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Childhood lichen planus is generally atypical in appearance, prolonged in
duration and resistant to therapy. Moreover, the risk in administration of
systemic drugs because of several adverse effects limits their use and effective
therapy remains a problem in this age group. We report a case of generalized
lichen planus in a nine-year-old boy with oral mucosa and nail involvement
who was treated with dapsone.
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Lichen planus (LP) is a rare inflammatory
disease of unknown etiology and its incidence
peaks in adulthood. Only 2% to 3% of all cases
were reported to be described in children under
14 years, and they may present atypical clinical
findings!-4. Mucosal involvement and nail
abnormalities are rare and management of
treatment is difficult in the pediatric patient®®.
Generalized lichen planus was observed in a
nine-year-old boy and treated with dapsone
during a period of approximately one years.

Case Report

A nine-year-old boy presented with a three-month
history of itchy lesions on the trunk and limbs.
There was no family, atopy, drug or vaccination
history except for unsuccessful response to
systemic steroids previously used for his skin
lesions. On examination, brown to violaceous,
slightly scaly papules all over the trunk, and
coalescing in the lumbar region and limbs were
observed (Fig. 1a). Besides leukokeratotic buccal
mucosal involvement, the first toenails of both
feet appeared dull and opaque with slight
longitudinal ridging (Fig. 2a, b). Laboratory
analysis including complete blood count,
urinalysis, biochemical and hormonal parameters
as well as markers for hepatitis were in normal
ranges. Mycologic examination of the toenails was
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negative and radiology revealed no constitutional
abnormalities. Histopathologic findings of the
biopsy from the skin lesions were consistent with
LP (Fig. 3). Dapsone, 50 mg daily (1.5 mg/kg/day)
was started. Itching subsided within one month
and disappeared in the second month of
treatment. Skin lesions, especially on the trunk,
started flattening after three months. At the end
of eight months of therapy, there were still active
lesions present on the limps. The dosage was
increased to 75 mg daily (2.5 mg/kg/day) and new
lesions stopped appearing within two months.
The lesions were totally cleared at the end of five
months of treatment with the same dosage,
leaving hyperpigmented macules on the lower
extremities (Fig. 1b).

Fig. la: Lesions on the legs before treatment.
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Fig. 2a. Buccal mucosa involvement.

Fig. 3. Lichenoid infiltration, irregular rete ridges of epidermis and focal hypergranulosis (H&E, x40).
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Discussion

The incidence of classic LP lesions with
violaceous, polygonal, flat-topped papules has
been reported to occur in childhood cases by
Kanwar? and Kumar et al.6 at rates of 76% and
56% respectively. In contrast, Milligan et al.3
experienced only one classical case out of six
presenting with childhood LP. Our case was a
classical generalized LP with prominent
Kobner’s phenomenon.

Oral LP is rare in children. Very few of the
children with cutaneous lesions were reported
to have oral LP simultaneously. Of 17 patients,
only one had violaceous lesions over the lips in
Kanwar’s series2. In the study of Kumar et al.5,
oral mucosal involvement with 20-nail
dystrophy was detected in only one patient
among 25 children. Three girls, having buccal
and/or lingual mucosal LP without skin
involvement were reported. Two of them were
manifested with erosive lesions and one was
in reticulopapular pattern”.

Lichen planus (LP) of the nails in children has
been rarely described?$. Nail abnormalities
characterized by longitudinal ridging, pterygium
and scarring atrophic dystrophy were reported
in four children by Colver et al.’; longitudinal
ridging and onycholysis were described by
Peluso et al.19 in the absence of skin or mucous
membrane lesions. Twenty-nail dystrophy of
childhood due to LP was also reported!!.
However, in the series of Milligan et al.3, only
one patient was described to have skin lesions
associated with nail changes. To our knowledge,
our case was different than the previous reports
with diffuse skin involvement accompanied by
oral mucosal and nail lesions. However, a nail
matrix biopsy would have been helpful to
confirm the nail involvement.

Therapeutical approach consists of systemic
antihistamines and corticosteroids!-319, acitretin?,
dapsone® and griseofulvin® for extensive
involvement. Considering the adverse effects of
oral steroids and the risk of premature epiphyseal
closure due to acitretin in children, dapsone was
preferred in this case.
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Lichen planus (LP) may follow a prolonged
time-course in children, and there are some
variants resistant to conservative therapies3->.
Although it was reported that 94% of cases
cleared in less than a year as in adults?, we had
to continue the treatment up to one year,
increasing the dosage because of the
progression of the lesions. We observed
difficultly in controlling the lesions particularly
on the lower extremities. Oral mucosal lesions
were cleared and nail changes were slightly
improved with dapsone therapy. In addition, no
adverse effects were detected. We concluded
that dapsone may be an alternative treatment
modality, especially to alleviate pruritus, and
that it is safe as well, even in long-term use.
However, treatment of a series of patients or
blinded and controlled studies would be
necessary to prove that this treatment modality
for childhood lichen planus is safe and effective.
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