
ABSTRACT

The aim of this study was to state the importance 
of clinical, histopathologic and direct immunof-
luorescent examinations in differential diagnosis 
of lichen planus and desquamative gingivitis. In 
this study, two cases of lichen planus affecting the 
attached gingivae were presented. Desquamative 
gingivitis was considered as differential diagnosis in 
both cases. Incisional biopsy was performed in both 
cases. The specimens were evaluated by histopatho-
logic and direct immunofluorescent examinations. 
Histopathologic and direct immunofluorescent exa-
minations supported the diagnosis of bullous lichen 
planus in both cases. As a conclusion; using the 
combination of clinical, histopathologic and direct 
immunofluorescent examinations is necessary for 
the diagnosis of lichen planus affecting the attached 
gingiva and differential diagnosis of desquamative 
gingivitis.

ÖZET

Bu çalışmanın amacı, liken planus ve deskuamatif 
gingivitisin ayırıcı tanısında klinik, histopatolojik ve 
direkt immunfloresan incelemelerin önemini belirt-
mektir. Bu çalışmada, yapışık dişetini etkileyen iki 
liken planus olgusu sunulmuştur. Her iki olguda da 
ayırıcı tanı olarak deskuamatif gingivitis düşünülmüş-
tür. Olguların her ikisine de insizyonel biyopsi yapılıp, 
alınan parçalar histopatolojik ve direkt immünfloresan 
incelemeler ile değerlendirilmiştir. Olgularda yapılan 
histopatolojik ve direkt immünfloresan incelemeler 
büllöz liken planusu desteklemiştir. Sonuç olarak; 
klinik, histopatolojik ve direkt immünfloresan incele-
melerin kombinasyonunun kullanılması yapışık dişeti-
ni etkileyen liken planusun tanısında ve deskuamatif 
gingivitisin ayırıcı tanısında önemlidir.
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INTRODUCTION

Lichen planus is a skin disease common 
within the oral cavity, where it appears as either 
white reticular, plaque or erosive lesions with a 
prominent T-lymphocyte response in the imme-
diate underlying connective tissue1-10,11,12.

Although the reason, etiyology unknown, it 
is generally considered to be an immunologi-
cal hypersensitivity reaction. It is characterized 
by an intensive T-cell infiltrate localized in the 
epithelium-connective tissue interface1-10,13. Most 
patients with lichen planus are middle-aged or 
elder adults. Women predominate in most series 
of cases, usually by a 3:2 ratio over men1-3,5.

Several types of lichen planus within the oral 
cavity have been described. The oral lesions are 
reticular, papular, bullous, plaque-like, atrophic, 
erosive and/or ulcerating1-11. Of the many types 
of lichen planus described in the literature, papu-
lar and reticular lichen planus are the most com-
mon. A rarely encountered form of lichen planus 
is the bullous variant. The bullae range form a 
few millimeters to centimeters in diameter. Such 
bullae are generally short lived and leave a pain-
ful ulcer on rupturing2,7,8,14,15.

Lesions are usually seen on the buccal muco-
sa and less common on the tongue, inner aspect 
of the lips and gingiva2,14,15. Gingival manifesta-
tions of lichen planus are relatively rare. If bul-
lous or erosive forms are present at the attached 
gingivae, the clinician will note a high degree of 
similarity with desquamative gingivitis4.

When mucous membrane pemphigoid is lim-
ited to the gingiva, desquamative gingivitis is the 
clinic term to describe red, painful, glazed and 
friable gingivae which may be a manifestation of 
some mucocutaneous conditions such as lichen 
planus or the vesiculobullous disorders5,6,9,10,16,17.

The microscopic criteria for lichen planus in-
clude hyperkeratosis and basal layer vacuoliza-
tion1-10. Destruction of the basal cell layer of the 
epithelium (hydropic degeneration) is also evi-
dent. This is accompanied by an intense, band-

like infiltrate of predominantly T-lymphocytes im-
mediately subjacent to the epithelium1-10. Within 
the epithelium, rounded or ovoid amorphous 
eosinophilic bodies, referred to as civatte bodies, 
are sometimes present. Direct immunofluores-
cent examination for lichen planus, demonstrates 
deposit of fibrinogen along the basement mem-
brane, with vertical extensions into the immediate 
underlying connective tissue1-3,5,9,17-19. Although 
immunoglobulins and complement factors may 
be found as well, they are far less common than 
fibrinogen deposits.

In desquamative gingivitis, the microscopic 
findings consist of a thinned epithelium that 
exhibits some attenuation of the rete pegs. 
Seperation occurs at the basement membrane 
and leaves a connective tissue that is diffusely 
infiltrated with lymphocytes, some plasma cells 
and occasional eosinophils. Direct immunofluo-
rescence stains reveal a deposit of IgG antibody 
and C3 that follows the basement membrane in 
a smooth and linear pattern1,2,9,10,20.

In this paper, the importance of clinical, his-
topathologic and direct immunofluorescence ex-
aminations in the differential diagnosis of lichen 
planus and bullous diseases are presented in two 
female patients.

