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Abstract. Oral lichen planus post COVID-19 vaccination: report of two cases. Samoilenko A.V.,
Oryshchenko V.Yu., Strelchenia T.M. Manifestations of coronavirus disease 2019, caused by SARS-CoV-2 virus, are
diverse and can vary from asymptomatic infection to respiratory failure needing intensive care. Vaccines against SARS-
CoV-2 focusing on the spike glycoprotein have shown promise in diminishing the spread of Covid-19. Adverse effects,
however, are associated with every vaccination. Currently, there are literature reports of some cases of lichen planus
eruption following COVID-19 vaccine injection. Oral lichen planus is a relatively common immune-mediated
dermatologic disorder that can occur isolated or associated with cutaneous lichen planus. Postvaccination lichen planus
has previously been reported in the literature as a rare adverse event following various vaccinations, especially hepatitis
A and B, influenza, and varicella. The majority of patients presented with classic cutaneous lichen planus, although some
reports highlighted primarily mucosal involvement. Herein we describe two rare cases of erosive-ulcerous oral lichen
planus among SARS-CoV-2 vaccine recipients. The first is a case of a 67-year-old male who developed mucocutaneous
lichen planus 5 days after administration of the single-dose of Ad26.COV2.S COVID-19 vaccine. In the second case, a
56-year-old female presented with reactivation of oral lichen planus after receiving a first dose of Pfizer COVID-19
vaccination 2 days earlier. The mechanism of the association between vaccines and lichen planus is not known, it is
attributed to cell-mediated autoimmunity. Although there is currently no evidence of a causal relationship between SARS-
CoV-2 vaccination and lichen planus, these clinical observations suggest that the COVID-19 vaccine is a possible key
initiating event leading to the development or recurrence of this disease.

Pedepat. YepBoHuii muiieckaTuii JJumani c1n30B0i 000J10HKH MOPOKHUHE PoTa micas BakuuHanii mpotu COVID-19
(nBa kainiuHi Bunagkm). Camoiiienko A.B., Opumenko B.1O., Ctpeabuens T.M. [Ipossu koporagipycHoi x6opoou
2019, suxnukanoi gipycom SARS-CoV-2, pisnomanimui u mMoxcyme eapirogamucs 6i0 6e3cumMnmomHozo nepebicy 0o
ouxaneHoi Hedocmamuocmi, wjo nompebye inmencugnoi mepanii. Baxyunu npomu SARS-CoV-2, 30cepediwceni Ha
Cnaukogomy 2iikonpomeini, Nokazaiu nepcnekmusy wooo smeruents nowupenns COVID-19. Oonak nobiuni epexmu
nos’asamni 3 KoJHCHOW 8akyuHayiero. Hapasi é nimepamypi € nogioominents npo 0esaKi 8UNAOKU 4epP8OHO20 NIeCKAMO20
quwaro wa miai eakyurayii npomu COVID-19. Yepsonuti nieckamuti auwail ciuz080i 000J10HKU NOPOICHUHU POMA €
BIOHOCHO NOWIUPEHUM IMYHOONOCEPEOKOBAHUM OEPMAMONOIUHUM PO3NAOOM, SIKULL MOJICe 3yCMPIuamucs i301b068aAHO 6
NOPOACHUHT poma abo NOEOHY8aAMUCs 13 NPosiGamu Ha wiKipi. [locmeaxkyunanbHuil nieckamuil tuual paniuie Onucy8ascs
6 limepamypi K piOKiCHULL NOOITUHULL egheKm RIC/s PIHUX WenieHb, 0cooauso npomu cenamumy A i B, epuny ma simpsinoi
sicnu. bBinvwicmv makux nayiewmié Mana KIACUYHI WKIPHI NPOSIGU 3AX60PHGAHHS, OOHAK Y OesaKux 36imax
HA2ONOULYBANOCS NEPEBAICHO HA YPANCEHHI CIUZ080I 0O0N0OHKU NOPOdCHURHYU pomd. Mu Hagooumo 08a piOKiCHI KIiHIYHI
BUNAOKU epPO3UBHO-BUPA3KOBOL (POPMU YEePBOHO20 NIECKAMO20 TUULAI0 3 YPANHCEHHAM CAU3080i 000IOHKU NOPONCHUHU
poma cepeo peyunieumig eaxyunu npomu SARS-CoV-2. Ilepwuii nayicnm— ye 67-piunuil 40108iK, y AK020 yepe3 5 OHig
nicns 86edents 00H0003060i Ad26.COV2.S COVID-19 saxyutu po36uHyIuUCa CUMRIMOMU YEPEOHO20 NAECKAMO20 IUUIAIO
3 OOHOYACHUM YPAHCEHHAM AK CAU3080i 000IOHKU NOPOHCHUHU POMA, MAK i wiKipu. Y opyzomy eunaoxy 56-piuna srcinka
36EPHYIACA 3 NPUBOOY PeaKmMUsayii 4epeoHO20 NAECKAMO20 JUUAI0 NOPOICHUHU poma Yepe3 2 OHi niciia OMpUMAaHHA
neputoi 0ozu COVID-19 eaxyunu Pfizer. Mexarizm 36 513Ky MidC 6aKYUHAYIEIO MA YEPEOHUM NIeCKAMUM JUUAEM HAPA3i
00CmMeMeHHO He 8I00MUl, ane U020 NOG A3VIOMb i3 KIIMUHHUM asmoiMyHimemom. Xoua HA yeill 4ac Hemae OOKa3ie
NPUYUHHO-HACAIOK08020 38 13Ky Midic eaxyunayicio npomu gipycy SARS-CoV-2 i uepsonum naeckamum aumiaem, aie
HasedeHl KIHIYHI cnocmepediceHus cgiouams npo me, wo eaxkyuna npomu COVID-19 € moouciusow Kioyuoeow
IHIYII0I04010 NOOJIEI0, WO NPU3600UMb 00 PO3GUMKY ADO PEYUOUBY YbO2O 3AX60PIOGAHHSL.
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The massive spread of the novel coronavirus
infection COVID-19 worldwide, which started at the
end of 2019 in China, and the enormous death toll
called for the high vaccine coverage of the population
[1]. To address the clinical and public health threat of
the COVID-19 pandemic, in addition to traditional
vaccines (inactivated vaccines), vaccines using a variety
of platforms have been made available. The most
innovative vaccines (viral vector (adenovirus) vaccines
and nucleic acid-based vaccines) use the next-
generation platforms and their action is in introducing
sequences that encode the SARS-CoV-2 spike protein,
that plays a crucial role in penetrating host cells and
initiating infection [2].

