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CASE REPORT

LICHEN PLANUS AS A POSSIBLE 
RARE CAUSE OF AN OCULAR 
DISEASE

SUMMARY

Lichen planus is a  relatively common mucocutaneous papulosquamous 
disorder of unknown etiology that is thought to be immunologically 
mediated. Ocular involvement of lichen planus (LP) is a  rare event, which 
can lead to irreversible damage to the ocular surface and loss of vision from 
cicatrizing blepharoconjunctivitis and corneal scarring. Steroids are the first 
treatment choice. Treatment with topical ciclosporin A  is also a  possible 
treatment.

We report a case of 79-year-old woman who was treated for long lasting 
severe inflammatory disease of a ocular surface. It led to blindness of one 
eye and low vision of the second eye. The diagnosis was made thanks to 
correlation of biopsy results from oral and ocular surface. The patient was 
also diagnosed with middle-stage dementia. Negative impact of steroid 
therapy on mental condition of this patient was considered. On the 
other hand, dementia could cause worse compliance with recommended 
treatment regime.

Chronic inflammatory disease of ocular surface requires long lasting 
treatment very often and it is sometimes not as effective as expected. 
Discovering etiological causes of the disease is a  priority for the right 
treatment. We emphasize also the key role of physical and mental condition 
in management of ocular surface disease.
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INTRODUCTION

Lichen planus (LP) is an autoimmune inflammatory mu-
cocutaneous papulosquamous pathology of unknown etio-
logy. It is manifested in two forms, skin and mucosa. Ocular 
manifestations are rare and little known, but in differential 
diagnostics of severe and poorly managed blepharitis, this 
etiological unit is also necessary to consider. In addition to 
manifestations on the eyelids, it also causes severe, often ci-
catrising keratoconjunctivitis (2, 6, 7, 15). We present a case 
report of a 79-year-old woman treated over a number of ye-
ars for a severe inflammatory disease of the ocular surface, 
which led to blindness in one eye and severe affliction of the 
other eye, in whom a diagnosis per exlusionem was deter-
mined, also thanks to the correspondence of the results of 
the biopsy from a lesion of the oral cavity and from a sample 

of the eyelid (Fig. 1 and 2). The patient was subsequently 
diagnosed with previously undetected medium-severe de-
mentia, in which we consider also the negative effect of ste-
roids on the deterioration of her mental condition, as well 
as the negative influence of the dementia itself on compli-
ance with the recommended therapeutic regime.

CASE REPORT  

The patient, born in 1939, stated that she suffered the ge-
neral pathologies of arterial hypertension, atrial fibrillation, 
aortic, mitral and tricuspid insufficiency and varices of the 
lower limbs. In her medical history she had two incidences 
of short-term loss of consciousness. Since 2011 the patient 
had been treated for lichen planus of the buccal mucosa. A 
biopsy was taken from a lesion on the mucosa of the oral 
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cavity, with confirmation of the diagnosis (Fig. 1). Treatment 
with local preparations was conducted by stomatologists. 
No signs of systemic bullous pathology were present.

The patient’s ocular complaints began in April 2015, when 
she first reported to a local ophthalmologist with reddening of 
the eyes, she was treated as standard with antibiotics and ste-
roids locally, adjusted therapy which slightly improved the con-
dition. Her visual acuity (VA) at this time was within the range 
of 0.6-0.4 in the left eye, in the right eye within the norm.

A worsening of ocular complaints occurred at the begin-
ning of June 2015, when the local ophthalmologist diagno-
sed herpetic keratitis in the left eye and applied antiherpe-
tic treatment, VA deteriorated to 0.2. However, the clinical 
finding did not correspond to a herpetic etiology, and as a 
result this treatment was subsequently discontinued later 

