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Lichen Planus; A Review and Alternative Treatment Modality. 

  

Abstract; Lichen Planus (LP) is a chronic recurrent rash of unknown cause with no 

established cure, with a possible auto-immune link. This condition generally affects 

adults and can involve any portion of the body. It commonly affects the wrists, ankles, 

and oral and genital tissues, and can be itchy and painful. LP may spontaneously resolve 

and in certain cases is managed with a variety of topical and oral medications. This paper 

documents cases where ozone and ozonated plant oils have been used to manage this 

condition. 

  

Lichen Planus (LP) mainly causes an itchy skin rash. In some people LP can be 

distinguished from eczema, psoriasis, and other common rashes purely on the basis of its 

clinical appearance.   In most cases the condition resolves within 6-18 months. Treatment 

is commonly with a steroid cream or 

ointment to ease the itch and reduce any 

rash until the condition clears. 

  

LP affects women more than men at a 

reported ratio of 3:2, and occurs 

most often in middle-aged adults. About 1 in 50 people develop LP. More than two thirds 

of cases occur in people aged between 30 and 60 years of age. The involvement of the 

mucous membranes is seen frequently and usually is asymptomatic. Occasionally LP can 

be complicated by extensive painful erosions. Children are rarely affected. LP may be 

associated with hypothyroidism in young females. Females have a higher incidence of 

oral lesions. There is no evidence to show LP is an inherited disease, or that it is an 

infection. LP is not contagious and cannot be spread from one person to another. In rare 

cases severe LP may progress into cancer (Cheng et al, 2011; Shen et al, 2011; Konidena 

et al; 2011, Cao et al, 2011; Liu et al, 2011). 

  

Recent published research by Danielsson et al points to an auto-immune link (Danielsson 

et al, 2011). Nico et al provide a good review of oral lichen planus and the challenges the 

dental community face in offering effective treatment for this debilitating and worrying 

condition (Nico et al, 2011). 

  

The onset of LP can be sudden or gradual. The first attack may last for weeks or months, 

and recurrences may happen for years. Inflammation develops in the skin resulting in a 

dermal rash. However, the cause of the inflammation is not known. One theory is that the 

immune system may be triggered by a virus or other environmental factor to attack cells 

in the skin, which leads to tissue inflammation. The treatment for this autoimmune 

disease predominantly is palliative. 

  

1 in 50 people develop lichen planus; more 

than two thirds of cases occur in people 

aged between 30 and 60 years of age; the 

majority are female 

 



Clinical features; LP takes several forms. Classical LP is characterized by shiny, flat-

topped, firm papules (bumps) varying from pin point size („guttate‟) to larger than a 

centimetre. They are a purple colour and often are crossed by fine white lines called 

„Wickham's striae‟. They may be close together or widespread, or grouped in lines (linear 

LP) or rings (annular LP). Linear LP can be the result of scratching or injuring the skin. 

Although sometimes there are no symptoms, it is often very itchy. 

  

LP may affect any area, but is most often seen 

on the front of the wrists (Fig 1), lower back, 

and ankles. On the palms and soles the papules 

are firm and yellow. Very thick scaly patches 

are particularly itchy and are most likely to 

arise around the ankles (hypertrophic LP) (Fig 

2). New lesions may appear while others are 

clearing. As LP papules clear they are often 

replaced by areas of greyish-brown 

discolouration, especially in darker skinned 

people. This is called post-inflammatory hyper-

pigmentation and can persist for months. 

  

LP-like skin eruptions are rarely seen in 

pharmaceutical sensitivity. Known as a 

„lichenoid‟ drug eruption, this is sometimes 

seen with antimalarials, betablockers, anti-

inflammatory medicines, thiazide diuretics and 

gold injections. The rash clears within a few 

weeks after ceasing medication. Oral LP has 

also been associated with hypersensitivity 

reactions to corrosion products from mercury-

containing fillings in teeth or from heavy metal 

contaminated surrounding tissues. Pre-existing 

medical conditions in patients, such as Hepatitis C (HCV), has been associated with 

extensive LP (Petti et al, 2011). However, it is unclear if this virus is the cause of LP in 

such situations. Although HCV and OLP were significantly associated, the majority of 

OLP patients were not affected by HCV. 

  

Because there are a number of other lichenoid eruptions that resemble LP a biopsy 

confirmation is frequently necessary. Persistent oral or vaginal LP, with spots that thicken 

and grow together, can sometimes be difficult to distinguish clinically from whitish 

precancerous leukoplakia plaques. A biopsy can be helpful in this situation. A tissue 

biopsy would be necessary to distinguish lichenoid drug eruptions from classical LP 

which is not caused by medication. Stopping the offending drug is associated with 

complete resolution of the eruption. 

