
Our Dermatology Online

© Our Dermatol Online e.2020 e.33.1

Coexsitence of facial and oral lichen planus Coexsitence of facial and oral lichen planus 
pigmentosuspigmentosus
Rhizlane Chaoui, Selma El Kadiri, Zakia Douhi, Sara Elloudi, Hanane Baybay, 
Fatima Zahra Mernissi

Department of Dermatology,University Hospital Hassan II, Fez, Morocco

Corresponding author: Dr. Rhizlane Chaoui, E-mail: chaoui.rhizlane@gmail.com

Sir,

A 45-year-old, phototype IV female presented with 
darkening and mild itch on the face of one year’s 
duration. She was otherwise healthy, no history of 
exposure to drugs,toxic fumes,sun exposure or heavy 
metals could be elicited.7 months later, she developed 
sudden hyperpigmentation on the oral mucosa.

Dermatological examination revealed gray-brown 
pigmented macules with a smooth surface that had 
become confluent, forming pigmented patches with 
a reticular pattern on the cheeks,nose and labial area 
(Fig. 1).

Insepection of the oral cavity showed extensive 
pigmentation interspersed with whitish patchs that 
occupied almost the entire inner surface of the right 
cheek (Fig. 2). The rest of the physical examination 
was normal.

On dermoscopy, we observed exaggerated pseudoreticular 
pigmentary network with grey Peririfollicular globules 
and dots on the lesion of face (Fig. 3).

These findings, in correlation with clinical examination, 
supported the diagnosis of facial and oral lichen planus 
pigmentosus.

Routine laboratory data including blood cell count and 
serology for hepatitis B and C were normal.

The patient was treated with topical tacrolimus 0.1% 
ointment twice daily, and measures of sunscreen for 
4 months with partial improvement.

Lichen planus pigmentosus (LPPig), first described 
by Bhautani et al. [1] is a rare variant of classic lichen 
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Figure 1: Multiple confl uent gray-brown pigmented macules confl uent 
on the cheeks,nose and labial area.

Figure 2: Extensive pigmentation interspersed with whitish patchs that 
occupied almost the entire inner surface of the right cheek.
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planus of unclear etiology that tends to occur in middle-
aged individuals with skin types III to VI [2].

Clinically, lesions appear as small, dark brown, discrete, 
ill-defined, oval to round macules, which later become 
confluent to form large patches,  located on sun-
exposed areas of the face, neck, and flexural folds [2].

The mucous membrane,scalp, palms, soles, nail are 
rarely involved [3].

In rare instances pigmentation may be associated with 
the development of oral lichen planus,or follows its 
disappearance [4].

Dermoscopic features of LPPig includes exaggerated 
pseudoreticular network, gray-brown or gray-blue 
perifollicular globules and dots,vascular changes might 
be found in some cases [5].

The differential diagnosis of LPP should be established 
with a group of hyperpigmentation disorders, such 
as melasma, exogenous ochronosis, Riehl’s melanosis 
and erythema dyschromicum perstans (EDP) or ashy 
dermatosis. In our case the diagnosis of LPPig was facilate 
by the occurence of pigmentation in the oral mucosa.

There are no established treatments for LPP,but 
generally treatment consists of topical steroids, 
tacrolimus, depigmenting agents, photoprotection, 
and Q-switched Nd-YAG laser [6].

 The case is being reported on account of the rarity of 
oral lichen planus pigmentosus.

Consent

The examination of the patient was conducted 
according to the Declaration of Helsinki principles.

The authors certify that they have obtained all 
appropriate patient consent forms. In the form the 
patient(s) has/have given his/her/their consent for 
his/her/their images and other clinical information to 
be reported in the journal. The patients understand 
that their names and initials will not be published and 
due efforts will be made to conceal their identity, but 
anonymity cannot be guaranteed.
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Figure 3: Dermoscopy showed exaggerated pseudoreticular 
pigmentary network with gray perifollicular globules and dots on the 
face.
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