Adverse effects are known to be associated with
every vaccination [2, 3]. Current COVID-19 vaccines
with an accelerated vaccine development timeline
have shown numerous adverse reaction patterns that
may occur following immunization [2]. Many of
these findings have been reported to be localized
injection site reactions, but uncommonly, especially
in genetically predisposed individuals, immune-me-
diated dermatologic disorders, such as lupus ery-
thematosus, pemphigus, atopic dermatitis, erythema
multiforme, herpes zoster, and lichen planus have
developed following COVID-19 vaccine injection [4].

The aim of our work was to present two rare cases
of erosive-ulcerous oral lichen planus (OLP) trig-
gered by COVID-19 vaccination.

MATERIALS AND METHODS OF RESEARCH

There are presented two clinical cases: a 67-year-
old male patient and a 56-year-old female patient who
attended our University Clinic, Faculty of Dentistry,
Dnipro State Medical University presenting multiple
white lesions and erosions in the oral cavity following
COVID-19 vaccination.

In order to determine the possible association
between COVID-19 vaccine administration and onset
of OLP symptoms, relevant information was re-
viewed, including the medical history (prior lichen
planus, clinical course, treatment course); history of
current vaccination against the SARS-CoV-2 virus
(vaccine type, vaccination strategy). In addition, the
time interval between COVID-19 vaccination and the
development of the first OLP manifestations of the
disease has been analyzed.

Patients were examined according to the tradi-
tional scheme [5] followed by histological exami-
nation [6]. A careful and detailed intraoral exami-
nation was provided. Taking into account the
possibility of involvement of other sites in the lichen
planus manifestations, the skin of the extremities,
trunk, scalp, and nail were also examined. Photo-
graphic fixation was carried out using intraoral
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camera Canon with a ring flash (MacroRing lite
MR-14EX) and dent-o-care mirrors from Filtrop.

Laboratory tests included a blood count test, ESR,
blood glucose test, and urinalysis. Since the association
between lichen planus and liver diseases is well known,
in which hepatitis B and C virus infections play an
important role, serological studies were carried out to
detect antibodies to hepatitis B and C viruses [7].

