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Abstract:  
Background: Lichen planus (LP) is an idiopathic, chronic inflammatory disease of the skin, mucous membrane, 
and nails. Worldwide distribution is seen, with 0.38% of the lesion load present in India. The present study was 
conducted to study the demographic profiles (such as age and gender) and histopathology of LP and their clinical 
presentation. 
Materials and Methods: The present study was conducted in the Department of Pathology at NCR Institute of 
Medical Sciences. All cases presenting with LP and undergoing skin biopsy from December 2022 to May 2023 
were included in the study. Detailed clinical history was taken, and histomorphological evaluation was performed 
for all the included cases. 
Results: A total of 50 cases of LP were analyzed. The mean age of presentation was 34.89 ± 16.02 years, with 
slight male predominance. The mean duration of the disease was 7.8 ± 5.4 months. Clinically, most cases presented 
with mild to moderate pruritis (64.51%), followed by intense pruritis (25.16%). Violaceous papules and plaques 
were the predominant findings in 80.64% of patients, followed by hyperpigmented papules and macules (13.54%). 
Histomorphologically, hyperkeratosis was observed in almost all cases (99.35%), followed by wedge-shaped 
hypergranulosis (65.80%). The most common variant found was classic LP (30.96%), followed by hypertrophic 
LP (29.6%) and LP pigmentosus (26.4%).  
Conclusion: Detailed history, clinical examination, and careful histological assessment help diagnose LP and 
differentiate its variants. 
Keywords: Hyperkeratosis, hypertrophic, lichen planus, violaceous papules. 
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Introduction 

Lichen planus (LP) is a cutaneous disorder with 
prototypic lichenoid papules that exhibit distinct 
color, morphology, and microscopic features, 
develop in typical locations, and manifest 
characteristic patterns of evolution. [1,2] An 
autoimmune reaction in which CD8+ T lymphocytes 
attack basal keratinocytes, leading to apoptosis of 
the cells, has been favored as a etiopathology that 
still is unclear [3] . Lichenoid, polygonal papules 
often show fine white lines called Wickham’s striae. 
Lesions most commonly occur on the limbs and the 
dorsal aspect of the trunk. [4,5] LP can manifest at 
any age, preferentially between 30 and 60. [6] It is 
uncommon in childhood, as only 1–3% of patients 
are children. [7] 

The characteristic histopathological findings of LP 
include orthokeratosis, hyperkeratosis, 
circumscribed wedge- shaped hypergranulosis 
representing the histopathologic substrate of 

Wickham’s striae, and sawtooth-like acanthosis. 
The upper dermis shows a band-like infiltrate 
consisting mainly of lymphocytes. At the dermo-
epidermal junction, vacuolar degeneration with 
Civatte body’s small clefts (Max Joseph spaces) 
may be seen along with band-like lymphocytic 
infiltration. [8,9] 

We studied demographic profiles (such as age and 
gender), clinical and histopathological features in 
LP patients, and the association between clinical and 
histopathological diagnosis of LP. 

Materials and Methods 

The study was conducted after approval from the 
institutional ethical and research committee in the 
Department of Pathology at the NCR Institute of 
Medical Sciences (UP). It was a cross-sectional 
study of cases of LP over 6 months (December 2022 
to May 2023), which included a retrospective study 
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from January 2022 to November 2022 and a 
prospective study from December 2022 to May 
2023. 

Inclusion Criteria 

All cases presented with LP and underwent skin 
biopsy for histopathology during the study period. 

Exclusion Criteria 

• Patients presenting with LP but not undergoing 
skin biopsy. 

• Patients are undergoing skin biopsy for skin 
lesions other than LP. 

• Inconclusive skin biopsies, which were suspected 
to be LP clinically. 

Data Collection and Methods 

For the retrospective study, paraffin blocks were 
retrieved from the Department of Pathology, and 
clinical details were obtained from the hospital’s 
medical records department. 

For Prospective Study 

All the cases presenting with LP of skin in the 
Department of Dermatology during the study period 
were included. 

Detailed clinical histories, including symptoms, 
duration, site, and type of lesion concerning age, 
gender, and distribution pattern of the lesions for all 
the cases, were recorded. Informed written consent 
was obtained from patients before the biopsy. Under 
local anesthesia, skin biopsies were taken from the 
ideal lesion site using punch biopsy needles. Skin 
biopsies received were fixed in 10% neutral buffered 
formalin. Tissue processing, paraffin embedding, 
hematoxylin, and eosin staining were done using 
histological techniques. 