  

In a review, Usatine and Tinitigan reviewed the diagnosis and treatment of LP (Usatine 

and Tinitigan, 2011). The authors described LP lesions using the six „P's‟; planar (flat-
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topped), purple, polygonal, pruritic, papules, plaques. The commonly affected sites are 

near the wrist and the ankle. The rash tends to heal with prominent blue-black or 

brownish discoloration that may persist for long time periods. Besides the typical lesions, 

many morphological varieties of the rash occur. The presence of cutaneous lesions is not 

constant and may come and go over time. 

  

The microscopic appearance of LP is pathognomonic for the condition (Fig 3); the 

histopathological signs are of a „lichenoid tissue reaction‟ affecting the epidermis. 

Typical features include: an irregularly 

thickened epidermis or hyperparakeratosis, 

the development of a "saw-tooth" 

appearance of the rete pegs, degenerative 

skin cells or a liquefaction degeneration of 

the basal layer of the epidermis with 

Civatte or colloid body formation, a result 

from degenerating epithelial cells, a band 

of inflammatory cells just beneath the 

epidermis, and melanin pigmentation 

beneath the epidermis. Direct staining by 

immunofluorescent techniques may reveal 

deposits of immunoglobulins at the base of the epidermis 

  

The epithelial connective tissue interphase weakens, resulting in formation of histological 

cleft known as Max Joseph's space. 

  

Lichenoid reactions are referred to as lichenoid mucositis of the mucosa or dermatitis of 

the skin. LP has been reported as a complication of chronic hepatitis C virus infection and 

can be a sign of chronic graft-versus-host disease of the skin (Lichenoid reaction of graft-

versus-host disease). It has been suggested that true LP may respond to stress, where 

lesions may present on the mucosa or 

skin during times of stress in those with 

the disease. 

  

People with LP have a slightly 

higher than average chance of 

developing other inflammatory diseases. For example: ulcerative colitis, alopecia areata, 

vitiligo, dermatomyositis, morphea, lichen sclerosus, and myasthenia gravis. This is 

probably due to some people being more prone to immune or inflammatory conditions. 

However, most people with LP do not develop any of these other conditions. 

  

Where women show a history of LP, vulval and vaginal involvement can cause painless 

white streaks. However, it can also cause painful red sore areas of the vulva and entrance 

to the vagina. This can be sore, itchy and in severe cases make it very painful to have sex. 

Scar tissue may also develop which may narrow the entrance to the vagina. In males, the 

glans of the penis may show the typical skin rash with white patches. If the vulva is badly 

patients with lichen planus have a 

slightly higher than average chance of 

developing  inflammatory diseases 
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affected, there is a slight increased risk of developing cancer of the vulva – vulvovaginal-

gingival LP. 

  

LP can resemble other skin conditions such as atopic dermatitis and psoriasis. Where LP 

affects fingers, toes and the scalp, nail & hair loss is irreversible. About 1 in 10 people 

with LP have affected nails. LP affects one or more nails in 10% of cases, sometimes 

without involving the skin surface – if all nails are abnormal and nowhere else is affected 

it is called twenty nail dystrophy. The nail plate tends to thin and may become grooved 

and ridged. The nail may darken, thicken up or lift off the nail bed (onycholysis). 

Sometimes the cuticle is destroyed and forms a scar (pterygium). The nails may shed, 

stop growing altogether and rarely, completely disappear. 

  

Very rarely, LP rarely affects the oesophagus, eyelids, ear canal, bladder and anus. In 

esophageal involvement, it can present with erosive esophagitis and result in narrowing 

with permanent scarring. 

  

Clinical experience suggests that LP of the skin alone is easier to treat as compared to one 

which is associated with oral and genital lesions. Oral lesions tend to last far longer than 

cutaneous LP lesions. When LP affects the mouth (known as Oral LP or OLP), it most 

commonly occurs on the insides of the cheeks. It also can appear on the tongue, lips, and 

gums. 

  

Oral Lichen Planus or OLP. 

  

Oral lichen planus (OLP) is a common chronic autoimmune disease associated with cell-

mediated immunological dysfunction. Symptomatic OLP is painful and complete healing 

is rare (Thongprasom et al, 2011). 