at our centre. Due to irritation of the left eyeball, peripheral 
vascularisation and severe pain resulting from a non-healing 
epithelial defect with a size of 3x2 mm, we recommended 
application of eye drops from autologous serum to the left 
eye. Despite this, VA deteriorated to 3/50 at the beginning 
of July 2015, and irritation of the eye persisted, as a result 
of which we admitted the patient to our department. With 
intensive anti-infectious and mainly lubrication therapy, an 
improvement of her condition was achieved. During the 
course of subsequent hospitalisations, the patient’s com-
plaints always improved temporarily, severe pain affecting 
her quality of life subsided, but her condition again dete-
riorated a few weeks later, with the result that the patient 
required further hospitalisations. A leucoma had already 
formed in the left eye at this time, and newly formed blo-
od vessels had begun to grow into the opacified cornea, 
nonetheless the epithelial defect persisted, causing the 
patient severe pain (Fig. 3). Irritation improved after plas-
tic surgery of a newly formed entropion of the lower left 
eyelid, we performed the procedure in November 2016. 
Further pain relief and stabilisation of the ocular finding 
was achieved by the application of ten drops of Cacicol. 
Nevertheless, this condition also was not permanent. After 
October 2017 a pronounced deterioration occurred, which 
required a further two hospitalisations. During the first of 
these, general therapy was applied with doxycycline for se-
vere posterior blepharitis, in which we recommended lon-
g-term use. Again, not even this treatment was sufficiently 
effective. Before the last hospitalisation, cicatrising changes 
of the conjunctivas of the right eye (Fig. 4) began to appear 
in the patient, and the opacified cornea of the left eye be-
gan to dissolve in the place of the epithelial defect (Fig. 5). 

Fig. 1. Histological sample from lesion in oral cavity in 
patient, sample taken in 2011. Spinocellular epithelium of 
mucosa of oral cavity with layer of parakeratosis, vacuolar 
degeneration, in subretinal conjunctiva streaked lympho-
cytic infiltrate typical of lichen planus

Fig. 2. Histological sample from edge of left eyelid, taken 
during partial tarsorrhaphy in 2017. Similar histological 
features attesting to lichenoid changes as in fig. 1, with 
lymphocytic infiltration of subepithelial conjunctiva

Fig. 3. Left eye of patient with severe cicatrising blepharo-
conjunctivitis, vascularised leucoma, on surface persistent 
painful defect of corneal epithelium. Whitish plaques on 
edges of eyelid suggestive of lichenoid lesions    
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An attempt to apply local cyclosporine A in the preparation 
Ikervis gtt ophth failed, the patient was unable to tolerate 
the drug due to excessive stinging. General samples were 
taken in order to exclude the possibility of pathologies cau-
sing cicatrising conjunctivitis, mainly pustular diseases. All 
were negative. We also performed partial tarsorrhaphy of 
the left eye and sent the removed part of the eyelid for a his-
tological examination. In the right eye the finding of severe 
keratoconjunctivitis worsened, with shallowing of the forni-
ces and symblepharon, and visual acuity of the only seeing 
eye of 0.05. As a result we applied 3 infusions of solumedrol 
1g to the patient, followed by oral steroid therapy in a dose 
of 80 mg of Prednisone with gradual reduction of 20 mg. It 
was this treatment that was finally effective, and improved 
the local condition of the eye as well as subjective severe 
complaints of the patient. Upon an attempt to reduce the 
dose, reactivation of the disease occurred.

Unfortunately, at the end of January 2018 the patient’s 
general psychological condition worsened, she ceased to 
take all of her medications, was unable to remember virtu-
ally anything, and stated that she had fallen. Due to her di-
sorientated condition she was hospitalised at a neurological 
clinic, where a detailed general examination was performed, 
including magnetic resonance of the brain with a negative 
result, and the patient was diagnosed with medium-severe 
dementia. The patient was no longer able to remain within 
her home environment, and was admitted to an inpatient 
department for subsequent care. Throughout the period of 
institutional treatment, the condition on the surface of both 
eyes improved markedly upon regular application of drops 
from autologous serum, ocular gel and Flucon 4x per day, 
and oral treatment with Prednisone in a dose of 20 mg per 

day. The patient’s vision at the last follow-up examination 
was 0.6 in right eye and light projection was correct in the 
left eye, the patient felt no pain and was relatively satisfied.

A number of diagnostic tests were conducted during the 
course of care for the patient with severe blepharoconjuncti-
vitis and keratitis. A Schirmer’s test and break-up time (BUT) 
test, which demonstrated medium affliction, were performed 
as standard. Swabs from the conjunctival sac were repeatedly 
negative, in isolated cases with identification of staphylococcus 
epidermis and once Corynebacterium propinquum was detec-
ted in a swab from the right eye (6/2015). Samples to confirm 
primary Sjögren’s syndrome were negative (ENA SS A, ENA SS 
B, ANA, RF), as were samples for diagnosis of pustular diseases 
(immunoglobulins in serum: values of IgD, IgA1 and IgA2), all 
within the limits of the norm. An immunohistochemical blood 
test for anti-desmosomes, indirect immunofluorescence and 
anti-intercellular adhesion molecules were also negative. 