Hematoxylin and eosin-stained sections were 
evaluated microscopically, along with clinical data. 
Histopathological diagnosis was made based on 
findings, such as orthokeratosis, hypergranulosis, 
acanthosis, atrophy, basal vacuolar alteration, ulcer, 
a band-like dermal lymphocytic infiltrate, 
perivascular and peri-adnexal lymphocytic infiltrate, 
basal layer pigmentation, pigment incontinence, 
melanophages, vacuolar degeneration, and Civatte 
bodies. Based on histopathological and clinical 
findings, LP was classified into nine categories, such 
as classic, hypertrophic, LP pigments, bullous, 
actinic, atrophic, ulcerative, follicular, and oral. 
Statistical analysis included a descriptive statistics 
in percentage was used to show the characteristics of 
collected data, association was established using the 
Chi-square test at 95 % confidence interval. 

Results 

In the index study, 50 cases of LP diagnosed on 
histopathological examination were studied. 

Overall, slight male predominance was seen, with 28 
cases being males (56 %) and 22 females (43 %). 
Male:female ratio was 1.3:1. Both classic LP and 
hypertrophic LP showed that males more commonly 
affected than females. However, female 
predominance n=35 (70% compared to 30 % males) 
was seen in LP pigments. Pearson’s Chi-square test 
determined the association between the types of LP 
and gender to be statistically significant (P < 0.05). 

The age range of the patients observed was from 4 
to 79 years in males and 10 to 70 years in females. 
The mean age of presentation was 34.89 ± 16.02 
years. Overall, the maximum patients were 30–39 
years (24 %) and 20–29 years (22 %). The most 
minor cases were seen in the 0–9 years of age group 
(4 %). The most common age group affected in 
classic LP and LP pigmentosus (LPP) was 20–29 
years, whereas it was a decade later for hypertrophic 
LP (30–39 years). The association between variants 
of LP and age groups using the Pearson’s Chi-square 
test was statistically significant (P < 0.05). The most 
common site of involvement was lower limb (54 %), 
followed by upper limb (24 %), face and neck 
(10%), genitalia (2.4%), scalp (2 %), trunk 2 %), and 
palms and soles (0.6%). 

The most common variant of LP was classic LP 
(30%), followed by hypertrophic LP (28 %) and LPP 
(26 %) types. Atrophic LP constituted 4 % of cases, 
and 2% belonged to follicular planus.. 

Violaceous papules and plaques were a predominant 
finding in 80 % of patients, followed by 
hyperpigmented papules and macules in 14 %. 
White papules were found in 4 % of patients, and 
violaceous papules with ulceration and vesicle 
formation in 0.01% . Most cases presented with mild 
to moderate pruritis (64 %), followed by intense 
pruritis (26%). Pruritis associated with pain was 
seen in only 8 % of cases , 0.4 % of cases presented 
with burning on food intake, while 4 % were 
asymptomatic. In classic LP and LPP, most patients 
(80 % and 84 %, respectively) presented with mild 
to moderate pruritis. In contrast, in hypertrophic LP, 
intense pruritis was the most typical presentation (76 
%). The association between LP types and 
symptoms was found to be statistically significant (P 
< 0.05). 

Overall, the mean duration of the disease was 7.82 ± 
5.34 months. In maximum cases of classic LP (86 
%), the time of illness was <6 months, while in most 
cases of hypertrophic LP (56 %) and LPP (40 %), 
the duration of illness was 6 months to 1 year. 

Sections examined were sufficiently characteristic 
of LP with some degree of variability in histologic 
features. Epidermal changes included 
hyperkeratosis in 49/50 (98 %) cases. Wedge-
shaped hypergranulosis was seen in 33/50 (66 %) 
cases.  
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Histopathological findings observed in hypertrophic 
LP were hyperkeratosis (100%), hypergranulosis 
(96%), acanthosis (96 %), and lymphocytic infiltrate 
(100%) . LP pigments predominantly showed 
hyperkeratosis (100%), lymphocytic infiltrate 
(100%), pigment incontinence (94 %), and 
melanophages (96 %). 

The Pearson’s Chi-square test showed that 
hyperkeratosis was nonsignificant (P > 0.05), as it 
was observed in 100% of hypertrophic LP and LPP 
cases and 96 % of patients in classic LP. However, 
the presence of hypergranulosis, acanthosis, a band-
like dermal lymphocytic infiltrate, atrophy, pigment 
incontinence, melanophages, and vacuolar 
degeneration with Civatte bodies was all found to be 
statistically significant (P < 0.05). The presence of 
acanthosis was substantial (P < 0.05), as it was seen 
in 90 % of cases in classic LP and 96 % in 
hypertrophic LP, while only 28 % of cases of LPP 
showed acanthosis. 

