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Case Report: Treatment of Oral Lichen Planus With a Focus on Psychological Methods
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Oral lichen planus (OLP) is one of the most common chronic diseases; however, its etiology remains unknown. More and more studies have revealed that emotional instability is one of the risk factors for the onset and expansion of OLP, especially in patients suffering from depression, anxiety disorder, and acute stress. In this case report, we had a 32-year-old female OLP patient who had no obvious response to conventional OLP drugs. Then we switched to a combination of psychotropic drugs and psychotherapies. By regulating mood through drugs and psychological counseling, the patient's oral disease was alleviated. Our case shows that clinicians should consider the mental problems of OLP patients. It also emphasizes the importance of medications and psychological counseling in the treatment of somatic diseases.
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INTRODUCTION

Oral Lichen Planus (OLP) was first recorded by Anderasen and Pindborg (1). OLP is a chronic inflammatory disease that affects the mucosa in the oral cavity. Currently, there are 6 types of oral lichen planus clinically: reticular (the most common type, showing fine white line at the lesion), atrophic, papular, bullous, plaque, and erosive types (2). OLP affects women by a 1.4:1 ratio over men (2). The origin and pathogenesis of OLP have been a hot topic for decades; however, it remains mysteriously unexplained. Therefore, the treatment methods vary. Many authors point out that there is a strong correlation between psychological factors (stress, anxiety, and depression) and the development of OLP (3, 4). Furthermore, scholars have argued that counseling sessions and stress management should be part of the OLP management protocol (2).



CASE PRESENTATION

A 32-year-old female patient was referred to the Department of Clinical Psychology due to severe affective symptoms in the past 4 months. Eight years ago, the onset of her symptoms was triggered by the extreme unpleasantness between the patient and her mother. Heteroanamnestic revealed that the patient grew up in a divorced family, and then lived with her mother afterwards. Her mother often abused her verbally. The fierce quarrels reached peak 4 months ago. After that, the patient began to develop affective and psychosomatic symptoms, including poor sleep quality, anhedonia, loss of appetite, stomach pain, and fatigue. Therefore, she was hospitalized for further observation due to depression. The medical history of the patient revealed that she was diagnosed with OLP 5 months before this referral. As stated by the patient, 9 months ago, she suffered from discomfort when chewing and speaking. Although the patient thought that it was an aphthous ulcer, she did not receive any treatment. However, after a few months, as the tension between the patient and her mother deteriorated, the patient began to develop more severe symptoms, including a burning sensation in the oral cavity and increased sensitivity to spicy and hot foods. She then reported that she went to Beijing Stomatological Hospital and was diagnosed with OLP (5). The stomatologist prescribed budesonide, vitamin B2, cetylpyridnium chloride, and advised her to visit the Department of Clinical Psychology. The patient reported that she did not feel better after taking traditional OLP drugs, and later forget the detailed information about OLP drugs, such as what the type and dose of Budesonide was, and whether other corticosteroid drugs such as triamcinolone was used. In addition, the patient denied having parafunctional habits such as bruxism or clenching.

The patient neither smoked nor drank. She was single and had no history of pregnancy. Her family members disclosed no mental illness. During the mental status examination, the patient looked tired and pale, and she could not help crying. The patient had a flat affect when answering questions. She spoke slowly. Cognitive function was very good. The patient's behaviors and facial expressions showed low mood and moderate anxiety. In the subsequent psychological assessments, including the Minnesota Multiphasic Personality Inventory-2 (MMPI-2), Self-Rating Depression Scale (SDS) and Self-Rating Anxiety Scale (SAS), the results revealed that she had relatively high levels of depression and anxiety (scores: SDS = 65, SAS = 70).

Her vital signs were stable, and no abnormal physical or neurological signs were detected at admission. The patient's blood biochemical results were all within the normal range, including blood cell analysis, C-reactive protein (CRP), hepatic function, renal function, infection markers, the quantitation of HBV markers, thyroid function, prolactin, sex hormone, alexin (C4), antinuclear antibodies, antinuclear extract antibody spectrum determination, folic acid, vitamin B12, trace elements, procalcitonin (PCT), and cortisol. However, alexin (C3: 0.8 g/L, normal: 0.9–1.8 g/L) was decreased. Also, the test results of urine sediment quantification, urine analysis, fecal analysis, and occult blood analysis were all within the normal range. Electroencephalogram (EEG) and electrocardiograph (ECG) showed no abnormalities; however, during the first brain MRI examination, the pituitary signal was found to be uneven. Seven days later, the second examination of pituitary dynamic enhanced MRI scan showed no abnormality. During the hospitalization, the patient went to consult the stomatology doctor of our hospital to reconfirm diagnose of OLP. The result of consultation was that there were white plaques on bilateral buccal mucosa, upper and lower mandibular vestibular sulcus mucosa, and a small amount of reticulation in the buccal sulcus, which could not be removed. There were ulcers and erosions in the white metamorphic areas of the vestibular sulcus, superficial, and tenderness. Taken together, the diagnosis was reconfirmed to be oral lichen planus. Because the patient's oral ulcers were severe, the stomatologist did not recommend pathological and immunological examinations, nor recommend changing medications. According to the International Classification of Diseases (ICD-10), she was diagnosed with a depressive episode when she came to our hospital. The initial treatment was Venlafaxine (75 mg, every morning), Lorazepam (0.5 mg, every morning and every night), Shugan jieyu capsules (0.72 g, every morning and every night), together with the drugs for the treatment of OLP. But the drugs for the treatment of OLP was discontinued a week after admission.