  

The mouth is involved in 50% of 

cases and is often the only affected 

area. The usual areas affected are 

the inside of the cheeks and the sides 

of the tongue, but the gums and lips may also be involved. The most common features 

are: painless white streaks in a lacy or fern-like pattern; painful and persistent ulcers 

known as Erosive LP; diffuse redness and peeling of the gums, known as desquamative 

gingivitis. 

  

Patients with oral lesions may complain of: patches of tiny white dots and lines that can 

look like lace; redness and swelling; peeling on the gums; painful sores that can hurt or 

burn. Hot or spicy foods are especially difficult to eat. 

Mouth ulcers can occur with or without the skin rash. In some cases, the gums become 

red and sore. About half of people with a LP skin rash develop white streaks on the inside 

of the cheeks, gums or tongue. This is usually painless and not itchy. It may not be 

noticed unless looked for. Sometimes OLP occurs without any skin rash. 

  

OLP may present in one of three forms; 

50% of patients with lichen planus 

have oral lichen planus lesions 



  

1. Reticular OLP is the most common presentation and manifests as white lacy streaks on 

the mucosa, known as Wickham's striae, or as smaller papules. The lesions tend to be 

bilateral and are asymptomatic. The white lacy streaks may also be seen on other parts of 

the mouth, including the gingiva, the tongue, palate and lips. 

 

2. Bullous OLP presents as fluid-filled vesicles which project from the surface. 

 

3. Erosive OLP (Atrophic LP & Ulcerative LP) present with erythematous areas that are 

ulcerated and uncomfortable. The erosion of the oral epithelium may occur in multiple 

areas of the mouth. 

  

 These lesions can be more prominent on the posterior buccal mucosa and the tongue (Fig 

4 and 5), or in one area such as the gums, where they resemble desquamative gingivitis. 

Wickham's striae may also be seen near these ulcerated areas. This form may undergo 

malignant transformation, and although this is controversial, the malignant 

transformation rate is thought to be 1% to 5% depending on which reference is taken 

(Accurso et al, 2011; Poomsawat et al, 2011; Warnakulasuriya et al, 2011). For any 

persistent oral lesion of erosive LP that does not respond to topical corticosteroids, a 

biopsy is recommended to rule out premalignant change or malignant transformation. 

Reactions to amalgam fillings may contribute to the oral lesions very similar to LP, and a 

systematic review found that many of the lesions resolved after the fillings were replaced 

with a different bio-compatible material (Issa et al, 2005).  

  

In many cases it is thought mercury may have leached into tissues surrounding teeth that 

once housed amalgam fillings.  There may also be amalgam tattoos from restorative 

materials escaping into soft tissues during dental procedures. 

  

Care of OLP is within the scope of oral medicine and the general dental practitioner. 

Diagnosis is aided by the VELscope™.  Awan et al, 2011 examined the efficacy of the 

VELscope to assess oral potentially malignant disorders and benign keratoses. While 

VELscope was useful in confirming the presence of oral leukoplakia and erythroplakia 

and other oral mucosal disorders, the device was unable to discriminate high-risk from 

low-risk lesions (Awan et al, 2011). Where there is any doubt, patients should have a 

biopsy or be referred to the local consulting service for histopathology. 

Fig 4 Fig 5 



  

Currently there is no cure for LP but there are certain types of pharmaceuticals used to 

reduce the effects of the inflammation. LP may go into a dormant state after treatment. 

There are also reports that LP can 

flare up years after it is considered 

cured. 

  

Thongprasom et al, and Keenan and 

Ferraiolo noted that there is largely 

insufficient evidence for the effectiveness of any one treatment modality for oral lichen 

planus (Keenan and Ferraiolo, 2011, Thongprasom et al, 2011). 

  

Although topical and injected steroids are considered to be first line treatment, the 

Thongprasom et al review identified no single steroid being any more effective than 

another. They found weak evidence that aloe vera may reduce the pain of OLP and 

improve the clinical signs of disease compared to placebo. There was weak and 

unreliable evidence that cyclosporin may reduce pain and clinical signs of OLP. There 

was no evidence that other calcineurin inhibitors reduce pain compared to either steroids 

or placebo. From the 28 trials included in their systematic review, the wide range of 

interventions compared meant that there is insufficient evidence to support the 

effectiveness of any specific treatment as being superior. 

  

In more severe cases, physicians may recommend oral medications or therapy with 

ultraviolet light. Oral medications may include a course of oral corticosteroids such as 

prednisone or metronidazole (Flagyl). Occasionally, other immunosuppressive agents 

may be employed. A low-dose oral corticosteroid every other morning may be also 

prescribed. Ultraviolet light (PUVA) treatment may help for lip and facial skin lesions. 