All other possible differential diagnoses were also
ruled out. The clinical differential diagnosis of our
cases included systemic lupus erythematosus, chronic
atrophic and hyperplastic candidiasis, pemphigus,
allergic stomatitis, and erosive form of leukoplakia.

In the first clinical case (a 67-year-old male pa-
tient), the clinical diagnosis of the erosive-ulcerative
form of oral lichen planus was confirmed by histo-
logy. Second case (a 56-year-old female patient) was
diagnosed based on clinical evaluation which is
acceptable according to the scientific literature [7].
Histology was not performed due to patient refusal.
According to the pathognomic appearance of a
bilateral lace-like pattern (Wickham’s striae) next to
erosions on buccal mucosae, we diagnosed this cases
as erosive-ulcerative OLP.

We continued to follow up patients over the next
year post treatment.

The methodology of the research study takes into
consideration the ethical, legal and regulatory norms
and standards for research set forth in the “Decla-
ration of Helsinki — Ethical Principles for Medical
Research Involving Human Subjects” adopted by the
64th World Medical Association General Assembly
(October 2013). Research study also conforms to the
Convention for the Protection of Human Rights and
Dignity of the Human Being with regard to the
Application of Biology and Medicine adopted by the
Council of Europe (ETS No. 164, April 1997). The
research study was considered and approved by the
Research Ethics Committee of the Dnipro State
Medical University (protocol No. 1 dated February 10,
2020). Before the study, written informed consent for
participating in our study was obtained from the
patients. In the form the patients have also given their
consent for their images and other clinical information
to be reported in the journal.

Case presentation 1.

A 67-year-old male patient V. presented with a
one-week history of intractable burning and pain in
conjunction with acidic, spicy and salty foods intake,
inability of solid food intake.

When asked about possible triggers, the patient
denied any signs of infection, changes in medication
or stress before. He associated onset with the Janssen
Ad26.COV2-S (Johnson & Johnson) vaccination
2 weeks prior. The patient felt discomfort during food
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intake on his buccal mucosa 5days after the
administration of the vaccine against COVID-19. Pa-
tient used chamomile solution rinse to alleviate his
symptoms before seeking help from us. Despite that, the
lesions gradually had increased in number and size.

He had concomitant hypertension. He was on
antihypertensives (Amlodipine 5 mg) for two years, a
smoker for the past twenty years. The patient did not
start new medication during the previous month. He
did not use any new personal oral hygiene products the
year before.

Thus, a review of potential triggers of OLP was
significant only for intramuscular injection of COVID-
19 vaccination. In addition, a few days before im-
munization, the patient underwent a routine preventive

examination in our clinic, which allowed us to
completely exclude OLP history.

Oral examination showed the fibrin-coated ulcers
surrounded by reticular white lines in a lace-like pattern
(Wickham’s striae) on both buccal mucosae (Fig. 1A,
1B). The patient also had an ulcer with a brown crust
and numerous keratinized papules on the left lower
vermillion, which formed white lines on the periphery
of the affected area (Fig. 1C). The lesion measured
2.1 x 0.7 cm and extended from 41 distally to 33 tooth.
Patient wears a fixed partial metal-ceramic denture with
42 and 32 abutment teeth. This lip lesion was caused by
physical trauma during chewing, which was consistent
with the Koebner phenomenon, another pathognomonic
sign of OLP.

Fig. 1A, 1B — grouped keratinized papules in a lace-like pattern (Wickham’s striae)
and focal ulcerations of the (A) right buccal and (B) left buccal mucosa.
Fig. 1C — crusted ulcer secondary to bite trauma (Koebner phenomenon)
and characteristic grouped papules in Wickham’s striae on the left lower vermillion lip.
Fig. 1D — skin lesion, magnification: polygonal, pink, scaly papules on the periumbilical area merged into plaques

After a detailed oral examination, and OLP sus-
pected, extra-oral areas were also examined. Scat-
tered, pink, 1- to 3-mm scaly papules were found on
the back and periumbilical skin area. Some were
coalescing into plaques (Fig. 1D).
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A Dbiopsy specimen obtained from the right
buccal mucosa showed apoptotic basal keratinocytes
with band-like lymphocytic cell infiltration in the
upper lamina propria, consistent with clinical
diagnosis of OLP.
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Patient’s basic hematological parameters were eva-
luated and found to be within normal limits. Neither he-
patitis B virus (HBV) nor HCV infection was detected.

