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Abstract: 

Carcinoma occurring in the cutaneous lesions of Lichen Planus though rarely mentioned in literature does occw- and 

should be kept in mind while treating such lesions. We report a 30 year female who developed a squamous cell carcinoma 

in a long standing hypertropic lichen planus in the lower leg.This case is being presented to indicate the possibility of 

malignant transformation of cutaneous lichen planus to carcinoma, especially in the hypertrophic fonns and the need to 

have an early diagnosis so that it can be treated in the initial stages. A high degree of suspicion should be present when­

ever we come across a non healing lesion in a patient with lichen planus. A few markers, which may give us a clue for 

increased chances of malignant transformation in these cases is presented. 
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Introduction: 

Lichen planus is a common papulo-squamous disorder 

affecting about 1-2% of the population. Lichen planus has 

several fonns. It can affect the oral mucosa, skin, nails and 

genatalia.Cutaneous lichen planus may affect any area but 

it is often seen on the front of the wrists, lower legs, and 

ankles. Usually the lesions near the ankle are scaly and 

itchy and fonn the hypertrophic variant.New lesions occur 

when the old lesions are clearing. When the lesions 

cleared they are often replaced by greyish brown discol­

ouration especially in dark skinned individuals. Usually 

these lesions heal with the conventional treatment. 

Neoplastic transformation in lichen planus has been 

described, especially in the oral form of the disease where 

an estimated 0.3-3% of patients may develop squamous 

cell carcinoma. Malignancy though uncommon with 

cutaneous lichen planus has been described in chronic 

hypertrophic lesions of lichen plan us on the legs 3
•
4

•
5
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Case Report: 

We described a 30 year-old female, who presented to our 
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Department in february 2013 with a non healing ulcer 

over a large verrucous plaque on her right leg whkb is 

present for approximately eight months. She had been 

treated elsewhere but with no signs of healing. She had 

been diagnosed clinically and histopathologically as 

hypertropbic variant of lichen planus 8 years back. 

On examination a large well defined raised pigmented 

verrucous plaque was found on right lower leg. There 

were areas of atrophy, hypertrophy and depigmentation on 

anterior aspect of right leg. (Fig. I). A biopsy of one of the 

depigmented plaques showed classic features of a lichen 

planus.(Fig.3) 

The edges of the wound had plaques which suggested it 

had arised from a lichen planus lesion (Fig. 2). This was 

being treated by regular dressings. Earlier topical 

betamathesone and salicylic acid had been tried with only 

partial response. Both the legs had post inflammatory 

changes at sites of earlier lesions. There was no popliteal 

or inguinal lymphadenopatby. The histological findings of 

the ulcer biopsy showed (Fig.4) multiple cellular atypia 

with keratin horn pearls confirming the to a diagnosis of 

squamous cell carcinoma. 
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(the ulcer showed(Fig.a) multiple cellular atypia with

keratin horn pearls done under local anesthesia on

28.0I.2013, referred to a diagnosis of squamous cell

carcinoma.)

Fig-3 z Histopathological findings of depigmented plaque

shows features of lichen planus

Fig-1 z A large well defined verrucous plaqueWith

adjacent lichen planus plaque
Fig-4: Histopathology of verrucous lesion shows multiple

cellular aQpia with keratin ltorn pearl,features of
squamous cell carcenoma

Discussion:

Most squamous cell carcinoma (scc) is induced by

ultraviolet light, while carcinogenic chemicals and human

papilloma viruses are also implicated. While an increased

risk of the development of carcinoma in oral LP is gener-

ally accepted, it is still unclear if there exists a true

association between cutaneous lichen planus and Squa-

mous cell carcinoma.

Squamous cell carcinoma complicating cutaneous Lichen

Planus (LP) has an incidence of 0.4% and most of the

reported cases are hypertrophic typeo . It is essential that

one identifies lesions which are likely to transform into

carcinoma and a diagnosis is made early. One such

marker could be the presence of areas of depigmentation

in the lesions. Such lesions have increased the probability

to furn into malign ants . Depigmentation was present on

our case too.

Fig-2 z Multiple depigmented

surrounding a large plaque
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Another common feature of all cases reported so far in
literature is the presence of the lesions in the legs

(specially the ankles). Hence such cases must be viewed

with increased suspicion 6-e.

Neoplastic,transformation (development of squamous cell

carcinoma I veffucous carcinoma) in lichen planus has

been described, especially in the oral form of the disease

where an estimated 0.3-3% of patients may develop

squamous cell carcinomal. Malignancy though uncom-

mon with cutaneous lichen planus has been described in

chronic hypertrophic lesions of lichen planus on the 1eg6'8'e

including a case of metastatic squamous cell carcinoma

developing in a 34-year old male in chronic hypertrophic

lesions of lichen planus on the legs of more than 10 years

durationlo.

Conclusion:

Hypertrophic lichen planus on the legs tend to persist and

has a propensity for malignant transformation even in

young patients. Therefore non healing ulcers overlying

such lesions should be viewed with great suspicion and

biopsy to be performed to rule out squamous cell carcr-

noma.
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