Out of 50 cases studied, 45 had a clinical diagnosis 
of LP, while only 6 had other clinical diagnoses. Of 
these 6 cases, 4 were diagnosed as hypertrophic LP 
on histopathology, and 2 were misdiagnosed as 
psoriasis clinically. Thus, clinical–histopathological 
concordance was seen in 90% of cases. 

Discussion 

A total of 50 cases were analyzed in the present 
study. LP was found to be widely distributed in 
different age groups ranging from 4 to 79 years in 
males and 10 to 70 years in females. Most patients 
presented in the age group 30–39 years with a mean 
age of presentation of 34.89 ± 16.02 years. This is in 
concordance with other Indian studies conducted by 
Kachhawa et al. [10] (20– 39 years), Nasreem and 
Ahmed [11] (20–40 years), Parihar et al. [12] (21–
40 years), and Durgaraju et al. [13] (35–44 years). 
However, a study by Bhattacharya et al. [14] showed 
the most typical age group to be 40–49 years. It has 
been suggested that a younger age group is affected 
in tropical countries and that familial LP, though 
rare, also occurs at a younger age. [9,15,16] 
However, a review of western literature reveals 
younger age, particularly children, to be less 
commonly affected. [17,18] This difference in age 
distribution can be attributed to unidentifiable 
geographical and genetic factors. 

The present study showed a slight male 
preponderance with a male:female ratio of 1.3:1. 
This is in concordance with the studies done by 
Kachhawa et al. [10] (1.4:1), Nasreem and Ahmed 
[11] (1.6:1), Durgaraju et al. [13] (1.5:1), and Singh 
and Tosti 19 (1.5:1). Our findings are, however, in 
contrast to a study done by Parihar et al., [12] where 
female preponderance was seen with a male:female 
ratio of 0.8:1. Studies by Srivani et al. [20] and 
Rajalakshmi et al. [21] showed that both sexes were 
equally affected. 

We found the most common variant of LP to be 
classic LP, followed by hypertropic LP and LPP. 
These findings concord with the various other 
studies done by Bangaru and Karibasappa,, 
Palakurthi et al. and Maisnam et al. [22-24] This 
difference in the distribution of cases can be 
attributed to differences in geographical 
distribution, climate, and genetic factors. 

The most common site of involvement was the lower 
limb in classic and hypertrophic LP. Studies done by 
Palakurthi et al. Tickoo et al., Abdallat and Maaita, 
and Bhutani et al. [23, 25-27] also documented the 
lower limbs to be the most standard site. Venous 
stasis has been implicated as a likely pathogenic 
mechanism for the joint involvement of the legs. 
However, in contrast to predominant lower limb 
involvement in most cases of LP, upper extremities 
were involved in a higher proportion of patients. 
Clinically, pruritus was a significant complaint in 
majority of the patients. [23] Similarly Ireddy and 
Udbalkar [28] reported pruritus in 74%, 79.3%, and 
82.6% of their cases, respectively. Thus, pruritus is 
a hallmark feature of LP. These findings were also 
observed by Rambhia et al. [29] and Kumar et al.  
[30] 

Studies done by Arora et al. [31] and Rajalakshmi et 
al. [21] also supported similar results. 
Histopathological examination is the gold standard 
for in LPP. These observations were also found by 
Nasreem and Ahmed [11] and Parihar et al. [12] 

The present study showed clinical–histopathological 
concordance in 90% of cases. This finding was 
consistent with other studies by Arora et al., [31] 
Srivani et al., [20] and Maisnamet al., [24] with 
concordance rates of 92%, 81.6%, and 81%, 
respectively. 

Conclusion 

LP is an inflammatory papulosquamous disease 
affecting the skin, mucous membranes, and nails, 
which may present with several morphological 
variants that can pose a diagnostic dilemma for 
dermatologists and dermato- pathologists. Clinical 
features of LP, such as violaceous polygonal papules 
with Wickham’s striae, give important clues to 
diagnosis. However, histopathological examination 
is considered the gold standard for definitive 
diagnosis of LP. Most of the characteristic 
histopathologic features of LP, such as 
hyperkeratosis, irregular acanthosis, and band- like 
lymphocytic infiltrate, were regularly encountered 
in our study. It can, therefore, be emphasized that 
combining clinical and histopathological findings 
can help accurately categorize and adequately 
manage these cases. 
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