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ABSTRACT:  

Actinic lichen planus is a rare variant of lichen planus seen commonly in tropical and subtropical 

countries in the dark complexioned individuals. It manifests in the sun exposed areas of the face, neck 

and limbs. Though many cases have been reported in the skin, few lesions associated with the lip have 

been reported. The Lip is highly susceptible to actinic changes increasing the chances of malignancies. 

This is an unusual case report of 32 year old female patient where the lip lesion was seen mimicking 

discoid lupus erythematoses  
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INTRODUCTION: 

The lips occupy prominent position on the face 

of a person. The abnormalities can be obvious 

and be a source of embarrassment for the 

patient. Since lips form the gateway to the oral 

cavity, lesions affecting the oral cavity and 

dermatologic diseases are seen manifesting in 

the lips. Due  to the position ,lack of keratin 

covering, thinner epithelium, smaller amounts 

of melanin, and decreased secretions from 

sebaceous and sweat glands, all of which 

normally protect skin from radiation, are not 

present in lips making it more susceptible to 

actinic damage [1]. 

 

CASE REPORT: 

A-32- year old female patient who reported to 

Department of Oral Medicine and Radiology, 

Yenepoya Dental College, with the chief 

complaint of red erosive lesions on the lower lip  
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with periods of exacerbations on exposure to 

sunlight and remissions for the past 25 years.  

These lesions initiated as papules which 

ulcerated and later became infected and give 

out purulent discharge. The present lesion was 

seen since past two weeks. The patient did not 

give any history of consuming any medications 

associated with the occurance of the lesions. 

She had consulted doctors before who had 

prescribed her steroid topical preparations-

mometasone cream (Momate-F cream) that 

gave relief during exacerbative episodes. The 

patient had burning sensation associated with 

the lip lesions. On extraoral examination there 

were no cutaneous lesions, only lesions 

present on the lips. The lower lips showed 

diffuse involvement from the vermillion upto the 

lower border of the lip and the lesion appeared 

atrophied in the centre, and hyperpigmented at 

the periphery. There was presence of epithelial 

tags throughout the erosive lip lesions. There 

were no whitish striae around the lesions. The 

upper lip showed presence of violaceous 

papules at the midline region associated with 

depigmentation [Figure 1]. 

 

Intraorally, there were radiating whitish striae in 

the buccal mucosa bilaterally at the level of 

occlusal plane associated with increased 

melanin pigmentation [Figure 2]. There were 

carious lesions present though no amalgam 

restorations were present. There was mild to 

moderated plaque accumulation with no 

ulcerations of any mucosal surfaces present. 

Based on the history and clinical presentation a 

provisional diagnosis of actinic lichen planus of 

the lip was made. However discoid lupus 

erythematoses (DLE), actinic chelitis of lip and 

erythema multiforme minor also shows similar 

clinical features. The reasons for these are 

presented in the discussion. Incisional biopsy 

of the buccal mucosa as well as lip region was 

done. The histological picture showed the 

presence of an atrophied stratified squamous 

epithelium and underlying connective tissue 

showing dense chronic inflammatory infilterate 

with extensive melanin pigmentation and 

melanophages suggestive of a healing lichen 

planus lesion [Figure 3]. The lip lesion 

histologically atrophied epithelium and 

connective tissue presented with chronic 

inflammatory cells consistent with the findings 

present with the intraoral section. 

 

The patient was given a systemic  methyl 

prednisolone (Tab Zempred 8.0mg), a total 

dose of 12.0mg given in divided doses for a 

period of 2 weeks and topical clobetasole 

ointment (Clonate ointment 20 mg) to be 

applied on the lip lesions only for a period of 3 

weeks. After three weeks there was complete 

remission of erosive lesions, however 

depigmentation was present [Figure 4].
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Figure 1:  Erosive lesions seen on 
entire lower lip along with epithelial 
tags. Upper lip shows violaceous 
papules. 

 

 

Figure 2: 
A. Right buccal mucosa shows 

healing lichen planus with post 
inflammatory pigmentation.  

B. Left buccal mucosa shows 
healing lichen planus with post 
inflammatory pigmentation. 

 

Figure 3: 
A. Atrophied epithelium with 

dense chronic inflammatory 
infilterate, increased melanin 
pigmentation with 
melanophages-healing lichen 
planus.   

B. Atropied epitheium with 
connective tissue with dense 
chronic inflammatory infilterate. 

 

Figure 4: Complete remission of 
erosive lesion. 
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DISCUSSION: 

Lichen planus (LP), first described by Erasmus 

Wilson in 1869 and is related to a T-cell 

mediated immune response whose etiology is 

not correctly understood [2]. The mucosal 

lesions are more chronic in nature and persist 

for many years. The reticular form occurs more 

frequently and is characterized by white lacy 

streaks known as Wickham’s striae, due to 

histologic folding of stratum granulosum [2, 3]. 

The reticular form usually causes no 

symptoms, it involves the posterior mucosa 

bilaterally, upper and lateral surfaces of the 

tongue, the gums and the palate [2, 4]. The 

erosive form is not as common as the reticular 

form and is painful, interfering with chewing.  

Clinically, erosive lichen planus manifests as 

atrophic and erythematous areas frequently 

surrounded by radiating thin striae [2, 4]. In 

certain cases, the epithelium may separate if 

erosion is severe, resulting in a relatively rare 

form of the disease known as bullous lichen 

planus [2].  Concomitant lesions usually are 

found, and lesions may change forms during 

the course of the disease [5].  Lesions regress 

with post inflammatory hyperpigmentation as 

seen in the present case in both right and left 

buccal mucosa.  

