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Lichen sclerosus et atrophicus (LSA) is a chronic, benign,

depigmenting disease of the skin and mucous membranes

most frequently affecting the female genitalia. Involve-

ment of the oral mucosa without concurrent genital or

skin lesions has been reported only occasionally in the

literature. In view of the rarity of reported cases, one

lesion affecting only the labial mucocutaneous area is

presented along with a description of the disease’s clinical

and histopathological findings.
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A 20-year-old white female was referred to the Centro
Goiano de Doenças da Boca -C.G.D.B. – School of
Dentistry, Federal University of Goiás for examination
of a white lesion on the lower lip. The lesion was totally
asymptomatic and had been present for an unknown
period of time. The patient was otherwise well, and she
was taking no medication. She did not drink alcohol,
smoke tobacco, or chew areca nut. No history of trauma
or surgery in the area of the white lesion, and no familial
history of similar disease were reported.

Clinical examination revealed a depigmented white
macule on the right vermilion of the lower lip extend-
ing to the inside of the labial mucosa (Fig. 1A,B). The
lesion was approximately 2 · 7 cm in size. Clinical
diagnosis of vitiligo and lichen sclerosus et atrophicus
(LSA) were established. The patient was referred to a
consultant dermatologist and gynecologist for further
investigation but no skin and genital similar lesions
were identified.

An incisional biopsy of the lesion was obtained. The
microscopic examination of sections stained with hema-
toxylin and eosin showed mucosal parakeratinized

stratified squamous epithelium of reduced thickness,
accompanied by hydropic degeneration of the basal cells
at focal sites (Figs 2 and 3A,B). A subepithelial hyali-
nization, and diffuse mononuclear inflammatory infil-
trate localized underlying were observed (Fig. 2). There
was no evidence of epithelial dysplasia or neoplasia. A
section stained by Verhoeff’s method showed scarceness
of elastic fibers in the superficial connective tissue
(Fig. 4A,B). Some clear cells compatible with melano-
cytes showed immunoreactivity for S-100 antibody
(Novocastra Laboratories Ltd, clone S1/61/69) (1:200

Figure 1 (A and B) Clinical presentation shows white macule on the
right lower lip and labial mucosa.
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in 1% PBS-BSA-immunoperoxidase method) (Fig. 5-
A,B). Their presence ruled out vitiligo. It was concluded
that the histopathologic features were consistent with
the diagnosis of LSA. As there were no symptoms and
few cosmetic concerns, further treatment was not
deemed necessary. To date, after a follow-up period of
3 years (Fig. 6A,B), no recurrence nor development of
new oral mucosal, genital or cutaneous lesions have
been observed.

Comments

According to the reports in the literature, the preval-
ence of LSA affecting the oral mucosa alone with the
diagnosis supported by microscopic evaluation is
extremely low. The absence of suitable knowledge of
the histopathologic features of oral LSA may have led
to wrong diagnosis, and this may contribute to the

scarcity of reports of oral LSA. Only nine cases with
microscopically verified oral LSA have been reported
(1–7). Of these nine cases, five occurred in women (1,
2, 4, 6) and four in men (3, 6, 7). The range of age
was from 43 years (2). In all cases, the patients were
white (1–7). No skin or genital lesions developed after
the follow-up period in any of the reported cases or in
our case. This suggests that oral LSA may
appear without accompanying skin or genital
lesions. The oral lesions of LSA are usually asymp-
tomatic and may have been overlooked in the past.
We purport that many lesions of LSA of the oral
mucosas are clinically and histopathologically mis-
diagnosed.

In the present case, the clinical characteristics are very
similar to the cases reported by Schulten et al. (6) and
by Brown et al. (7). In all three cases, a depigmen-
ted porcelain-white macule on the lower lip was present
and in these cases the histopathological confirmation
was mandatory.

For skin and genital lesions, the characteristic
changes in the epithelium include marked hyperkera-
tosis with plugging of hair follicles, loss of rete ridges,
atrophy of the epithelium and hydropic degeneration
of the basal layer. Within the upper dermis there is
usually marked edema with homogenization of the
collagen bundles, whilst in the mild-dermis a band-like
lymphocytic infiltrate predominantes. Ravitis in
1957 (3) first described microscopic features of these
lesions confined to the oral mucosas only. The
histological features observed for oral LSA are quite
similar to those for skin, with the exception of
hyperkeratosis.

We conclude that the most striking histopatho-
logical features of oral LSA at date, including our
case, are focus of the hydropic degeneration of basal
cells, subepithelial hyalinization of the connective
tissue, a slightly diffuse, band-like mononuclear

Figure 2 Low-powered photomicrograph showing epithelium
atrophic and parakeratotic, subepithelial hyalinization, and underlying
diffuse mononuclear inflammatory infiltrate (hematoxylin-eosin, ori-
ginal magnification @12.5·).

Figure 3 (A and B) Photomicrograph shows hydropic degeneration of the basal cells. B shows a close-up view of the detached area A
[hematoxylin-eosin, original magnification @100· (A) and @250· (B)].
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infiltration in the deeper connective tissue and atro-
phy of the epithelium. The scantiness or loss of
elastic fibers of the connective tissue was commented
in five cases of the nine described, and the intracel-
lular edema of the spinous layer was present in only
two cases.

It is sometimes difficult to differentiate oral LSA from
oral lichen planus, oral submucous fibrosis, oral sclero-
derma and oral vitiligo by means of histological
features. However, the band of lymphocytes at the
epithelium connective tissue junction that is usually
found in lichen planus is not evident in LSA, and

Figure 4 (A and B) Photomicrograph shows scantiness of elastic fibers in the superficial connective tissue (arrow). B shows a close-up view of the
detached area A [Verhoeff’s stain, original magnification @100· (A) and @250· (B)].

Figure 5 (A and B) Photomicrograph showing immunoreactivity for S-100 antibody in basal cell (arrow). B shows a close-up view of the detached
area A [immunohistochemical staining, original magnification @100· (A) and @250· (B)].

Figure 6 (A and B) Clinical appearance of the lesion with follow-up period of 3 years.
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scantiness or loss of elastic fibers, usually present in LSA,
is not found in scleroderma (2). The presence of the
melanocytes in the basal epithelium in the LSA eliminates
vitiligo and the absence of the obliteration or narrowing
of blood vessels and epithelial atypia eliminate submu-
cous fibrosis (2). Thus, because of the microscopic
findings present in oral LSA, it is possible to establish a
correct diagnosis for this lesion.
Treatment of oral LSA is usually unnecessary because

of its asymptomatic nature, benign behavior, few
cosmetic concerns and no evidence of recurrence. How-
ever, the efficacy of topical and intralesional applica-
tion of corticosteroids to resolve these lesions has
been demonstrated (2, 7). Although no cases of malig-
nant change associated with oral LSA have been
reported, regular long term follow-up is indicated.
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