Consultation meetings were arranged once a week, mainly using psychoanalytic methods to resolve inner conflicts with her mother, and cognitive behavior therapy (CBT) to adjust her emotions toward certain people and events. The effect was remarkable. A week and a half later, the patient reported that her mood was elevated and she barely cried. Moreover, the abdominal pain disappeared, and the burning and tightening sensation in the oral cavity gradually subsided.

After 1 month of follow-up, the patient's symptoms were significantly reduced, indicating that the psychotherapy had a good effect, and she continued to adhere to psychological counseling twice a week. The drug dose was gradually reduced. Lorazepam and Shugan jieyu capsules were discontinued, and only venlafaxine (75 mg, every morning) was taken. No obvious drug and psychological side effects were observed. The assessment results revealed relatively low levels of depression and anxiety (scores: SDS = 50, SAS = 48) (Table 1).


Table 1. Patient's demographic and clinical characteristics.
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DISCUSSION

Although the etiology of OLP is unknown, we witnessed a tremendous recovery in patient's oral and mental conditions treated with psychotropic medications and multiple psychotherapeutic methods. Based on previous clinical studies, it is generally believed that mental stress is one of the possible risk factors for the development of OLP (6). A previous study showed that in postmenopausal women, stress could lead to anxiety and depression, which are common reasons of lichen planus (7). A study showed that 48% of the 274 OLP patients had mental problems, and anxiety, depression and stress existed in 45% of these OLP patients with mental problems (3). In other studies, OLP group had much higher anxiety, depression, and stress (8, 9). Taken together, these studies indicate that stress, anxiety, and depression may be the cause of OLP, and also the cause of OLP relapses.

Many authors believe that among patients with mental disorders, such as depression or psychological stress, changes in the immune system may also lead to OLP (6). In this case, due to insignificant effect after taking conventional drugs for OLP, we suspected that intense emotions may play a key role in her prolonging symptoms. Therefore, we added psychotropic drugs to strengthen the treatment, together with psychotherapies. In the end, the patient's condition responded well. The oral, psychosomatic, and mental symptoms gradually alleviated. In short, although we cannot verify the causal relationship between psychological factors and OLP, we had successfully used psychiatric drugs and psychotherapies to control OLP, when traditional treatments first failed.


Medications

Current OLP therapy aims to eliminate all mucosal-related lesions, reduce symptoms and decrease the risk of oral cancer, including corticosteroids, immunomodulatory agents, retinoids, ultraviolet irradiation, and/or laser therapy (10). Topical steroids are still the first-line treatment for symptomatic OLP (11). In our study, the above-mentioned drugs were also used in this case, but the effect was not satisfactory. We added antidepressants and anti-anxiety drugs. During the hospital stay, the patient mainly used lorazepam and venlafaxine to relieve her depressive symptoms. In one previous study, benzodiazepine and antidepressant drugs were recommended as the best options for patients with oral lichen planus (12). In another study, psychotropic drugs proved to be effective in treating burning mouth syndrome (BMS)-like oral symptoms in patients with reticular oral lichen planus (R-OLP), who were refractory to conventional immunosuppressive therapy (13). In the previous study, 28 symptomatic R-OLP patients were given benzodiazepine and antidepressant drugs for 6 months. The results showed that the Hamilton depressive scale (HAMD) and the Hamilton anxiety scale (HAMA) scores improved significantly (13). As a receptor agonist, benzodiazepine can enhance the expression of the neurotransmitter gamma-aminobutyric acid (GABA), thereby leading to sleep induction, relaxation, and anti-anxiety. There are two main types of antidepressants, selective serotonin reuptake inhibitors (SSRIs) and serotonin and norepinephrine reuptake inhibitors (SNRIs). Venlafaxine is one of the SNRIs that inhibits the reuptake of both serotonin (5-HT) and norepinephrine (NE), thereby increasing the levels of 5-HT and NE in the brain, and alleviating depression. Therefore, we prescribed the widely-used benzodiazepine-lorazepam and SRNIs- venlafaxine for this patient.



Psychotherapy

Many authors recommend various psychotherapies to prevent oral lichen planus (14, 15). In this case, we used CBT and psychodynamic methods to help the patient. Depression is a state of decreased psychophysical activities, characterized by predominate sadness and a slowdown in pessimistic thinking (16). CBT has been found to be very effective in managing chronic pain and insomnia (17). Wilfred and his colleagues found that CBT intervention significantly improved people with depressive symptoms, fatigue, and lack of sleep (18). In this case, sleep conditions were improved, and fatigue gradually disappeared after the fifth session.