For painful lesions within the mouth, the use of special mouthwashes containing a 

painkiller (such as lidocaine) before meals may provide some relief. 

  

Mansourian et al, 2011 published a study showing aloe vera mouth rinses may reduce the 

pain and accelerate healing in some cases (Mansourian et al, 2011). 

  

In some cases oral LP affecting the gums is due to contact reactivity to mercury in 

amalgam fillings on nearby teeth. This can be exacerbated when other metals such as 

gold are present, thus increasing corrosive breakdown of the amalgams.  The cause can 

sometimes be confirmed by patch testing. In these patients the LP may resolve on 

replacing the fillings with composite material (Issa et al, 2004). If the LP is not due to 

mercury allergy removing amalgam fillings is very unlikely to result in cure. Any drug or 

chemical suspected of being the cause of the LP should be discontinued. 

  

In patients where implant therapy is being considered, Czerninski et al showed that OLP 

does not adversely affect existing implants, or negatively impact into the provision of 

implants where OLP has been previously diagnosed (Czerninski et al, 2011). Dental 

implants and OLP was previously reported by Hernández et al, 2011. 

  

there is no cure for lichen planus but 

there are pharmaceuticals that reduce 

the effects of  inflammation 



In both studies, pocket depth, mobility, bleeding on probing, erythema, pain and 

radiolucency around the implants, as well as clinical findings and OLP symptoms were 

recorded. Follow-up ranged from 12-24 months. No implant failures were recorded in 

either study. The studies concluded that success of implant rehabilitation among treated 

OLP patients does not seem to be different from the success rate in the general 

population. OLP is not a prominent local player in the genesis of implant failure. 

  

More importantly, Czerninski et al showed that implant placement does not influence the 

disease manifestations or spread OLP from one area of the mouth to another within their 

study time. 

  

Where dental patients present in the dental office, if they are female, are diagnosed with 

OLP, and are in the „at-risk‟ age group – between 50 to 90, they should be advised to 

seek urgent medical assessment. A study by Origoni et al, 2011 showed that oral lesions 

are often accompanied with vaginal lesions. The mouth is truly a mirror of the body 

(Origoni et al, 2011). 

  

Lichen Planus Treatment. 

 

There is no quick cure for LP. However, for the majority of patients, it is likely to clear in 

time. Treatment aims to relieve itching and improve the appearance of the rash until it 

goes away. No-treatment is an option if symptoms are mild. Pharmaceutical products 

used to treat LP include: oral and topical steroids; oral retinoids; immunosuppressant 

medications; hydroxychloroquine; tacrolimus; dapsone. Non-drug treatments: UVB 

NarrowBand Phototherapy (Kassem et al, 2011); laser therapy (Sivolella et al, 2011); 

Aloe vera (Mansourian et al, 2011); Ozone (Holmes et al, 2011) 

  

Severe LP may be treated with steroid 

injections (Fig 6). Other treatments 

include long term antibiotics, oral 

antifungal agents, phototherapy, acitretin, 

methotrexate and hydroxychloroquine. 

The immune modulating drugs that inhibit 

calcineurin, tacrolimus ointment and 

pimecrolimus cream, may be useful for 

oral and genital LP. 

  

The effect of steroid creams, mouth rinses 

and ointments is variable. They work in many cases to ease itch, but may not actually 

clear the rash. Steroid tablets - may be advised if LP is severe. This may clear or greatly 

reduce the rash. Steroid tablets taken for longer than a few weeks are not usually advised 

due to possible side-effects. Therefore, the rash may reappear after the tablets are 

stopped. However, a course of steroid tablets may help to tide your patient over a 

particularly bad spell. 

  

Fig 6 



Immune suppressant medication may be advised by a specialist if the LP is severe. These 

include ciclosporin and azathioprine. These reduce inflammation and are used in a variety 

of conditions where control of inflammation is difficult. Potential serious side-effects 

mean that they are not used routinely, but may be advised for people with severe LP. 

PUVA - this is a special light therapy that may be advised by a skin specialist if there are 

extensive and severe LP lesions. 

  

Some have advocated the use of low level laser therapies to induce healing.  It is not 

known what the mechanism of action is to promote healing changes.  There are 

suggestions that these frequencies stimulate stem cell formation or induce local ozone or 

other reactive species leading to cytokine cascade responses. 

  

Antihistamines may help to ease the itch. Emollients are often also given to provide 

moisture to affected skin areas. These can also help to reduce the itching. Newer 

immune-modulating creams and ointments such as tacrolimus and pimecrolimus seem to 

help but further research is needed to confirm their role in treating LP. 