In view of the clinical picture, the timing of the
lichenoid eruption with respect to the vaccination and
the histopathologic findings, an erosive-ulcerous
OLP likely triggered by the COVID-19 vaccination
has been diagnosed.

The patient was instructed to rinse oral cavity with
0.05% solution of chlorhexidine after meals three
times a day, followed by application of steroid gel
Trimistin to the oral lesions, which contained the
triamcinolone acetonide. Trimistin gel also contains a
broad-spectrum antimicrobial agent miramistin, which
protects the oral mucosa, including against fungal
infection and treatment with antifungal drugs, which is
almost always required when the number of steroids
applications exceeds once a day [8].

Topical application of retinoid Corneregel® has been
prescribed as a second-line therapy. Corneregel® has
keratoplastic properties due to the active substance
dexpanthenol. The patient applied gel five times a day
before meals to epithelize the oral mucosa.

The patient was consulted by a dermatologist
and also applied Trimistin onto the skin eruptions
twice a day.

During the treatment period, the patient was advised
to follow a soft bland diet and give up smoking. Home
care instruction was given regarding rinsing and
gentle brushing with a soft tooth brush.

After 3 weeks, the lesion was completely sup-
pressed. The skin lesions resolved during two weeks
with hyperpigmentation.

After the disease is resolved, the patient returned
for a complete periodontal evaluation. The patient
was made aware that, unless the local irritans are
removed, OLP may return or become chronic.

We continued to follow up patient over the next
year post treatment. No recurrence has been noted
during the follow-up period of 1 year.

Case presentation 2.

A 56-year-old female patient K. presented with
complaints of pain and burning sensation in oral
cavity augmented by chewing and swallowing which
resulted in poor alimentation. She reported the oral
eruption had started two days after the first dose of
BNT162b2 (Comirnaty™; BioNTech and Pfizer)
vaccination.

Initially she visited a private dental clinic, where
she was diagnosed with oral lichen planus, given that
two years ago, the patient had clinically confirmed
diagnosis of OLP. Dentist did not associate oral
lesions with COVID-19 vaccination. The patient was
treated to regularly use topical applications with sea
buckthorn oil. However, due to further worsening of
symptoms, the patient was referred to our clinic for
further consultation.

Upon detailed taking of the medical history and
analysis of the patient's medical record, it was estab-
lished that two years prior, after stress, the patient had
a typical form of OLP. Since then, there have been no
recurrences.

She had not started any new medications the year
before and was not taking any drugs chronically.
Patient maintained good oral hygiene and denied
using new personal oral hygiene products.

Oral examination revealed the bilateral symmetric
extensive buccal lesions of the well-demarcated red
erosions with multiple keratinized papules and
network of whitish lines, compatible with Wickham’s
striae (Fig. 2A, 2B). There was no source of irritation
or evident reason of local trauma on those sites.

Fig. 2A, 2B - grouped keratinized papules in a lace-like pattern (Wickham’s striae)
and erosions on the (A) right buccal mucosa and (B) left buccal mucosa
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The patient presented with only oral manifestations
without the involvement of skin, nail lesions.

Oral biopsy was not performed because of the
patient's refusal.

Routine laboratory tests were within normal
ranges. Serologies for hepatitis C virus (HCV) and
HBYV were negative.

According to pathognomonic clinical picture of
Wickham’s striae and the history of OLP, we
diagnosed this case as an exacerbation of OLP
(erosive-ulcerous form).

Though an approach to make a comprehensive
treatment plan was similar to the first clinical case,
the woman was advised to regularly use a topical
corticosteroid. In 3 weeks of follow-up, the patient
informed about inconsistent and minimal use of
topical corticosteroids with the symptoms persisted,
and during this period she received a booster dose of
the Pfizer vaccine.

After a month of treatment with Triamcinolone
acetonide (Trimistin gel) with the supplementary use
of a 0.05% Chlorhexidine mouth rinse and topical
application of Corneregel® under our control, the
eruption gradually resolved and finally disappeared.

During a 1 year’ follow-up period no recurrence
was noted.

RESULTS AND DISCUSSION

Lichen planus (LP) is a T-cell-mediated inflam-
matory chronic disorder that affects oral mucosa as
well as skin, genital mucosa, scalp, and nails [7]. It is
one of the most common dermatological diseases
presenting in the oral cavity [8].

