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LETTERS TO THE EDITOR

Pulse steroid therapy in generalized
lichen planus

To the Editor:

intermittent corticosteroid megadose
therapy (pulse steroid therapy) is now being used
with increasing frequency in a number of derma-
tological disorders of immune origin.’ Although
etiology of lichen planus remains elusive, several
observations suggest that altered immune func-
tion is involved in development of clinical lesions.”
There are only sporadic reports of use of
megadose steroid in this condition.® We would like
to share our experience of successful use of pulse
steroid therapy in an elderly female of recalcitrant
generalized lichen planus. This 80 -year-old female
first developed lichen planus lesions 7 years back.
Since then she had suffered periodic exacerba-
tion and remissions. In preceding one year, there
wdas an increase in extent and severity of the erup-
tion. Past therapies included topical steroids, oral
antihistaminics and intermediate to high dose of
oral and inframuscular steroids for reasonably pro-
longed period but ncne was found to have any
lasting effect on her lesions. It was then decided
to give her steroids in pulse form (Inj.
dexmethasone 50 mg dissolved in & per cent dex-
frose solution and given L V. slowly for 3 consecu-
five days). All precautions were taken prior to insti-
tution of such high dose steroid (serum electro-
tytes, ECG, X-ray}. No other concomitant medicing
was allowed, except use of emollients. Within one
week of institution of pulse steroid, her lesions
started regressing. Itching was reduced by about

103

%0 per cent and she had comfortable night sleep.
In her words, she never had it so good. Remission
was maintained till about 3 weeks, when a few
new active lichen planus lesions reappeared. At
that point of time another round of dexametha-
sone pulse (3 injections of dexamethasone 50 mg

_Lv. on consecutive days) was repeated. This ef-

fectively controlled minor exacerbations. To our
surprise, for another 4 months patient was in com-
plete remission, free of any medications, except
using moderately potent topical steroids. She con-
tinues to be in remission only with hydroxyzine (25
mg Three times daily) and topical steroid. Our case
ilustrates the point that in many cases of general-
ized lichen planus where oral steroids prove to be
ineffective, atfempt foinduce remission with puise
steroid is worth ¢ trial, It could just be that it breaks
the “therapeutic dead lock”.
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