  

LP Treatment with Ozone Oils and Ozone Gas. 

 

From 2008, 178 patients with LP and OLP have been treated with tissue insufflation, 

injection, cupping and ozonated oil applications. The results are very encouraging and the 

side effects are virtually nil, unlike more traditional pharmacologies. 

  

Ozonated water, ozonated plant oils (Fig 7) and ozone gas can be 

applied directly onto or into the LP lesions. The application of 

ozonated plant oils is well documented in the literature. 

Immunomodulating effects of ozone therapy are related to an 

increase in the production of cytokines. Kief H (1993) showed an 

increase in the level of interleukin 2 and gamma-interferon through 

ozone therapy provided to patients with immunological conditions 

that are believed to be involved in reversing the immunological 

expression and tissue healing. 

  

Bocci advocates minor and major auto-haemotherapy, but this is 

outside the scope of routine general dental practitioners (Bocci V, 2002) and in the 

opinion of the authors this should not be attempted without proper training and 

mentoring.  

  

Another route of inducing ozone into the region is insufflation of the tympanic 

membranes using ozone gas.  The US Ozone Pathfinders group is also carrying out 

research into insufflation trays that cover the floor of the mouth and thereby capitalize on 

the larger surface area and greater vascularisation to carry ozone into the circulation both 

locally and systemically. 

  

In all cases, ozone gas can be applied directly onto the affected areas. If a delivery „pen‟ 

system is used, the gas flow can be directed over the affected area with great accuracy. It 

Fig 7 



is important to maintain the ozone gas flow within a safe operating flow rate and 

concentration and to protect the patient from ozone exposure to sensitive pulmonary or 

ophthalmic tissues. The GCE CMU3 (Fig 8) and CMU4 are ideal for this application. 

  

 Ozonated oils exhibit 

approximately 45-50% ozone gas 

activity, depending on the base plant 

oil used and the degree of 

conversion. The chemistry of the 

interaction of ozone and omega 

plant oils has been published by 

Holmes and others (Holmes et al 

2003; Holmes, 2006; Holmes and Kort 2006; Holmes 2007) and their use in dental 

wound healing and care has been reported by El Hadary et al, 2010, Patel et al, 2011 (El 

Hadary et al, 2010; Patel et al, 2011). 

  

Ozonated oils (Fig 9) are applied directly onto the LP areas. In 

cases of serious ulceration, ozone and ozonated oils have been 

shown to reduce pain within 1-2 minutes without the use of 

analgesics. Application is via a dropper bottle or from a wetted 

cotton-wool bud. The oil is dropped onto one end of the bud, until 

soaked, then gently wiped over the affected surfaces. Direct 

application with a small syringe and soft plastic tip can be used for 

severe ulceration. 

  

Ozonated water can be used as a pre-rinse and as part of the at-

home care. Ozonated water can be made in a variety of ways. Low 

concentrations of ozone dissolved in water can be obtained with a simple sparging stone. 

Higher concentrations can be obtained by using the PEM-Cell technologies developed by 

GCE in South Africa, such as the PEM-Due and PEM-Probe. Ozonated water and ozone 

gas both have short life-times, as ozone rapidly decays to oxygen (4-6 hours) at room 

temperature. Both should be made for fresh application and use. 

  

Where there is vulval involvement, encapsulated ozonated plant oils have been used with 

great success. There is an initial relief, followed at 4-5 days by a loss of the itch, and 

generalised soreness. At this point a dermal cortisone cream can be used, and the VLP 

completely resolves in over 80% of cases (unpublished data, Holmes J, 2011) (2 cases are 

presented below). 

  

Insufflation of regional lesions can be by small handpiece application, or custom trays 

can be fabricated out of inert silicone materials for more concentrated and easier 

perfusion of the lesions. 

  

Injection into the tissues of the OLP lesions or nearby mucosa may achieve higher 

concentrations of reactants.  Following recommendations of Bocci et al, a concentration 

Fig 8 

Fig 9 



of 27mcg/ml or lower is suggested, and the authors believe that the gas source should 

come from generators using medical oxygen and not air. 

  

Case Reports; 1. USA, 2011; by Rose Jaeger RDH USA 

  

It has been about 6 weeks since when we received a call from a mid to late 60 year old 

male.  He had a severe case of erosive oral lichen planus (Fig 10), the worst case of LP I 

have ever seen in my 30 year RDH career. He wanted to know if we could inject a steroid 

called Kenalog-10 into his tongue twice a week to help treat the severe ulceration. 