A removed part from the margin of the lower left eyelid 
upon the performance of partial tarsorrhaphy at the end of 
2017 (Fig. 2) was histologically examined. The excision was 
of a length of 7 mm, width 2 mm, the surface of the epi-
dermis was maturing commensurately, beneath this was a 
finding of a streaked chronic inflammation, which minimally 
penetrated into the basal layers of the epidermis and was 
of a lichenoid character. The sample also contained a pre-
sent histocytary reaction around the fine empty chambers 
(CD68), in which these changes suggested lipophagic granu-
loma. Some of the empty chambers were represented by 
dilated lymphatic blood vessels (CD31, D2-40). Staining for 
mycoses and BK was negative. The pathologist concluded 
the finding as chronic inflammation and histiocytic reaction 
with dilation of the lymphatic slits. No findings of changes 

Fig. 4. Right eye of patient – cicatrising blepharoconjunc-
tivitis, whitish plaques on edges of eyelids, symblepharon 
later appearing

Fig. 5. Left eye of patient – incipient lysis of corneal leuco-
ma, condition after partial tarsorrhaphy, eye irritated   
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which would be typical of Sjögren’s syndrome were present 
in the supplied material, no signs of a pustular pathology 
were found, including direct immunofluorescence. With 
regard to the lichenoid appearance and medical history of 
lichen planus in the patient’s oral cavity, we contacted a his-
tologist, and a comparison was conducted of preparations 
from the conjunctiva and a preserved tissue sample from 
the left buccal mucosa, which was taken at the beginning 
of the patient’s acute complaints from her erosive lesion, 
with a whitish reticular lesion in the area of the oral cavity 
in 2011 (Fig. 1). Microscopically this concerned a fatty and 
fibrous particle with isolated fascicles of transversely strea-
ked muscle tissue, which was covered on the surface by a 
regularly maturing spinocellular epithlium with a heighte-
ned regenerative exertion in the basal zone. Subepithelially 
there was evidence of layered lymphocytic inflammatory 
infiltrate, the elements of which penetrated as lesions into 
the basal sections of the epithelium. The microscopic fin-
ding was compatible with a clinical diagnosis of lichen pla-
nus. No convincing dysplastic changes or malignant tumour 
structures were identified within the scope of the examined 
material. The pathological changes in both preparations 
were identical, and as a result we concluded the condition 
as an ocular manifestation of lichen planus.

DISCUSSION

Differential diagnostics of cicatrising pathologies of the 
anterior segment of the eye is fairly complex. Correct dia-
gnosis is often determined late, in the advanced stages of 
the pathology. At this time the clinical picture may be modi-
fied by previous, untargeted therapy. In first place we con-
sidered ocular cicatricial pemphigoid (OCP) in this patient. 
This is an autoimmune subepithelial pustular pathology on 
a background of type II hypersensitivity. It is characteris-
ed by linear deposits of immune reactants along the basal 
membrane of the epithelium. However, negative tests and 
the absence of typical signs of the pathology did not con-
firm this diagnosis. We are aware that in some studies (5, 
12, 14) authors have determined a diagnosis of OCT even 
despite the negativity of these examinations. By contrast, 
some authors, for example Thorne et al., included in their 
study only patients who had direct positive immunofluores-
cence (14, 16). In the case of our patient, a sample of the 
margin was examined in tarsorrhaphy, we did not take ano-
ther sample of the conjunctiva due to the risk of activating 
scarring, and we also did not take a new sample of the buc-
cal mucosa for examination by direct immunofluorescence.

The patient did not have any further signs of pustular 
pathology on the skin, genitals or other mucous membranes 
beyond the aforementioned finding of LP in the oral cavity.

The majority of studies dealing with ocular manifestations 
of lichen planus are a set of case reports, and all mention 
the rare incidence of this disease. This is in contrast with 
non-ocular manifestations, which are a relatively common 
finding. Lichen planus occurs in approximately 0.9-1.2% 
of the population, most frequently between the third and 
sixth decade of life, both sexes are equally affected (4). It 

