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Introduction 

Lichen Planus (LP) is an idiopathic chronic 

inflammatory skin disease affecting the skin and 

mucosal membranes.1 Consisting of typical 

purplish, pruritic, plain topped, polygonal, 

polished, papules and plaques of different shapes 

and sizes but same histology. Eruptive LP, or 

generalized or exanthematous LP is a rare entity 

of LP.  

Causative factors of eruptive LP are not very 

clear. Several studies have suggested a role for 

hepatitis C virus (HCV) in LP.2,3 The role played 

by HCV in triggering LP remains unclear. Even 

IFN therapy for HCV has been found to initiate 

or worsen lesions of LP.4 Other viruses have 

been implicated in the pathogenesis of LP 

including hepatitis B virus (HBV),5 human 

herpes virus 6 [HHV-6] and HHV-76 and 

varicella zoster virus.7,8 Eruptions have also been 

reported after immunization, especially hepatitis 

B vaccination.9,10 Acupuncture is also a cause.11 

Methods 

A quasi-experimental study was performed at 

the department of dermatology, Nishtar hospital, 

Multan from 01-05-2018 to 31-10-18. Patients 

were enrolled after getting prior approval from 

the hospital’s ethical committee. An informed 

written consent was obtained from every patient. 

Total 30 patients were included in the study by 

non-probability consecutive sampling. Inclusion 

criteria were patients of eruptive lichen planus 

diagnosed clinically up to 3 months of duration, 

of both sexes and age. An exclusion criterion 

 

 

 

Aliya Akhtar, Nighat Fatima, Farah Sattar, Shazia Zubair, Sumara Rashid, Mehwish Saeed 

 

Department of Dermatology, Nishtar Medical University, Multan. 

 

Abstract Objective To measure the efficacy of oral acyclovir for treatment of eruptive lichen planus. 

 

Methods This quasi experimental study was done in outpatient department of Dermatology, Nishtar 

Medical University, Multan, from 01-05-2018 to 31-10-2018. Total thirty patients of eruptive 

lichen planus of either sex and age ranging from 18 – 65 years were included in this study. They 

were given oral acyclovir 400 mg three times a day for six weeks. Patients were followed up at 

three and six weeks and then up to three months to find out the efficacy of treatment. 

 

Results A total of 30 patients were enrolled in the study with mean age of 37.76%±13.92. Males 

were 46.66% and females were 53.33%. 23 out of total 30 (76.7%) patients showed effective 

response to oral acyclovir. 

 

Conclusion Oral Acyclovir is an effective and innovative treatment for eruptive lichen planus. 

 

Key words 

Eruptive lichen planus (eLP), hepatitis B virus (HBV), hepatitis C virus (HCV), diabetes mellitus 

(DM), upper respiratory tract infection (URTI), acyclovir (Acv). 



Journal of Pakistan Association of Dermatologists. 2020; 30(1): 53-57. 
 

 54 

was patients of chronic LP with duration of 

more than 3 months and history of renal disease. 

Severity of disease was noted clinically by 

taking photographs before the start of the 

therapy. Baseline demographic information such 

as name, age, sex was noted. Liver function tests 

and renal parameters were requested and they 

were found to be normal. Serology for viral 

hepatitis (HCV and HBV) was done with 

variable results. Real time Polymerase Chain 

Reaction (PCR) for HHV6, HHV7 and HHV8 

was not available. After taking informed 

consent, patients were given 400mg oral 

acyclovir, three times a day along with oral 

levocetirizine 5 mg daily, up to six weeks. 

Response to treatment was assessed clinically 

every 3 weeks and comparing these with pre-

treatment photographs. Improvement was seen 

at the end of 6 weeks by 70% reduction in skin 

lesions. No adverse effects were reported.                                  

Statistical analysis was performed using SPSS 

version 20. Quantitative variables like age and 

reduction in skin lesions were calculated as 

mean and standard deviation. Qualitative 

variables like sex, association with hepatitis B, C 

were calculated as frequency and variables. 

Mean reduction in skin lesions was measured by 

subtracting post-treatment, 70% reduction in 

skin lesions from 100. 

Results 

Study included 30 patients with eruptive lichen 

planus. There were 16 female patients (53.33%) 

and 14 male patients (46.66%). Mean age of 

study cases was 37.76±13.92 years, with 

minimum age 18 years and maximum age 65 

years. 