  

For four weeks twice a week, this gentleman was 

numbed and injected with the thick white steroid 

slowly increasing the dose each week.  The history 

of this case is that he has tried every thing. He has 

been to many dentists and maxillofacial consultants 

who have biopsied and excised tissue portions. His 

tongue is totally disfigured with these many 

biopsies carried out around the country (USA). 

This has resulted in the formation of extensive scar 

tissue. One specialist head and neck MD tried to 

cut away the tongue and graft skin form his upper 

right leg. That lasted only three days and came off and he was still charged the $10,000 

for the surgery and to pay the MD for his time. 

  

This man has not been able to eat anything solid for over six months since this last flair 

up. Every biopsy has returned a histopathology report of Erosive Lichen Planus (ELP). 

Being a very interested RDH in pathology and oral surgery I instantly began reading and 

studying everything I could find about ELP. The patient attended in my surgery for 

anaesthetic prior to a further dose of cortisone. As I reviewed his medical notes, I noticed 

he had previously been tested for Hep C, HIV. 

  

The patients remaining tongue tissue was raw with fragile tissue trying to regenerate. 

Bleeding was induced by simply touching it, and the pain to the patient was intense. At 

the site of the cortisone injections, a draining abscess had started to form. 

  

This patient‟s weight had reduced by 30 lbs over the last 3 months, and he weighed just 

90 lbs because he cannot eat due to pain. At home, he blends all food and drinks it to 

avoid contact with his tongue. Any thing acid like tomatoes burns like crazy. Despite this, 

he still manages to play the occasional round of golf. 

  

I asked the dental surgeon I work with if anyone had thought of trying ozone on this case 

of ELP?  I pointed out the draining abscess caused by the Kenelog injections. The 

assistant and my DDS stopped in their tracks and their mouth fell open, listening to me. 

We ask the patient about ozone, nobody had ever tried treatment with ozone. I inform all 

that I have been studying and reading about this in Bocci‟s ozone textbook and in other 

countries they treat LP with ozone. 

Fig 10 



  

Since I work for a very open minded DDS who has gone to Dr. Bill Domb‟s course in 

California, he said,” Let‟s give it a try, Rose. What can it hurt?”  We started applying 

ozone gas three days a week for 60 seconds on each lesion at 115mcg/ml. We gave him 

ozonated olive oil that I made to apply several times a day. 

  

In just days things started turning around. The 

patient came in and he was crying he was so 

excited.  He refused anymore Kenelog shots in the 

tongue and yesterday after only one week of Ozone 

treatment he ate his first hamburger in 6 months 

(Fig 11). There was a great cheer from the dental 

practice team who have been following this patient.   

 

 

 

 

 

  

Case Reports; 2. UK, 2011; Dr Julian Holmes UK 

  

A patient, Mrs ER, attended. Mrs ER‟s medical history included a history of oral, skin 

and „other‟ areas of LP. On closer questioning, Mrs ER reported a 6-year history of 

severe vaginal ELP, for which no medication had given her relief. On oral examination, 

she showed typical white „Wickham's striae‟ over areas of her gingivae and tongue. The 

lesions had been biopsied and reported as ELP. She had been prescribed Dermovate, a 

topical steroid, to apply to all areas, but it had not really helped the itching or soreness. 

Ozonated oils were suggested, and Mrs ER was given a 10ml dropper bottle and a 10-day 

course of encapsulated ozonated oil capsules – ozonated linseed oil in 1ml cellulose 

capsules. 1 capsule was to be used 3 times a day, to be inserted as high as possible in the 

vagina. 

At a review 20 days later, Mrs ER reported that for the first time in 6 years, she has no 

itch and the vaginal & vulval ELP had completely resolved. She had modified the 

suggested treatment by using the ozonated oils first, then applying the topical steroid after 

her itch went, but her vulval area became very sore. 

  

It would seem that the ozonated oils allowed the tissue to „reset‟, but resulted in very sore 

mucosal tissue surfaces. The topical steroid then was able to accelerate healing of all 

mucus membrane surfaces. This has been noted in other cases. 

  

Lichen Planus Outcomes. Many cases of skin LP go away within 2 years. About 1 in 5 

people will have a second outbreak. In some people, the skin problem may come and go 

for years. 

  

As LP heals, it often leaves dark brown spots on the skin. Like the bumps, these spots 

may fade without treatment. If they do not go away, dermatologists can lighten the spots 

Fig 11 



with creams, lasers, or other treatments. Oral LP often lasts longer than LP on the skin. In 

the mouth, it can be harder to treat. 