Oral lesions may be the only manifestation of
disease in many cases. Contrarily to cutaneous
manifestations, OLP tends to be chronic, recurrent,
and difficult to treat. According to the World Health
Organization, since 2005 OLP has been considered as
a precancerous condition [7].

White papules that usually coalesce, forming a
network of lines (Wickman’s striae), are the patho-
gnomonic feature to define a lesion as OLP. The
lesions are usually bilateral with relatively symmetric
appearance [9]. The most frequently affected site of
the involvement is the buccal mucosa, followed by
the tongue, gingiva and lower lip.

The imbalance between epithelial regeneration
and T-cells mediated destruction is responsible for
the clinical varieties of OLP. The typical (reticular),
papular and plaque-like forms are usually painless
and are known as the “white” variants of OLP. The
“red” variants of OLP are the atrophic (erythe-
matous), erosive-ulcerative and the bullous forms
which symptoms range from mild discomfort to
episodes of intense pain [9, 10].
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Histopathological examination reveals hyperkera-
tosis, “saw-tooth” rete ridges, band-like cell infiltrate
of CD4+ and CD8+ T cells in the superficial dermis
with degeneration of basal keratinocytes. Such
changes suggest an immune-mediated disease [7,10].

Although the clinical and histological criteria have
been established to diagnose OLP, to date, no causal
factor has been identified [7, 11]. Environmental
factors such as emotional and/or physical stress,
infections (including hepatitis B and C viruses, and
Helicobacter pylori), allergens, medications (such as
beta-blockers, nonsteroidal anti-inflammatory drugs,
antimalarials, diuretics, and oral hypoglycemics) and
mechanical trauma are believed to be involved in the
beginning of the autoimmune process [7, 10].

At the same time, LP is known as one of the side
effects of different types of vaccines which supports
the possibility of a relationship between the disease
and vaccines [12]. Cases of lichenoid eruptions
developing after vaccination against hepatitis A and
B, influenza, varicella, rabies, herpes zoster and com-
bined vaccination against diphtheria, pertussis, and
tetanus vaccination have been widely discussed in the
literature.

The time interval between vaccine administration
and onset of symptoms of lichen planus varied from
one day to 120 days after vaccination, but the critical
period, the so-called marker period, was equal to the
first 2 weeks from injection. If clinical manifestations
of the disease appear during this period, it gives
reason to suggest that the vaccine can be considered
as a trigger factor for lichen planus [12].

The majority reports highlight primarily cuta-
neous involvement with the lower frequency of
mucosal and nail involvement. Vaccine-associated
lichen planus may not be distinguished clinically and
histopathologically from the classical ones [3, 12].
Now, it is also not clear which specific component in
the vaccine initiates this lichenoid eruption, whether
this is a combination of vaccine ingredients or a single
ingredient such as an immunogenic material, an
adjuvant, a stabilizer, or preservative [12].

Our report of two clinical cases of OLP after
COVID-19 vaccination supplements literature data
about rare cases of lichen planus associated with vac-
cination against the new virus SARS-CoV-2 [13, 14,
15, 16, 17, 18].

According to vaccine type, most patients (91.7%)
were vaccinated with a gene therapy-based SARS-
CoV-2 vaccines: 66.7% received an mRNA-based
vaccine [17, 18] and 25% — a viral vector vaccine
[13,16]. Only one subject was vaccinated with the
classical inactivated vaccine [15]. Our patients also
received new generation vaccines, namely a viral
vector vaccine (Janssen Ad26.COV2-S (Johnson &
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Johnson)) and an mRNA vaccine (BNT162b2
(Comirnaty®™; BioNTech and Pfizer)).

Among these patients, three-quarters developed a
new onset of lichen planus, while one-quarter expe-
rienced a reactivation of pre-existing lichen planus.
Our clinical observation was divided equally: one
clinical case of OLP was registered for the first time,
in another one — recurrence of the disease was
diagnosed.

All patients had cutaneous and mucosal invol-
vement, nails and hair were not involved. These
reported cases indicated that lichen eruptions might
arise equally on the skin [16] and on the oral mucosa
[13, 17, 18], and in several cases of OLP was obser-
ved simultaneously with extraoral eruption [15]. Oral
manifestation was dominated by the painless typical
(reticular) form of OLP. In contrast, our patients were
diagnosed with erosive-ulcerous form of OLP, and, to
our knowledge, this is the first attempt ever made to
report the so-called red variant of OLP manifestation
after SARS-CoV-2 vaccine administration.