CASE REPORT

Two female patients at the age of 39 and 60 
were referred to Marmara University, Faculty of 
Dentistry, Department of Oral Diagnosis and 
Radiology, with the complaints of prolonged 
burn and pain with hot, cold, spicy foods and 
toothbrushing at their gingivae. Our provisional 
diagnosis was lichen planus on the basis of the 
history and clinical examinations of the patients 
and desquamative gingivitis was considered for 
the differential diagnosis (Figure 1,2).

After the patients were informed about the 
disease and getting their approval, incisional 
biopsy was performed in both cases at Depart-
ment of Oral Diagnosis and Radiology. The 
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specimens were evaluated by histopathologic ex-
amination at Istanbul University, Institute of On-
cology, Department of Oncologic Cytology and 
Tumor Pathology and direct immunofuorescent 
examination was performed at Istanbul Univer-
sity, School of Medicine, Department of Derma-
tology. According to the hydropic degeneration, 
bandlike infiltrate of T-lymphocytes, civatte bod-
ies and separation of epithelium, the histopatho-
logic diagnosis supported the bullous variant of 
lichen planus in both cases (Figure 3,4).

However, for the precise result, direct im-
munofluorescent examination was suggested. In 
direct immunofluorescent examinations, linear 
deposit of fibrinogen seen in lichen planus was 
established at the basement membrane in both 
cases (Figure 5).

Histopathologic and direct immunofluores-
cent examinations led to our final diagnosis of 
bullous lichen planus and the treatment was 
started in both cases.

DISCUSSION

Oral lichen planus is a relatively common in-
flammatory disease affecting between 0.5 % and 
2.2 % of the population1-11. Most patients who 
experience this disorder are middle-aged or el-
derly, and 60 % are female1-10. In this study, both 
patients of lichen planus were female. One of 
the patient was middle-aged and the other was 
elderly.

FIGURE 1&2

 Intra oral clinical appearance of the cases, lesions on the 
attached gingiva of maxilla

FIGURE 4

Separation of the epithelium (a) and band-like T-lymphocyte 
infiltration (b) (H&E X100)

FIGURE 3

Disorder in the basal layer of the epithelium, hydropic 
degeneration and civatte bodies (↑) (H&E X250)



56

The buccal mucosa is the most common site 
for lichen planus but lesions may involve the gin-
givae, tongue, lips, palate, and the floor of the 
mouth1-11,13. In this paper, both of the cases with 
lichen planus were localized at the attached gin-
givae.

Lichen planus is often diagnosed based on 
clinical information only, but erosive and bul-
lous variants of lichen planus always require 
laboratory evaluation1,2,15. Furthermore labora-
tory evaluation is also important for the differ-
ential diagnosis of erosive and bullous variants 
of lichen planus affecting the attached gingivae 
and desquamative gingivitis. Histological exami-
nation, immunohistology, particularly immuno-
fluorescence, is increasingly being used to more 
accurately diagnose such diseases. Direct immu-
nofluorescence analysis is not only proving very 
useful for differential diagnosis, but also adds 
insight into possible pathogenic mechanisms 
of desquamative gingivitis and it is essential for 
diagnosis of lichen planus. Early recognition of 
lichen planus or the vesiculobullous disorders 
may prevent delayed diagnosis and inappropri-
ate treatment of potentially serious dermatologi-
cal diseases15,19,20,21. In this study, the specimens 
taken by incisional biopsy were sent for histo-
pathologic and direct immunofluorescent exami-
nations. The microscopic criteria for erosive or 

bullous lichen planus include hydropic degenera-
tion, bandlike T-lymphocyte infiltration, disorder 
on the basal layer of the ephitelium and pres-
ence of civatte bodies. Apperarance of direct 
immunofluorescent pattern of linear deposit of 
fibrinogen at the basement membrane supports 
the former diagnosis of lichen planus in both 
cases.

Although lichen planus can not generally be 
cured, some drugs can provide satisfactory con-
trol. Gingival lichen planus is the most difficult 
to treat. The first essential is to maintain rigor-
ous oral hygiene. Corticosteroids are the single 
most useful group of drugs in the management 
of lichen planus. The rationale for their use is 
their ability to modulate inflammation and the 
immune response. In milder forms of lichen pla-
nus, topical application of a fluorinated steroid 
such as fluocinonide, clobetasol, or halobetasol 
applied three to four times a day may be effec-
tive. In more resistant cases, a combination of a 
systemic steroid and a locally administered topi-
cal may be used. Some investigators have recom-
mended compounding corticosteroid ointments 
with an adhesive methylcellulose base, but pa-
tient compliance may be reduced because this 
material is difficult to apply1-3. Topical applica-
tion and local injection of steroids have been suc-
cesfully used in controlling but not curing this 
disease. The use of agents such as topical cyclo-
sporine has occasionally been advocated for re-
calcitrant cases of erosive lichen planus. Because 
of their antikeratinizing and immunomodulating 
effects, systemic and topical vitamin A analogs 
(retinoids) have been used in the management of 
lichen planus. Triamcinolone dental paste (Ke-
nacort-A orabase) may be useful as it can readily 
be applied to the affected gingivae1-11,14,15. In this 
study, topical application of triamcinolone dental 
paste (Kenacort-A orabase) is used for the treat-
ment of both cases.

FIGURE 5

Photomicrograph of direct immunofluorescent pattern of linear 
deposit of fibrinogen at the basement membrane
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