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The Many Faces of Oral Lichen Planus

This continuing education course is intended for general dentists, hygienists, and dental assistants.  This 
course will  increase awareness and understanding by dental health personnel in the matter of Lichen 
planus.  Lichen planus is a mucocutaneous disease affecting approximately 1.5 to 2% of the world 
population.  The course of the disease is usually unpredictable with bouts of remission and exacerbation 
being common.

Conflict of Interest Disclosure Statement
Dr. Burkhart reports no conflicts of interest associated with this work.

Overview
Lichen planus is a mucocutaneous disease affecting approximately 1.5 to 2% of the world population.  
Women are most often affected and lichen planus is usually reported in individuals over 50 years of 
age, however, lichen planus has been also reported in children and young adults as well.  The etiology 
of lichen planus is unknown at present and the disorder has been classified as a chronic disease of 
immune-mediated pathogenesis.  There is often difficulty in diagnosis, in part, because of the many forms 
of lichen planus that cause a varied clinical appearance.  Additionally, the disease can affect not only the 
oral tissues, but any lining mucosa as well.  This would include the esophagus and areas that are often 
reported as problematic for patients with lichen planus.  Treatment plans are suggested for the individual 
patient depending upon the severity of the lesions.  The lesions can usually be controlled, but the patient 
response is often variable.  The course of the disease is usually unpredictable with bouts of remission 
and exacerbation being common.  There is an emotional element to lichen planus in that the disorder is 
considered a chronic type of disease.  The unpredictable responses may frustrate not only the patient, but 
the clinician as well.  Most dental professionals like closure and the ongoing nature of oral lichen planus, as 
well as other chronic-type oral diseases, are often open-ended and not readily solved.

Nancy Burkhart, BSDH, M.Ed. Ed.D.
This course is no longer offered for Continuing Education credit.
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Introduction
Erasmus Wilson, a British physician, originally 
described lichen planus (1869) in a publication 
noting the disorder in a group of 50 patients 
under treatment.  In his notations, the patients 
were described because of their personality 
traits that he found both interesting and 
noteworthy.  His findings are stated as, "the 
eruption is sometimes preceded by constitutional 
disturbance; and in every instance is due to some 
cause which interrupts the proper functions of 
the economy, and depresses the vital energy."  
The statement, although somewhat dated, does 
reference the emotional and psychological 
aspect of the disorder.  Lichen planus has been 
linked with stress, lower level coping skills and 
the effects of life events.  The research in the 
psychological and stress realm is conflicting and 
limited at this point in time; and although, no 
one cause has been associated, a multifactorial 
etiology is thought to be the most probable cause.  
The antigen that would be responsible for a type 
of autoimmune disease has yet to be identified 

and lichen planus appears to be more consistent 
with a "cell-mediated immune pathogenesis" when 
fully evaluated.

Lichen planus rightfully obtained its name 
because of the lacy white lines that bear a close 
resemblance to the moss-like plant, lichens, that 
may be seen growing on rocks and in gardens.  
Andreasen, 1968, described six forms of oral 
lichen planus and often combinations of these 
forms are found with both erosive and non-
erosive types.  Most lesions appear on the buccal 
mucosa followed by the gingiva, tongue, palate, 
and lips.  Essentially, lichen planus may affect 
any lining tissue of the body.  Skin lesions are 
commonly evident with single, isolated lesions or 
multiple lesions that may cover the entire body.  
Lesions may be found on the skin including the 
lips, vulva, vaginal mucosa, the glans penis, the 
scalp and the nails.  Skin lesions of lichen planus 
are described as purple, polygonal and pruritic 
papules found on the flexor surfaces of the body.  
Additionally, the lesions of lichen planus may 
appear in the ears, eyes, nose, and esophageal 
tissues.  The external sites often prompt the 
patient to seek help with a dermatologist.  The 
dental clinician is in a prime position to detect 
some of the skin lesions that may also help to 
provide a diagnosis with regard to the oral lesions.

Known forms of oral lichen planus have been 
listed in the next session.