  

As LS and LP are long-term conditions that can't be completely cured. Patients may 

continue to have symptoms and may require long-term review. Women who have had 

either of these conditions for many years have a small risk of developing vulval cancer. 

This usually occurs in women in the 50 to 90 age groups rather than in younger women. 

  

  

Lichen Planus: Tips for Managing Patients with LP 

  

What your patients will tell you; 

  

These comments are reproduced from http://www.medicinenet.com/lichen_planus and 

are protected by Copyright ©2009, WebMD, LLC. All rights reserved. 

  

"My dentist just diagnosed me with LP after two medical doctors didn't know what it 

was. Both doctors gave me a viral cream, which didn't even touch it. When I first got this, 

it started with my lips swelling. Then I could feel little blisters forming on the inside 

bottom lip. Some formed inside my top lip as well. My bottom lip developed a deep ridge 

and was very raw to the point of bleeding. I was putting a triple antibiotic ointment on my 

lips at night hoping it would cure it. It only soothed it as did Vaseline. It lasts about three 

weeks when it comes. It will get better, and the ridge will go away, but it isn't gone very 

long when it begins again. I have to be careful and not burn my lips on hot food or 

beverages as this will set it off. My lips also will get very dry and don't seem to absorb 

any moisture from the Vaseline. The rash will also get on the outside rim of my bottom 

lip. There isn't a cure, so the only thing I can do is to keep applying Vaseline and Blistex 

on my lips. Having LP also affects the tip of my tongue, altering the taste of food. I have 

had it inside my cheek and on the side of my tongue, which is white and red with 

bumps.” 

  

“I am 60 years old and was diagnosed with oral lichen planus when pregnant for my 

daughter at age 27. I still have it. When I lived in Michigan, it was very bad. I used to 

receive injections of cortisone into my oral lesions on each side of my tongue, which 

were erosive and very painful. I moved to Florida in 1993, and it improved immensely. 

Maybe the sun rays helped? Now I do not get it on my tongue or inside of my cheeks, but 

I have it on my lower lip. I usually get a flare-up now in times of stress or fatigue. It's 

also worse if I drink alcohol. Sometimes when I have a very bad flare-up, it is combined 

with thrush, which is a yeast infection in the mouth caused by a disturbance in the PH 

balance in your mouth. I have pills (Diflucan) to take when this happens. When it flares 

up on my lower lip, I use a steroid ointment prescribed by my dermatologist. There isn't 

really any cure. Now I have severe itching on both lower legs and am afraid it is now 

there. I use an OTC lotion called "Aquanil HC Lotion.” It helps a lot for the itching. My 

dermatologist gave it to me. I have done lots of research and the only advice I can give is 

to gets lots of sleep, keep your stress level as low as possible, and if it's in your mouth, 

don't drink alcohol or citrus juices. Good luck!” 



  

“I'm 22 and have had lichen planus for about two years now, although I have only known 

what it is for about a year. I've read that it is fairly rare for someone my age to be 

afflicted with it. It started as a rash on the backs of my hands, and I tried everything to get 

it to go away. My regular doctor prescribed me everything from oral steroids to 

antihistamines. It just kept coming back. I remember sitting in class and trying to hide my 

hands because I didn't want anyone to see it. Bright purplish spots definitely look 

contagious! I finally went to my dermatologist because he was my last option. I was 

amazed because he immediately knew what it was. He prescribed me Clobetasol cream, 

and it was so much better, starting the next day! I couldn't believe it! Now, I just continue 

using it until it is gone and then stop until it reappears. Unfortunately, long-term everyday 

usage can make your skin "thin," so you should stop using it as soon as the spots go 

away. He told me that oral contraceptives are one thing that is to blame, and stopping 

them usually helps symptoms, although I cannot attest to this. I will not cease taking 

them because I also suffer from endometriosis. I have had it on my hands, feet, legs, 

neck, and back. I also recently discovered I had it on my genitals (I thought it was a yeast 

infection, and my doctor told me otherwise) but that, thankfully, has not returned. I have 

a few of the brown spots on my hands, probably because that was where it persisted the 

longest without treatment. I also notice that it spreads on my back quickly if I scratch the 

lesion without noticing. I wish more primary care doctors were aware of it so it didn't 

take so long for most of us to get treatment.” 

