squamous cell 
carcinoma,” and P16 was negative.

Figures 6

Figures 7

 
Figures 8

Figures 6-8. Clinical features changed on the dorsal tongue, 
buccal gingiva of #19 and #13. September 2016
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Figures 9

Figures 10

Figures 9&10. Recurrent squamous cell carcinoma at previous 
surgical site in September, 2018

Discussion

OLP and OLL have similar clinical and histologic features. Of-
ten times, it is not an easy task to distinguish between the two. 
OLP is a chronic T cell-mediated disease of oral mucosa and 
skin. Clinical presentation of OLP usually has a symmetrical 
pattern, involving gingiva, dorsum of the tongue, labial mucosa 
and lower vermilion lip. 10% of patients with OLP have features 
confined to the gingiva. [10]. Patients with OLP who present 
unilateral lesions, over time will develop multiples site of in-
volvement [5]. 

	 Clinical features suggestive of OLL include atypical 
sites for OLP and dental restorations or a denture compo-
nent in the vicinity of the lesions [7]. Certain medications can 
cause OLL including anti-hypertensive medications, Imatinib 
Mesylate, Zidovudine, and Carbamazepine [2]. In addition, 

dental materials also cause OLL symptoms. One example is hy-
persensitivity to mercury which eventually results to OLL [4]. 
Tartar, plaque and hyposalivation also cause OLL [11]. Correla-
tion between OLL and GVHD has also been reported [5]. Some 
studies showed OLL occurring more on gingiva and palate, un-
like OLP that occurs on buccal mucosa and tongue [11]. Both 
OLL and OLP can develop superimposed candidiasis which 
partially could be due to the chronic use of topical steroids.

	 In comparison, there is a lot of debate between OLP 
and OLL on a microscopic level. The microscopic view of OLP 
presents subepithelial dense infiltrations of lymphohistiocyt-
ic cells as well as features of the ruptured epithelial basement 
membrane. OLL will present similar features but it will have 
deeper infiltrations of inflammatory cells containing eosino-
phils, plasma cells, and neutrophils [8]. The World Health Or-
ganization (WHO) 1978 criteria for the diagnosis of OLP in-
cludes ortho or para keratinization, liquefaction degeneration 
of basal cell layer, a well-defined band like lymphocytic infil-
tration close to the basal layer and Civatte bodies in basal epi-
thelium and lamina propria. [16]. One study found that 29% of 
epithelial dysplasia cases had a presence of lichenoid features. 
Therefore, enforcing the wrong treatment plan is possible due 
to similar band-like inflammatory cell infiltration and basal cell 
degeneration. This is also why a microscopic examination of 
the tissue is crucial.

	 Although distinguishing between OLL and OLP re-
mains a controversial topic; The WHO set of diagnostic criteria 
that were devised in 1978 provides a substantial approach to 
the topic. The clinical features for OLL include the presence 
of atrophic lesions with or without erosion while OLP can be 
identified due to its bilateral, symmetrical lesions. In addition, 
both conditions can show skin eruptions. OLL and related skin 
eruptions can be resolved with the termination of the causative 
drug whereas OLP will not be affected by drug use [16]. 

	 Direct immunofluorescence studies are often done for 
oral and skin autoimmune disorders. Some studies have shown 
shaggy deposition of fibrinogen along the basement membrane 
zone in both OLP and OLL [3]. Fluorescence was also observed 
to be less intense in OLL [15]. On the other hand, indirect im-
munofluorescence studies are negative in OLP and may detect 
circulatory basal cell autoantibodies in the patient's serum [12]. 
However, overall immunofluorescence studies are not a reliable 
way to differentiate between OLL and OLP due to how similar 
the results could be [9].

	 Since OLP and OLL have malignant potential, and 
sometimes lesions can be caught at a dysplastic stage, the term 
oral lichenoid dysplasia (OLD) has been described. OLD mi-
croscopically shows dysplastic epithelium with lamina propria 
showing a lichenoid reaction. The definition of OLD has been 
controversial since it is not truly clear whether dysplasia or 
OLL/OLP is the primary pathology [18].

	 One question worth addressing is the correlation be-
tween psoriasis and OLP because the patient focused in this 
study has mild psoriasis. She has a strong family history of pso-
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riasis including a son with a severe and persistent form. There 
have not been many studies regarding the coexistence between 
OLP and psoriasis. However, one study monitored a 47-year 
old man who had OLP and psoriasis present throughout his 
body including his back, trunk, and thighs. He was given a 
twice-daily topical dexamethasone propionate ointment for the 
OLP and hydrocortisone and maxacalcitol ointments for pso-
riasis. Use of these medications caused the OLP to disappear 
after six months and the psoriasis was sporadic for the next 
two years. This study concluded that coexistence of OLP and 
psoriasis is rare yet still happens. Further research was done 
by the Peking Medical College in Beijing and they found that 
in a group of 1743 psoriasis patients, 10 reported to also have 
OLP. They also concluded that both are known to occur after 
patients have been given anti-immune necrosis factor (TNF) 
[14]. Overall, research still needs to be done regarding this top-
ic. 

	 In several studies, researchers have tried to find the 
causative factors of OLL by performing allergy skin patch tests. 
It is recommended but remains controversial [1]. Most studies 
show that OLL is more prone to malignant transformation than 
OLP [6]. In these studies, all OLL cases microscopically did not 
show band-like lymphocytic infiltration close to the basement 
membrane zone, Civatte bodies, or other features typically seen 
in OLP. Immunofluorescence studies did not show deposition 
of fibrinogen in the basement membrane zone.

	 In this case, in every follow-up appointment since 
clinical and histological features were suggestive of OLL, pos-
sible inciting factors were reviewed with the patient, including 
food, oral hygiene products, and dental material. Her medica-
tions did not change over the years that the patient was under 
follow-up and did not seem to be a causative factor. However, 
anti-depressants could be causative for OLL either directly or 
indirectly since they induce dry mouth. Another factor worth 
considering is that the patient was on hypothyroidism medica-
tion during the years of her follow-up. A group of oral patholo-
gists in Finland did a study to address whether there was a cor-
relation between the coexistence of OLP and hypothyroidism. 
Their results showed that 10% of their 152 OLP cases also had 
hypothyroidism. They concluded, however, that larger sample 
size and further observations needed to be done in order to 
confirm a correlation [17]. 

Conclusion

	 With chronic cases of OLP and OLL, it is crucial to 
keep the lesions and extensive inflammation under control. 
In both conditions, any causative factor including chemical, 
mechanical, or thermal trauma should be avoided. Regular 
follow-up, close observation, and multiple biopsies are recom-
mended. Malignant transformation of OLP and OLL ranges be-
tween 0.5% to 3%. The patient should be advised and informed 
regarding the malignant transformation of the condition. The 
patient should be told to be compliant to keep the inflamma-
tion and severity of the lesions under control. 	
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