The Forms of Oral Lichen Planus
Lichen planus was originally classified as one of 
six forms.  The classification has been difficult to 

Learning Objectives
Upon the completion of this course, the dental professional will be able to:
• List and describe the six forms of oral lichen planus that are seen clinically
• Suggest home care techniques that are appropriate for the patient with lichen planus
• Discuss the common methods of treatment recommended for patients with oral lichen planus
• Discuss the differences between a lichenoid reaction and oral lichen planus
• Provide sound, current educational material through relevant publications and through the internet to 

patients and clinicians regarding oral lichen planus
• List relevant mucosal diseases that must be considered in a differential diagnosis and initial assessment 

of oral lichen planus
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use because many patients may have several 
forms at any given time.  As the forms are 
reported in the literature today, they are often 
referred to as a combined entity.  For instance, 
the term "erosive" may be used as a broad 
category combining ulcerative, bullous and 
atrophic lesions.  The term "erythematous" is 
sometimes used to denote any clinically inflamed, 
atrophic or red lesions.  Often, the clinician 
may see a combination of forms that may have 
different appearances at any given point in time.  
The most common forms are the reticular, plaque-
like, erosive and atrophic types.  The bullous 
and the papular varieties are usually found in 
combination with other forms.  Patients who have 
oral lichen planus may have periods of remission 
and then exacerbation, making oral lichen planus 
extremely unpredictable.  Certain triggers may 
cause the oral lichen planus to become worse 
and identifying such triggers may help with certain 
patients.  Dental products and foods are often 
cited as the most problematic, in combination with 
stress/lifestyle changes. (Endo and Rees, 2006)

1. The Reticular Pattern.  The reticular pattern 
is considered the classic form of lichen planus.  
This form occurs most frequently, and its white 
lacy lines called Wickham’s striae characterize 
the lesions (Figure 1). 
 
The white, lacy pattern may be seen on 
any oral mucosal surface, but it is usually 
evident on the buccal mucosa, tongue, 
lips and gingiva.  The patient presents as 
asymptomatic and may be very unaware of 
its appearance.  The lesions usually occur 
bilaterally, but may appear unilaterally as well.  
Commonly, the tissue is somewhat raised 
and the patient may report that the areas in 
contact with the tongue feel rough in texture; 
describing the surface texture as feeling like 
fine sandpaper.  This form is reported to be 
the least likely to have any malignant changes 
unless the patient develops additional forms of 
lichen.  The reticular form may also appear in 
conjunction with any of the other forms of oral 
lichen planus (Figures 2 & 3).

2. The Plaque Form is represented by thick, 
plaques of varying sizes, that may be smooth 
and appearing somewhat lighter in color 
than surrounding tissue (non-descriptive 
leukoplakia) (Figures 4 & 5). 
 

The tongue is a particular area where these 
plaques may be noticed.  They often appear 
as a "bald" area of concern with denuded 
papillae.  Silverman et al. reported that 
this type is more often seen in patients 
who smoke.  The plaque form has a higher 
association with malignant transformation 
along with the erosive and the atrophic 
varieties.  This form is difficult for a clinician to 

Figure 1. Reticular Pattern.
Photo courtesy of Dr. Stephen Sonis

Figure 2. Reticular pattern and atrophic type of lichen 
planus.

Figure 3. Reticular pattern with some noted ulceration.
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monitor and the form itself can bear a strong 
resemblance to dysplasia.  The clinician may 
believe that the lesion is an on- going plaque 
form.  Sometimes, in fact, the tissue may be 
dysplasia at the original presentation, and 
unless a biopsy is performed, the lesion may 
be treated as oral lichen planus.  Likewise, at 
some point, a definitively diagnosed plaque 
form may undergo pre-malignant or malignant 
changes, but still retain the appearance of 
the plaque form of lichen planus.  This form is 

also very difficult to control even with the use 
of corticosteroids.  Careful follow up by the 
clinician is extremely important.

3. The Papular Pattern.  The papular pattern 
is noted by the small, pin point papules 
appearing as small white dots measuring 
approximately 0.5 mm in size.  The papular 
pattern may be in conjunction with other forms 
of lichen planus and may be over looked in an 
oral examination depending upon the number 
of papules and the distinct appearance of the 
lesions (Figure 6).