All cases showed a clear temporal relationship
between the administration of the vaccine and the
onset of symptoms, suggesting that lichen planus may
be an adverse event after SARS-CoV-2 vaccine
administration, especially in susceptible individuals.
Lichenoid eruptions occurred 2—14 days after the first
(4 pts, median: 5 days) [16] or the second dose (6 pts,
median: 9 days) [15, 17, 18] of vaccine. Two patients
developed lichen planus in a week after administra-
tion of the SARS-CoV-2 vaccine (Ad26.COV2-S),
administered as a single dose [13]. In our study, the
onset of OLP in the first clinical case began on day 5
after COVID-19 vaccination with the Janssen vaccine
and two days after the administration of the first dose
of the Pfizer vaccine, when the patient had an
exacerbation of OLP. These data also confirm the
aforementioned time dependence.

Thus, the period of increased risk of lichenoid
eruption associated with vaccines against COVID-19
is primarily within the 2 weeks after vaccination,
which may give an important clue to the diagnosis of
post-COVID-19-vaccination OLP.

Regarding the prevalence of OLP associated
with vaccination against COVID-19, current in-
formation is limited by a few studies and further
evidence is needed.

Study by Hertel M. etal. [17] found that the
incidence of OLP or oral lichenoid lesions (OLL) was
significantly higher in patients who received COVID-
19 (cohort I) vaccination compared to subjects who
were not vaccinated (cohort II). For this, initial
cohorts of 274,481 vaccinated and 9,429,892 not
vaccinated patients were retrieved from the TriNetX
database (USA). Among cohort I, 146 individuals
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developed OLP/OLL in 6 days after COVID-19
vaccination (88 and 58 subjects received mRNA-
and adenovirus vector-based vaccines), whereas in
cohort II, 59 patients were newly diagnosed with
OLP/OLL in 6 days after visiting the clinic for any
other reason. The risk of developing lichenoid
eruptions was calculated as 0.067% vs. 0.027%, for
vaccinated and not vaccinated patients [24]. Unfor-
tunately, the study did not single out cases of OLP,
which does not allow us to draw final conclusions.

McMahon et al. [19] analyzed the reports of pa-
tients with cutaneous reactions to SARS-CoV-2 vac-
cination. This study relied on the biopsy reports that
were entered in the International COVID-19 derma-
tology registry from December 24, 2020 to May 19,
2021. Histopathological characteristics of LP fol-
lowing SARS-CoV-2 vaccination were detected by
board-certified dermatopathologists in only four
(6.89%) biopsy reports, while of the 803 cases, only
58 (7%) cases had biopsy reports available for review.
The authors concluded that overall registry case
numbers may not be representative of the true pre-
valence of vaccine-induced LP, as providers were less
likely to biopsy more-common or easily recognized
conditions [19].

The mechanism of post-COVID-19- vaccination
OLP is not definitively known. One of common
hypotheses, most often cited in the research literature,
originates in the theory of cell-mediated autoim-
munity when the presence of antigens on the surface
of epithelial basal cells trigger an abnormal T-cell
cytotoxic reaction [12,16, 13, 14, 15]. Vaccination
induces a Thl cell response and the subsequent
release of pro-apoptotic cytokines, which may play a
key role in the pathogenesis of lichen planus.

It cannot be ruled out that the occurrence of OLP
after COVID-19 vaccination could be a simple
coincidence. However, the temporal correlation as
well as absence of any of the classical risk factors
in our cases and in previous reports are suggestive
for vaccine related OLP, and that the vaccine alone
represents a triggering factor necessary for immune
alteration sufficient for the development of OLP.

Thus, it seems unlikely that the occurrence of OLP
in our patients is accidental, as also evidenced by the
fact that there were no recurrences of OLP during the
following 12 months after treatment.

This report is limited by insufficient clinical in-
formation to draw definitive conclusions regarding
the association between the pathogenesis of OLP and
vaccination against COVID-19. To confirm these
claims, further research and evaluation are needed,
including data of official reporting system of adverse
events from the COVID-19 vaccination.
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CONCLUSION
1. Presented two clinical cases of erosive-
ulcerative oral lichen planus are most likely related
to vaccination against COVID-19.

2. It can be hypothesized that vaccines against
COVID-19 (mainly innovative vaccines) can
trigger oral lichen planus, either as a new disease
or a reactivation of previously diagnosed one, but
proof of association as well as exact mechanism of
development wait for further investigation.
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