has diverse clinical manifestations, most often on the skin 
and mucous membranes of the mouth or genitalia (3, 13). 
Lichenoid lesions have a characteristic appearance and be-
haviour. They are recurring, mostly small, polygonal purplish 
papules with a flat surface, on which a superficial network 
of white lines (Wickham striae) is visible. They may appe-
ar practically anywhere on the entire body, but are often 
symmetrically located on the skin above the flexors on the 
limbs or on the chest, and frequently cause itching. Mucosa 
LP have the appearance of whitish reticular macules. Lesi-
ons are stationary, subacute or with a chronic course. Ocular 
lichen planus may lead to irreversible damage to the surface 
of the eye and loss of vision. It most frequently causes seve-
re dry eye syndrome with a large imbalance of the lachrymal 
film, scarring of the conjunctivas and corneas and chronic 
inflammation of the eyelids. It typically reacts poorly to any 
local ocular therapy (9, 10). It is stated that lichen may be for 
example a causative agent of scleritis (13).The cause of this 
pathology is T-cell mediated autoimmune inflammation. 
Changes affecting the region of the basal membrane are ex-
plained by apoptosis of keratinocytes, which originates due 
to the action of CD8+ T-lymphocytes. These cells are activa-
ted by tumour necrosis factor alpha. Decayed keratinocytes 
impair the firmness of the basal membrane, which splits. 
Matrix metalloproteinase 9 also enters this process (3).

Similarly as in the aforementioned international case re-
ports (6, 7, 9, 15), in our case we also reached a diagnosis only 
after arduous, long-term treatment of severe keratoconjunc-
tivitis, which took place asymmetrically in both eyes, thanks 
to the consistency of the histological results of the patho-
logical lesions of the buccal mucosa and eyelid conjunctiva 
and the negativity of indicators for OCP. Both clinical units, 
LP and OCP, are similar, manifesting pathology in the region 
of the BM and a similar clinical picture, and correspondingly 
subsequent therapy is also similar. In the histological image of 
LP, however, there is a predominant infiltration of the sube-
pithelial connective tissue by lymphocytes, which for lichen 
is typical in a band. Some lymphocytes may infiltrate also 
into the basal layers of the spinocellular epithelium, the basal 
layers of which manifest vacuolar degeneration, which also 
ranks among the general signs of lichenoid changes. Irregu-
lar acanthosis of the epidermis appears on the surface, with 
hypergranulosis and compact hyperkeratosis (4). The histolo-
gical image shows presence of eosinophils in the sample of 
tissue from the surface of the eye of our patient, potentially 
pointing to a “lichenoid reaction”, which may be induced by 
several pharmaceuticals including for example beta-blockers, 
thiazide diuretics, captopril, gold salts, antimalarial drugs, 
cinnarizine, lithium, penicillamine (17), although the patient 
had not used any of the above pharmaceuticals.

Therapy of cicatrising pathologies of the ocular surface is 
diverse. Local treatment is taken as supportive. With regard 
to the characteristics of the disease, long-term or even per-
manent lubrication therapy is required using preparations 
not containing preservative agents. Steroid therapy is also 
used, which in our patient however did not have a substantial 
effect. At present it is possible also to apply local cyclosporine 
A in drops, which our patient did not tolerate due to severe 
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ocular discomfort. General immunosuppressant treatment is 
of fundamental importance. The method of choice is steroid 
therapy (2, 6, 9, 10), although in the case of insufficient moni-
toring of the pathology or the need for higher CS doses with 
the risk of occurrence of adverse effects it is possible also to 
proceed to the use of other immunomodulating agents such 
as cyclophosphamide, azathioprine, sulphapyridine and abo-
ve all mycophenolate mofetil, more frequently in combina-
tion with CS treatment. Our patient was incorrectly treated 
for a long period of time only with local CS and anti-infecti-
ous drugs, she eventually responded favourably to pulses of 
steroids intravenously, followed by long-term treatment with 
prednisolone (Prednisone) orally in a dose of 20 mg. Upon 
attempts to reduce the dose, reactivation of the disease oc-
curred. Unfortunately, it is not possible to commence tre-
atment of this patient with other immunosuppressants due 
to her present very poor condition, which prevents regular 
and frequent follow-up examinations. During the course of 
the pathology the patient suffered from severe pains caused 
by defects on the ocular surface, which she tolerated rela-
tively well. Paradoxically, her psychological condition dete-
riorated rapidly following relative stabilisation of her ocular 
condition and the subsidence of pain. She ceased to use eye 
drops and pharmaceuticals whatsoever, and was diagnosed 
with medium-severe dementia, which had not been manifes-
ted at all during her previous frequent visits. We are therefore 

considering the possibility of an adverse influence of aggressi-
ve steroid therapy in deteriorating the patient’s psychological 
condition. This phenomenon is mentioned in the literature (1, 
8, 11). Nonetheless, it is also necessary to consider an alter-
native interpretation, in which the patient forgot to use eye 
drops and pharmaceuticals as recommended due to her as 
yet undetected dementia. We are led to this conclusion by 
the fact that following her hospitalisations, as well as during 
institutional treatment, when the correct therapy was ensu-
red, the patient’s condition on the ocular surface of both eyes 
improved markedly, and she now remains stable with the set 
treatment. 