HBV infection was noted in 6 (20%) while anti- 

HCV reactive in 14(46.7%) patients with LP. 

History of DM was noted in 8(26.7%). Mean  

Table 1 Association of response with different 

parameters 

Parameters 
Response 

P-Value 
Yes No 

Gender   
0.204  Male 9 5 

 Female 14 2 
HBV   

1.00  Positive 5 1 
 Negative 18 6 
HCV   

0.086  Positive 10 06 
 Negative 13 01 

DM   

1.000  Yes 06 02 

 No 17 05 

Etiology   

0.304  Yes 05 00 

 No 18 07 

RTI   

1.000  Yes 05 02 

 No 18 05 

duration of symptoms of disease was 2.26±0.71 

months. 

Drugs related association was positive in 

5(16.7%) and association of URTI was noted in 

7 (23.3%) LP patients. Response with acyclovir 

was noted in 23(76.7%) and association of 

response with different parameters is given in 

Table 1. 

Discussion 

Lichen planus (LP) is an inflammatory disease 

affecting the skin and mucosae, triggered by cell 

mediated immunity. Eruptive LP presents as 

generalized, progressive, erythematous, plain 

topped, polygonal macules and papules that may 

become purplish in color. After resolution, there 

may be residual hyperpigmentation.12 Lesions 

can occur on the extremities, trunk and may 

even involve the mucosae.13 Lesions erupting in 

different phases may have similar morphology, 

suggesting evolutionary chronology. 

There is no well documented line of treatment
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Figure 1a Before treatment 

 

 
Figure 1b After 6 weeks 

for eruptive LP. However, taking into account 

the widespread nature of the disease, systemic 

therapy may be recommended. Systemic 

corticosteroid therapy alone or with 

phototherapy has been effective in curing 

current lesions and prevention of new 

lesions.14,15 Similarly pulsed Itraconazole was 

found to be effective.16 Topical steroids, 

cyclosporine and systemic griseofulvin were not 

effective but Etretinate was found effective.17 

However, eruptive LP may clear spontaneously, 

as with most other types of LP.  

LP is an itchy, immune mediated dermatosis

Figure 2a Before treatment 

Figure 2b After 6 weeks 

with strong viral etiology. Data indicate viral 

etiology, which may be placed into two groups. 

One in which there is an anecdotal suggestion, 

like VZV, EBV, CMV, HPV, HIV and herpes 

virus (HHV-7, HHV-6). The other group 

includes viruses that have a documented 

association with LP,like HCV.18 Nagao et 

al.(2016) studied that LP patients having HCV 

were treated with a combination of daclatasvir  

and  asunaprevir completely without any side 

effects.19 High dose acyclovir is proven effective 

against HHV-6 but has less effects on HHV-7 

due to lack of thymidine kinase enzyme required 

for the action of acyclovir.20 Standard treatment 

for Varicella-Zoster is Acyclovir 800 mg 5 times 

a day but for the treatment of herpes viruses like 

HSV lower doses are recommended.21 Keeping 

this in view, antiviral drugs may be useful in the 

treatment of LP, especially, the eruptive type 

with a short history, in the initial phase ,when 

the viruses are replicating actively.22 Medical 

treatment of LP includes a variety of topical and 

oral medication. Most of these treatment 
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modalities are time taking, lack durable 

remission, and have potential side effects and 

these are the drawbacks of these modalities. 

There is a growing demand for fast and easy 

compliance and side effects free novel therapy. 

Focusing on all these facts, we conducted this 

study using acyclovir an anti-viral agent, in a 

dose of 400mg thrice daily, along with 

levocetirizine as immune-modulator and anti-

pruritic agent. Our study results showed 

significant improvement in skin lesions with 

these agents and with no drug-associated side 

effects reported by the patients. However, 

lesions clearance was uniform in all patients 

regardless of association with hepatitis B and C. 

Conclusion 

Oral acyclovir in combination with 

levocetirizine is an effective therapy for the 

treatment of eruptive lichen planus. Future 

studies are needed to identify optimal dosage 

and possible factors affecting response to 

antiviral treatment. Also larger sample size with 

different variants of LP should be considered to 

study the relationship of viral etiology and role 

of antivirals in the treatment of LP. 
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