  

“I have had oral lichen planus for two years and was diagnosed four months ago. I have 

tried hormones, and oral Kenelog without any relief. I am in a bout that has been going 

on for almost four months. The pain in my gums and tip of my tongue is constantly 

throbbing. I have suffered bone and gum loss. It started out as oral thrush and began in 

my cheeks as well. I cannot find anything that offers relief or calms my gums/tongue.” 

  

“My lichen planus started out with a bug-like bite. Within a month, it had spread in linear 

form between both my ankles; then it spread to the top of my right foot. My tongue had a 

white-patchy mucus-like coating on it that continued to spread to the inside walls of my 

mouth. I visited my family doctor. He had little clue and recommended me to a 

dermatologist. He instantly diagnosed it as lichen planus. It had also, by that time, spread 

to the inside wall of my labia. Needless to say, the itching was unbearable. He put me on 

a treatment program of prednisone, which immediately helped regardless of the sleepless 

side effects. I also was prescribed a cortisone cream that basically had little effect. Upon 

completion of this treatment (Prednisone), (within a day) I was back to uncontrollable 

itching, and it had spread to the soles of my feet. Upon my third visit to the 

dermatologist, I was put back on the prednisone (feeling better and less itchy) and am 

waiting for light therapy. I am anxious to see some results and hoping I haven't scarred 

myself for life from scratching too much. I certainly feel for anyone with lichen planus.” 

 

Please note some pharmaceutical products mentioned above may have different names 

depending where they are produced and marketed. 

 

 



Treatment; What to look out for and what advice to give; 

 

Limit Stress; Stress can make LP worse. Stress counselling may be indicated for patients 

with all forms of LP 

  

Skin Lesions; Try not to scratch. Covering the rash with a bandage can help. 

Calm the itch. Applying a cool cloth or using an oatmeal bath treatment can help. 

Try not to injure affected skin areas. A skin injury can cause an outbreak where the skin 

was injured. 

  

Oral Lesions; Oral LP patients may have a higher risk of developing oral cancer. A 

referral to the local consulting services for histopathology should be made. To reduce the 

risk of transformation, patients should stop smoking, chewing tobacco, and drinking 

alcohol. 

Obtain a screening for oral cancer every 6 to 12 months from a dentist or dermatologist, 

and a biopsy referral of all suspicious areas. Brush twice a day. Floss daily. Visit a dentist 

twice a year for a check-up and cleaning. Reduce or stop consuming foods and beverages 

that can worsen OLP. The culprits are spicy foods, citrus fruits and juices (such as 

oranges and grapefruits), tomatoes and foods made with tomatoes (such as salsa, pasta 

sauces, and ketchup), snacks that are crispy and salty (such as corn chips), drinks that 

contain caffeine (such as coffee, tea, and cola). 

  

Scalp and Nail LP; If your patient has hair loss or nail problems, you should advise 

them to see a dermatologist. Without treatment, these may not re-grow. 

  

Genital LP Lesions; If your patient history includes detailed personal questions, and a 

history of genital LP is obtained, advise your patient to seek urgent dermatological 

specialist help if none has been arranged. Vulval lichen sclerosus (LS) is a fairly 

common, non cancerous skin conditions that can occur in the skin on any part of the 

body. It affects children as well as adults. In vulval LS and LP, changes occur in the skin 

of the vulva. They are a slow-developing inflammatory lesion of the skin in the vulval 

area that can be controlled by treatment but can't be cured. Symptoms typically occur in 

women 50 to 80 years of age (range 29 to 82 years). 

  

These changes are not cancer, but in a few people they may, over many years, develop 

into a type of skin cancer known as squamous cell cancer. The causes are unknown, but 

some women with these conditions have other family members with LS or LP, so it's 

thought that the changes may sometimes be caused by an inherited faulty gene. They are 

more common in older women and in women who have autoimmune illnesses such as 

thyroid problems or pernicious anaemia. 

  

Referral to a Support Group; Referring your patient to a support group may help to 

reduce stress, anxiety, and promote self-help within a support group. There are a number 

of LP Support Groups in the UK. The two main groups are; 

 

 



National Lichen Sclerosus Support Group 

Attention: Fabia Brackenbury 

Flat 91, Homecourt House, 

Bartholomew St West, Exeter EX4 3AE 

Helpline 07765 947 599 

www.lichensclerosus.org 

Provides emotional support and general information on a one-to-one basis (initially by 

letter: please send SAE). Some telephone support can then be arranged. 

  

Vulval Pain Society 

PO Box 7804, Nottingham NG3 5ZQ 

www.vulvalpainsociety.org 

A voluntary organisation, run by a doctor and nurse, that gives information and support to 

women with any vulval condition. 
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