Actinic lichen planus (ALP), also known as 

lichen planus tropicus, is a rare variant of LP 

that typically affects children or young adults 

with dark skin that live in tropical or subtropical 

regions [6, 7]. Lichen planus actinicus seen in 

sun exposed areas of the face, dorsum of the 

hands and arms, lips, V-shaped area of the 

chest and nape of the neck [8].   

Four morphologic patterns have been clinically 

described in the literature [9].  The atrophic 

type is the most common form and is 

accompanied by hyperpigmentation. The 

second type, which is the dyschromic type, 

shows small, white angular papules that 

coalesce into plaques on the neck and dorsa of 

the hands. The classic plaque-like form 

presents as violaceous papules, and the 

pigmented form can be seen as melasma-like 

patches on the face and neck [10]. Our case 

may represent the classic form of ALP. Unlike 

classic lichen planus, pruritus, the Koebner 

phenomenon, and mucous membrane 

involvement are not commonly seen in all types 

of ALP [11].  Here, ultraviolet radiation appears 

to be an important inciting factor under the 

influence of genetic or other factors (hormonal, 

toxic, or infectious factors,). Hepatitis viral 

infection (B and C) is also reported to be a 

trigger factor in the occurrence of ALP [9, 12 – 

15]. On histopathologic examination, epidermal 

atrophy may be more prominent in lichen 

planus actinicus which was also seen in our 

case. DLE was considered as one of the 

differential diagnosis where in lip involvement is 

frequent [16].  

Clinical manifestations in DLE include well-

demarcated discoid lesions or a diffuse cheilitis 

wherein lesions typically tend to spread from 
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the vermilion to the surrounding lip skin, 

obscuring the limits of the vermilion. This 

feature is useful in differentiating lupus 

erythematoses from lichen planus of the lip and 

from other types of cheilitis, as lichen planus 

lesions are characteristically limited to the 

vermilion area. The term “lupus cheilitis” is a 

different or special manifestation instead of a 

typical lupus erythematoses lesion on that 

location [16, 17]. Most common mucosal 

presentation of chronic lupus erythematoses is 

the oral discoid lesion which presents as a well-

demarcated, round or irregular red area that 

can be atrophic or ulcerated, with white 

radiating keratotic striae and telangiectases 

[18]. Lesions are more often asymmetrically 

distributed in the oral cavity in palate, buccal 

mucosa, tongue which helps to differentiate it 

from lichen planus where lesions are bilaterally 

present [16].  Actinic cheilitis is most commonly 

seen on the lower lip of middle-aged and older 

(40 to 80 years), fair-skinned men, who have 

had excessive exposure to sun during their 

lives [19]. Actinic cheilitis presents as rough, 

scaly lips with fissures and ulcerations [20].  

Commonly seen as a single lesion, but multiple 

lesions also occur. The initial sun-induced 

lesion is whitish-gray or brown, annular and the 

lip vermilion border becomes indistinguishable 

and shows generalized atrophy. Plasticity is 

lost. Marked folds appear along the vermilion 

perpendicular to the long axis of the lip and 

often dryness is associated with it. The lower 

lip especially the labial aspect is more 

commonly affected due to the angle of the UV 

rays striking the vermilion surface. Palpation is 

important in diagnosis because actinic cheilitis 

has a fine; “sandpapery” feel to it [21].   

Erythema multiforme minor also causes erosive 

lesions on lips along with mucous membrane 

involvement is limited to only one site and 

usually it is the oral mucosa alone that is 

affected [22].  

Intraoral lesions occur predominantly on the 

non keratinized mucosa and more pronounced 

on anterior pats of mouth. The lips are also 

commonly affected and are swollen and 

cracked, bleeding and crusted. Oral lesions 

progress through diffuse widespread macules 

to blisters and ulceration although only 

ulceration may be seen at presentation. 

The patient manifests with fever and malaise at 

the time of examination [23].In the present 

case, there were whitish striae present 

bilaterally in the buccal mucosa and erosive 

lesions in the lip similar to the clinical 

presentation of DLE, but there were no other 

cutaneous lesions and a negative lab 

investigation for antinuclear antibody was seen. 

Further, as the patient was already taking 

steroidal medication both topically and 

systemically immunoflorescence testing would 

not yield any kind of results, so it was not done. 

DLE of the lip has been associated with 

malignancy and there are reports of actinicus 

lichen planus and actinic chelitis [8,20, 24]  also 

turning into squamous cell carcinoma. 

Squamous cell carcinoma of the lips has higher 
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metastatic potential than cutaneous squamous 

cell carcinoma [25]. Several therapies have 

been tried with variable results for ALP, 

including bismuth, arsenic compounds, and 

topical corticosteroid preparations. Treatment 

with antimalarial agents or intralesional 

corticosteroids combined with sunscreens has 

shown good results with prolonged remission 

[14, 15]. 

 

CONCLUSION: 

As in the present case, diagnosis of lesions of 

lip would pose a diagnostic challenge to the 

practioners when they do not occur in their 

characteristic form, however differential 

diagnosis of these lesions are important.  

Since lesions present in prominent areas of the 

face are highly susceptible to actinic changes 

and undergoing malignant transformation, their 

treatment should be done aggressively not only 

to prevent morbidity and mortality, but also to 

maintain patients’ social acceptance and self-

esteem. 
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