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The oesophagus in lichen
planus: an endoscopic study

Christopher M Dickens, David Heseltine,
Shernaz Walton, John R Bennett

Lichen planus is a common condition of unknown
aetiology. Oral disease is common, occurring in 30-
70% of cases, but premalignant oesophageal disease is
considered to be extremely rare'4 (only about 10 cases
have been reported). Oesophageal disease may result in
dysphagia'" and the formation of benign strictures.24
In view of the increased risk of malignant change with
oral lichen planus'2 chronic erosive changes of lichen
planus in the oesophagus may also be premalignant,
although no such cases have been reported. We carried
out a study to establish the prevalence of oesophageal
lichen planus and to determine whether routine endo-
scopy would benefit all patients with the disease.

Patients, methods, and results
We selected for study all patients presenting to the

dermatology department at this hospital with active
lichen planus between October 1987 and May 1989.
We excluded patients who were taking drugs that
might produce oesophageal changes or reduce any such
changes due to lichen planus and those who were unfit
for endoscopy owing to cardiorespiratory disease.
Altogether five women and 14 men aged 20 to 66 (mean
age 44) were given an endoscopic examination by a
single observer. Each patient was questioned about the
duration of the disease and the presence or absence of
any symptoms of dysphagia, dyspepsia, or regurgita-
tion ofacid. An examination was performed to establish
the type of cutaneous disease and whether there was
any oral disease.
Four patients did not have any visible skin disease,

13 had papular lesions, one had hypertrophic lichen
planus, and one had bullous lichen planus. Nine
patients did not have any visible oral disease, three had
Wickham's striae, four had white plaques, one had
disease of the lips, one had minor erosive changes, and
one had severe erosive oropharyngeal disease associated
with dysphagia.

Five patients had oesophageal lichen planus, of
whom four had subtle papular lesions (visible only in
the lower third in three cases and throughout the whole
oesophagus in one). These changes were different from
those that occur in reflux oesophagitis in that superficial
layers tended to strip off at biopsy. The patient with
dysphagia had severe erosive changes in the whole
oesophageal mucosa (figure). A study of the pH of the
oesophagus showed acid reflux well within the normal
range. Four ofthe five patients with oesophageal lichen
planus also had oral disease. Histological examination
of biopsy specimens of the oesophageal mucosa from
the five patients showed submucosal lymphocytic
infiltrates consistent with, but not diagnostic of, lichen
planus' and quite different from changes induced by
acid reflux. The patient with severe oesophageal disease
showed a heavy infiltrate ofpolymorphs, lymphocytes,

and plasma cells in the fibromuscular tissue underlying
the necrotic areas.

Comment
We believe this to be the first study attempting to

determine the prevalence ofoesophageal lichen planus.
Though the numbers are small, these results suggest
that the prevalence has been greatly underestimated
previously: we found that a quarter of people with
lichen planus have oesophageal disease. In oral lichen
planus 0-8-10% of cases undergo malignant change.5
If these figures also apply to oesophageal disease a
considerable group of people would seem to be at risk
of developing carcinoma of the oesophagus, which
might be prevented by early treatment.
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We conclude that patients presenting with lichen
planus should be questioned about gastrointestinal
symptoms and if oesophageal disease is suspected
oesophagoscopy should be performed. When severe
oesophageal disease is found steroid treatment should
probably be started to reduce the symptoms and any
strictures' 24 and possibly to decrease any risk of
malignant transform-ation. The benefits of steroid
treatment should be confirmed by controlled investiga-
tion of a large number of patients.
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studies.
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