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ORAL LICHEN PLANUS

INTRODUCTION

Oral lichen planus (OLP) is a chronic
inflammatory disease predominantly
affecting the mucous membranes of the
oral cavity and skin. The pathogenesis of
OLP is unknown. Current data suggest
that LP is a T-cell-mediated autoimmune
disease in which autocytotoxic CD8* T
cells trigger apoptosis of the oral epithelial
cells. The lichen planus antigen is
unknown. OLP affects approximately 1-
2% of the general adult population. All
racial groups are affected. OLP predomi-
nantly occurs in adults older than 40
years, although younger adults and chil-
dren can be affected. Women are more
commonly affected than males.

CLINICAL FEATURES

Clinical presentation of OLP can be vari-
able. Common presentation is as white
striations (Wickham striae), on the buccal
mucosa. Other presentations include
white papules, erythema (mucosal atro-
phy), erosions (shallow ulcers), or blisters.
The lesions predominantly affect the buc-
cal mucosa, tongue, and gingivae,
although other oral sites are occasionally
involved. OLP lesions usually persist for
many years with periods of exacerbation
and quiescence.

DIAGNOSTICS

= DIAGNOSIS |

The history, typical oral lesions, and skin
involvement may help to diagnose OLP;

nevertheless histopathological examina-

tion on light microscopy and direct

immunoflourescence (IF) is a must in .

confirmation of the diagnosis. Biopsy

should be from the lesional tissue shows 2

“saw-tooth” rete ridges and a band of White Lacy striations on buccal mucosa

mononuclear infiltrate consisting of T
cells in the subadjacent connective tissue.
Other findings include degenerating basal
keratinocytes that form colloid (Civatte,
hyaline, cytoid) bodies, which appear as
homogenous eosinophilic globules. Direct
IF usually shows fibrillar and shaggy dep-
osition of fibrin at the basement mem-

brane. Direct IF testing can also help in
confirmation of diagnosis and also distin-
guishing from other erosive and bullous
disorders affecting oral cavity such as
pemphigus vulgaris, mucous membrane
pemphigoid, dermatitis herpetiformis, and
linear IgA disease.
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SPECIMEN SUBMISSION
Specimen collection kits are available free of charge. Please call (800) 537-8378 for an
immediate shipment. Use appropriate tube(s) as follows:

Immunofluorescence:
Lesional biopsy: Red tube
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