On the other hand, this case fully demonstrated Freud's theory, that is, unresolved conflicts between mother and child can have a great impact on the consequences of abnormal mental health in future (19). Psychodynamically speaking, depression can also be interpreted as an auto-aggression. When libido begins to retreat from the lost goal to one's ego, aggression has already conquered the ego; this is why a depressed individual strives for self-destruction (16). Using the methods of psychoanalysis, the psychotherapist resolved the unresolved conflicts, and the patient could live more fulfilling lives. In addition to the strong correlation, Manolache and his colleagues found that among the three types of stressful events, family affairs have a special role in the extension of lichen planus lesions (20). In this study, the patient's stressful situation was also consistent with the pattern of Manolache's finding. After a conflict with her mother, the patient's oral symptoms deteriorated. Therefore, the patient received psychoanalytic counseling sessions to resolve their internal conflicts with herself and her mother.

In this case, the patient had two problems. First, the original family of the patient had problems. For example, the patient's parents' marriage was not harmonious, which led to insufficient care of the patient. She lacked security and independence, and developed dependent personality characteristics. Second, because of the patient's dependent personality characteristics, she relied too much on her boyfriend spiritually, which led to the unequal psychological status of the two parties in the emotional life, and at the same time brought too much mental pressure to the other party, resulting in a bad relationship and a strong emotional reaction between the patient and her husband.

Psychological therapies included, but not limited to: (1) guiding the patient to speak out and vent her emotions; (2) changing the patient's cognition, such as accepting her native family first, and then encouraging her self-growth and cultivating her independent personality; (3) asking the patient to accept her love and establish a healthy relationship with her boyfriend. Before the consultation, the patient was emotional, cried, and had a naive personality. She attributed her personal problems to her parents, boyfriend, and others. After treatment, the patient's mood gradually stabilized, admitted her personality problems, and at the same time believed that she needed to grow up and maintain healthy lifestyle.

In this case, the effect of psychotherapy is confirmed on the patient. After psychotherapy, the patient understood the influence of her own experience on her, learned how to get along with her mother and others, and can better deal with problems in daily life or work. However, the patient dared not stop the drug, and worried about the recurrence of the disease after stopping the drug. In the process of psychotherapy, the problem of drug withdrawal was also discussed, and the patient was encouraged to try to stop the drug. The patient still wanted to continue taking the drug for a period of time. Here, we respected the patient's selection. Perhaps psychotherapy will also take some time, and the psychologist continues to accompany the patient.




LIMITATION

There were two main limitations. First, the clinical description of the OLP lesions, including the type of lesions, location, and severity of the lesion according to an accepted criterion such as “Thongprasom,” and the severity of pain and burning symptoms according to the VAS should be thoroughly compared before, after treatment and after follow-up. It should be best to have images of the OLP lesions for each stage. However, unfortunately, we did not record the specific conditions of the OPL lesions in detail due to the limit of the subjective conditions in our clinical practice. Second, in this treatment, we did not evaluate the efficacy of drugs and psychological counseling separately, but only evaluated the overall efficacy of the treatment after a period of time. We will evaluate the effects of drugs and psychological therapy separately for other clinical patients.



CONCLUSION

In this case report, we witnessed and emphasized the importance of using a combination of psychiatric drugs and psychotherapies to treat emotion-related OLP. We believe that psychotropic drugs can enhance the patient's brain function, and psychotherapies can relieve stress, enabling patients to have a better quality of life in the future. From the current clinical evidence, the correlation between psychological factors and OLP is strong; however, the causality has not been verified. In the future, we need to better understand the etiology of OLP, so more research needs to be done so that OLP patients can efficiently obtain the most direct guidance and effective treatment.
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OLP, Oral lichen planus; MMPI-2, the Minnesota Multiphasic Personality Inventory-2; SDS, Self-Rating Depression Scale; SAS, Self-Rating Anxiety Scale; CRP, C-reactive protein; PCT, procalcitonin; ECG, Electrocardiograph; EEG, Electroencephalogram; ICD-10, the International Classification of Diseases; BMS, burning mouth syndrome; R-OLP, reticular oral lichen planus; HAMD, the Hamilton depressive scale; HAMA, the Hamilton anxiety scale; GABA, the gamma-aminobutyric acid; SSRIs, selective serotonin reuptake inhibitors; SNRIs, serotonin and norepinephrine reuptake inhibitors; 5-HT, serotonin; NE, norepinephrine; CBT, Cognitive Behavioral Therapy.
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Characteristics Description

Gender Female
Age 32

Marriage Single

Occupation Employed

liness Duration 8 years

Hospitalization times 1

Physical ilness Oral lichen planus

Drug Usage Venlafaxine (75 mg, every morming),

Lorazepam (0.5 mg, every moming and
every night), Shugan jieyu capsules
(0.72g, every morning and every night),
budesonide, vitamin B2, cetylpyridnium
chloride

Frequency of psychotherapy Once a week or twice a week

Psychological evaluation during hospitalization

SDs 65
SAS 70
Psychological evaluation during follow-up
sDs 50
SAS 8

SDS, Self-Rating Depression Scale; SAS, Self-Rating Anxiety Scale.
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