CONCLUSION

Chronic inflammatory diseases of the anterior segment of 
the eye often lead to frustrations on the part of both the pa-
tient and the doctor. Treatment is long-term, and does not 
always bring the expected results. Detection of the etiology 
of the pathology represents a priority for the purpose of tar-
geting subsequent therapeutic measures. In our study we 
have presented a lesser known cause of cases of cicatrising 
chronic blepharoconjunctivitis which is unresponsive to tre-
atment. We also point to the fact that the patient’s general 
physical and psychological condition of health plays a key 
role in managing adverse ocular conditions.

LITERATURE

1. 	 Cipriani, G., Picchi, L., Vedovello, M., et al.: Reversible de-
mentia from corticosteroid therapy. Case report. Clin Geri-
atrics, 20(7); 2012: 2-5.

2. 	 Dart, JK.: The 2016 Bowman lecture conjuntival curses: sca-
rring conjunctivitis 30 years on. Eye, 31; 2017: 301-332.

3. 	 Dřízhal, I., Paulusová, V.: Orální lichen planus-současné po-
znatky. Cesk Stomatol, 108(2); 2008: 35-38.

4. 	 Duchková, H.: Lichen planus. Doporučené postupy pro prak-
tické lékaře. Dostupný na: www.cls.cz/dp. Reg. č. a/004/238.

5. 	 Elder, MJ., Bernauer, W., Leonard, J., et al.: Progression of di-
sease in ocular pemphigoid. Br J Ophthalmol, 80; 1996: 292-6.

6. 	 Huang, S., Channa, P.: Cicatrical keratoconjunctivitis asso-
ciated with lichen planus. A case report. GMS Ophthalmol 
Cases, 7(5); 2015:1-3.

7. 	 Igra, E., Kennedy, S., MacDermott, EJ. et al.: Isolated ocular 
lichen planus in a child. J AAPOS, 19(4); 2015: 381-3.

8. 	 Keenan, PA., Jacobson, MW., Soleymani, RM., et al.: The 
effect on memory of chronic prednisone treatment in patients 
with systemic disease. Neurology, 47(6); 1996: 1396-402.

9. 	 Muňoz, ER., Martínez-Escala, ME., Juanpere, N. et al.: Isola-
ted conjunctival lichen planus. A diagnostic Challenge. Arch 
Dermatol, 147(4); 2011: 465-67.

10. 	 Pakravan, M., Klesert, TR., Akpek, EK.: Isolated lichen pla-
nus of the conjunctiva. Br J Ophthalmol, 90(10); 2006: 1325-
6.

11. 	 Sacks, O., Shulman, M.: Steroid dementia: an overlooked 
diagnosis?. Neurology, 64(4); 2005: 707-9.

12. 	 Saw, VP., Dart, JK.: Ocular musous membrane pemphigoid: 
diagnosis and management strategies. Ocul Surf, 6(3); 2008: 
128-42.

13. 	 Shoughy, SS.: Unusal ocular presentation in a patient with 
lichen planus. Can J Ophthalmol, 53; 2018: e122-24.

14. 	 Szabó, E., Palos, M., Skalická, P.: Oční jizevnatý pemfigoid- 
restrospektivní studie. Cesk Slov Oftalmol, 72 (1); 2016: 
283-91.

15. 	 Thorne, JE., Jabs, DA., Nikolskaia, OV. et al.: Lichen planus 
and cicatrizing conjunctivitis: characterization of five cases. 
Am J Ophthalmol, 136(2); 2003: 239-43.

16. 	 Thorne, JE., Woreta, FA., Jabs, DA., et al.: Treatment of 
ocular mucous membrane pemphigoid with immuno-
suppressive drug therapy. Ophthalmology, 115(12); 2008: 
2146-52.

17. 	 Viktorinová, M.: Nežádoucí účinky léků na kůži. Prakt. léká-
ren, 9(6); 2013: 214–18.

proLékaře.cz | 6.11.2025


