


Case report 
Ear and Eye Involvement in Lichen Planus: An Association That Should Not Be Neglected


ABSTRACT
Aims: To report a case of generalized lichen planus (LP) with concomitant auricular and ocular involvement, and to highlight the importance of actively screening for these atypical mucosal and epithelial localizations.
Presentation of Case: A 50-year-old woman with no significant medical history presented with generalized lichen planus evolving over six months, accompanied by progressive hearing loss and increased tearing. Examination revealed diffuse violaceous papules and plaques, a whitish reticular network on the buccal mucosa, and Wickham's striae on dermoscopy. Audiometry confirmed bilateral hearing loss, predominant on the right side, and ophthalmological examination identified moderate ocular dryness with decreased visual acuity in the left eye. Systemic corticosteroid therapy (1 mg/kg/day) combined with dexamethasone-tobramycin eye drops led to marked improvement of cutaneous, auditory, and ocular symptoms within two months.
Discussion: Auricular and ocular involvement in LP are rare, underrecognized extra-mucosal manifestations. Auricular disease may cause otorrhea, tinnitus, and conductive hearing loss through narrowing of the external auditory canal, while ocular disease can range from dryness to chronic blepharoconjunctivitis and lacrimal duct stenosis with risk of visual impairment.
Conclusion: Clinicians managing LP should systematically screen for auditory and ocular symptoms, as early recognition and treatment can prevent irreversible functional complications.
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INTRODUCTION
Lichen planus is a chronic inflammatory disorder driven by a T-cell-mediated immune response directed against basal keratinocytes, affecting both cutaneous and mucosal tissues. It affects approximately 0.3-1% of the general population, with a peak incidence between the fourth and sixth decades of life. The disease most frequently involves the skin of the flexural surfaces and the oral and genital mucosae, whereas extension to other epithelial sites, such as the conjunctiva, the upper aerodigestive tract, and the external auditory canal, is far less common and frequently under-recognized in routine practice. Because these atypical localizations can progress silently before causing irreversible functional damage, systematic clinical screening beyond the skin and oral mucosa is increasingly emphasized in the literature. Extra-cutaneous manifestations may nevertheless occur and remain underrecognized. We report a case of generalized lichen planus with concomitant oral, auricular and ocular involvement, illustrating the importance of actively searching for atypical mucosal localizations.
PRESENTATION OF CASE
A 50-year-old woman with no significant medical history was admitted for the management of generalized lichen planus evolving over six months. In addition to the cutaneous eruption, she reported progressive hearing loss and increased tearing. Dermatological examination revealed diffuse pruritic violaceous papules and plaques. Examination of the oral cavity demonstrated a whitish network affecting the buccal mucosa (Figure 1). Dermoscopic evaluation showed the presence of Wickham's striae on the skin lesions (Figure 2). Audiometric testing confirmed bilateral hearing loss, predominant on the right side. Ophthalmological examination identified moderate ocular dryness associated with decreased visual acuity in the left eye. These findings supported the diagnosis of auricular and ocular involvement related to lichen planus. The patient was treated with systemic corticosteroid therapy at a dose of 1 mg/kg/day, combined with dexamethasone-tobramycin eye drops. After two months of treatment, marked clinical improvement was observed, with regression of auditory and ocular symptoms, disappearance of dermoscopic signs of disease activity, and significant reduction in pruritus.
DISCUSSION
Mucosal involvement is common in patients with cutaneous lichen planus, with the oral cavity being the most frequently affected site, followed by the anogenital region. Other epithelial locations, including the conjunctiva, upper aerodigestive tract, and external auditory canal, are less frequently reported. Auricular involvement remains poorly documented, and its true prevalence in the general lichen planus population is unknown, largely because of its insidious onset and the nonspecific nature of early symptoms. The earliest descriptions, dating back to the mid-20th century, reported involvement of the tympanic membrane, with clinical manifestations such as otorrhea, tinnitus, pruritus, and progressive hearing loss (Warin et al., 1948). In the largest published case series to date, a ten-year retrospective review from the Mayo Clinic identified nineteen patients with otic lichen planus, most of whom presented with persistent otorrhea and hearing loss and were managed successfully with topical tacrolimus, underscoring both the chronicity of the condition and the value of early topical intervention (Sartori-Valinotti et al., 2013). More recently, a review of treatment options for otic lichen planus highlighted bone-anchored hearing devices as an effective solution for hearing restoration once irreversible conductive loss has occurred, reinforcing that timely recognition can change the therapeutic pathway available to the patient (Lazzerini et al., 2020). Chronic inflammation in the external auditory canal can lead to progressive narrowing, stenosis, and conductive hearing loss that may become refractory to medical treatment alone, occasionally requiring surgical calibration or meatoplasty. Management therefore depends on disease severity, ranging from topical corticosteroids or calcineurin inhibitors to systemic therapies in extensive forms, with auditory rehabilitation reserved for advanced, treatment-resistant cases (Warin et al., 1948; Sartori-Valinotti et al., 2013; Lazzerini et al., 2020; Yukkaldıran et al., 2022).
