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Introduction
Lichen planus (LP) is a chronic mucocutaneous disorder of the
stratified squamous epithelium that affects oral and genital mucous
membranes, skin, nails, and scalp [1]. LP is as a cutaneous and mucosal
eruption is usual in middle-aged patients with 30-60 years of age and
is more common in females, which rarely reveal with only oral or nail
findings [2].

The primary aims of LP treatment are the reduction of painful
symptoms, oral mucosal lesions, the risk of oral cancer, and the
maintenance of appropriate oral hygiene [3]. Up to now, diverse
therapies are described for LP including drug therapy, surgery, psoralen
with ultraviolet light A (PUVA), and laser [4]. Different drugs have been
used in the form of topical and intravenous for the LP treatment [5,6].
Systemic corticosteroids and steroid-sparing agents can be used to treat
dermatologic conditions like LP [7]. Although these immunomodulatory
medications have the possibility to decrease morbidity and mortality; its
use accompanied with some risk [8]. Immunosuppression effect of steroids
may predispose patients to infection with opportunistic microorganisms
[9], such as Pneumocystis jiroveci (previously P carinii), which can cause
potentially life-threatening pneumonia [10]. Thus, prophylactic agents
must be considered as a crucial part of treatment for LP. In this study, we
reported a case with 4 years steroid treatment period who was involved
with pneumocystis pneumonia.
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Case Study

A 48-year-old woman was admitted in our outpatients’ facility
with a 3-week history of fever, chill, dyspnea and productive cough.
She was treated as community-acquired pneumonia (CAP) with
different antibiotics like Azithromycin and Levofloxacin, but she had
no improvement. Past medical history includes Lichen planus. Patient
medications include prednisone 15 mg daily and mycophenolate mofetil
(MMF) 1000 mg daily (with a history of 4 years consumption) for LP. She
was reported as having no known drug allergies, vomiting, dysuria and
sneezing symptom or contact with an infectious source.
The patient was admitted and undergone comprehensive assessment
and clinical examination revealed nothing more than a crackle in lung
auscultation. Laboratory findings are illustrated in table 1. ABG was
normal (Table 1).
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Table 1: Laboratory test results.
Test
WBC
RBC
Hgb
Neutrophil
Lymphocyte
LDH
PPD
BAL MTB-PCR
BAL MTB-smear
HIV Ab

Result
3300
3.78
11.3
74
22
337
1
Neg.
Neg.
Neg.

Unit
Cu.mm
mil/Cu.mm
g/DL
%
%
U/L
mm
-------

Ref. value
4000-11000
4.2-5.6
11.7-16
55-75
20-40
<240
---------

Flag
Low
Low
Low
----High
---------

Figure 1: CXR shows bilateral patchy infiltration.

Figures 2 and 3: Lung CT scan shows patchy infiltration.

CXR revealed bilateral patchy infiltration (Figure 1)
and Spirometry test showed no restrictive or obstructive
disorder. A lung CT scan was performed and patchy
consolidation, especially in the periphery, was reported
(Figures 2 and 3).

Fiberoptic bronchoscopy (FOB) and bronchoalveolar
lavage (BAL) were done. BALs were analyzed for microbial
and fungal examination and cytological evaluation which
were negative for Acid fast bacilli, Nocardia and Tumor
cells but were positive for Pneumocystis jiroveci PCR. She
was diagnosed with pneumocystis pneumonia, with the
causative agent suspected to be long-term use of steroids
and mycophenolate mofetil. The treatment was started with

co-trimoxazole (15 mg TMP/kg/day)//IV for 2 weeks. After
2 weeks the patient was discharged with a good condition.
Prophylactic co-trimoxazole was started for her with a dose
of SS 480 mg/ daily.

Discussion

Pneumocystis is a kind of opportunistic fungus that is
commonly exist in the nature. Pneumocystis jiroveci is the
major underlying organism for PCP on immunocompromised
hosts which is transmitted to its source through the
airborne route [11]. COPD patients usually experience
colonization of the microorganism. In people with HIV, PCP
has less severity and slow progression but morbidity and
mortality in Non- HIV are high [12]. Non- HIV patients who
are assumed predisposed for the disease are those with
malignancy, immunosuppressant drug consumption, organ
transplantation (solid organ and stem cells) and malnutrition.
Rare cases were reported among non-immunocompromised
patients [13].

PCP clinical manifestation includes dry cough,
shortness of breath, bilateral interstitial infiltration, fever
and hypoxemia. The principle diagnostic methods are
bronchoalveolar lavage and sputum culture [14]. Up to
90% of patients with PCP, have a history of corticosteroids
consumption [15]. Moreover, mycophenolate mofetil and
low dose corticosteroids might be another predisposing
factor [16]. In our case, co-consumption of these drugs
had led to PCP, while patient did not used to medicate with
prophylaxis regimen.

The benefit of prophylaxis for Pneumocystis
jiroveci pneumonia (PJP) is well documented in
immunocompromised patients, especially those with HIV
and/or AIDS. The role of co-trimoxazole prophylaxis in nonHIV patients on chronic steroids remains controversial [17].
Some researchers suggest implementation of a prophylaxis
regimen for patients who use 20 mg prednisone per day for
one month [18]. Although prophylaxis recommendations to
all recipients of more than 20 mg of prednisone may also
involve patients at low risk for PCP [19].
The drug of choice for prophylaxis is daily use of cotrimoxazole (DS/SS). Although use of SS form may cause
lower side effects. Alternative regimens are co-trimoxazole
DS (triple doses weekly), Dapsone, pyrimethamine and
leucovorin, pentamidine, Atovaquone, Atovaquone plus
pyrimethamine and leucovorin

Conclusion

Routine use of prophylaxis regimen is not still clear for
non-HIV PCP infected patients. By presenting this case we
meant to highlight the risk among immunosuppressant
consumer patients.
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