Ocular lichen planus represents a rare but potentially serious manifestation that can be visually devastating if left unrecognized. The earliest reported cases described conjunctival involvement, followed by eyelid involvement. A recent clinicopathologic review emphasized that conjunctival disease typically predominates and often progresses to extensive scarring that can mimic other forms of cicatrizing conjunctivitis, making histopathological confirmation essential to the diagnosis (Reekie et al., 2024). Isolated corneal involvement, independent of conjunctival scarring, has also been described using anterior segment optical coherence tomography, illustrating that the spectrum of ocular lichen planus is broader than traditionally appreciated and that multimodal imaging can support earlier diagnosis (Leitão & Cabral, 2024). Clinical manifestations may include ocular dryness, chronic blepharoconjunctivitis, keratitis, and involvement of the lacrimal pathways, which can lead to irreversible stenosis or visual impairment; a broader review of ocular involvement across vesiculobullous and lichenoid mucosal diseases similarly stresses the need for close ophthalmological follow-up whenever mucosal disease is present (Mortazavi et al., 2024). Topical corticosteroids and immunomodulatory agents constitute first-line treatment, while systemic immunosuppression may be required in severe or progressive cases. Our observation underscores the importance of heightened vigilance regarding these unusual locations, particularly when symptoms appear concurrently with active cutaneous involvement (Dhermy et al., 1983; Sharma & Singhal, 2001; Mohebbi et al., 2019; Reekie et al., 2024; Leitão & Cabral, 2024; Mortazavi et al., 2024).
The differential diagnosis of auricular lichen planus includes chronic otitis externa, eczematous otitis, and post-inflammatory medial meatal fibrosis, all of which can produce a similarly narrowed and inflamed external auditory canal; histopathological confirmation, showing a band-like lymphocytic infiltrate at the dermo-epidermal junction with associated basal vacuolar degeneration, remains the diagnostic gold standard when the clinical picture is ambiguous. Similarly, ocular lichen planus must be distinguished from other causes of cicatrizing conjunctivitis, including mucous membrane pemphigoid, Stevens-Johnson syndrome/toxic epidermal necrolysis sequelae, and graft-versus-host disease, particularly in patients without a prior diagnosis of cutaneous lichen planus. From a practical standpoint, this case highlights the value of a multidisciplinary approach to lichen planus, involving dermatologists, otolaryngologists, and ophthalmologists whenever mucosal or extra-cutaneous symptoms are reported. Given that auditory and ocular sequelae of lichen planus are often insidious and only partially reversible once structural damage has occurred, a brief, targeted enquiry about hearing and ocular symptoms is worth incorporating into the routine follow-up of patients with active mucocutaneous lichen planus, even in the absence of overt complaints, so that treatment can be escalated before functional impairment becomes established.
CONCLUSION
This case illustrates the importance of systematically assessing auditory and ocular symptoms in patients with lichen planus, even when such complaints are not volunteered spontaneously by the patient. Early identification and appropriate management of these uncommon manifestations are crucial to avoid permanent complications that may compromise hearing and visual function, and awareness of this association among dermatologists, otolaryngologists, and ophthalmologists alike may help shorten the diagnostic delay that currently characterizes most reported cases.
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Figure 1: Reticulated whitish network on the oral mucosa, consistent with oral lichen planus.
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Figure 2: Dermoscopic view showing Wickham's striae on violaceous papules of the skin, suggestive of cutaneous lichen planus.
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