Erosive Types of Oral Lichen Planus
(All three of the forms listed below are often 
noticed by the patient and represent a painful 
disruption of the normal epithelium)

4. The Bullous Form.  The bullous form consists 
of vesicles ranging from a few millimeters in 
diameter to much larger vesicles.  Because 
of the fragility of the vesicles, this form is 
not often seen when in the vesicle stage, 
but is usually discovered after vesicles have 
already ruptured.  Eating and speaking will 
usually cause the vesicles to rupture soon 
after forming.  Often, by the time the patient 
is seen clinically, the vesicle has already 
changed form.  This form is seen most often 
on the buccal mucosa followed by the tongue 
(Figures 7 & 8).

5. The Atrophic Form- also called erythematous 
form.  The atrophic form presents as diffuse 
reddened patches that may be in combination 
with other forms of lichen planus such as the 
white striations of the reticular form.  Often 
found on the attached gingiva, the patient may 
complain of irritation or burning sensations.  
Lesions are poorly defined and may have 
striae at the peripheral areas.  When this form 
involves the gingiva, it is sometimes referred 
to as "desquamative gingivitis" which is a 
clinical term used by some clinicians denoting 
a reddened appearance of the tissue.  Other 
skin diseases may appear similar and this 
term is not diagnostic (Figures 9-12).  In 
addition, the atrophic form may be confused 
with BMMP and may appear similar to the 
gingival depicted in Figure 10.

Figure 4.  Plaque Form.

Figure 6.  Papular Pattern.

Figure 5.  Plaque Form.
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Figure 7.  Bullous Form.
Photo source:  DeLong L. and Burkhart 
N. W. General and Oral Pathology for the 
Dental Hygienist, Wolters Kluwer/Lippincott 
Williams & Wilkins; Baltimore 2007.

Figure 10.  Atrophic form sometimes described as 
desquamative gingivitis.  This form when affecting the 
gingiva is definitively diagnosed through biopsy and 
immunofluorescence.

Figure 11.  Atrophic lichen planus demonstrating the 
red, pebbly erythremic texture that is generalized 
through the gingival tissue.

Figure 12.  Red marginal area affected by the lichen 
planus and the noted plaque-like areas superior to 
the marginal areas.

Photos 9,11,12 courtesy of Dr. T. D. Rees

Figure 8.  Bullous Form.
Photos 7-8 courtesy of Dr. T. D. Rees

Figure 9.  Atrophic Form consists of red, erythematous 
areas and may include a reticular/plaque like surface.
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6. The Ulcerative Form.  As the term indicates, 
the ulcerative form features one or several 
ulcers that are often seen in association with 
any of the other disease forms.  This form is 
quite painful for the patient and the soreness of 
the tissue will affect eating and brushing of the 
teeth.  Ironically, the ulcerative form may not 
show the characteristic histological and direct 
immunofluorescence features of oral lichen 
planus so a biopsy confined to an ulcerative 
lesion only serves to rule out epithelial 
dysplasia or carcinoma.  Consequently, to 
establish a definitive diagnosis, a biopsy of the 
ulcerative form should include adjacent areas 
featuring other forms of the disease.  The 
ulcerations may affect any tissue surface and 
may even extend into the soft tissues of the 
tonsillar pillars and esophageals areas.  This 
form is reported as having a higher number 
of malignant tissue changes.  The ulcerative 
nature of this form probably allows more 
detrimental tissue changes with chronic irritation 
and possibly a port of entry for pathogens.  In 
data reported by Eisen (2002), in a group of 
723 patients with confirmed oral lichen planus, 
40% of the patients were classified as having 
erosive lesions.  Often several separate forms 
exist clinically in the same patient, making 
diagnosis confusing.  This is a dilemma for 
the clinician because the entity may constitute 
several types of lichen planus and not just one 
form and may change upon re-evaluation of 
the lesions.  However, the ulcerative type of 
lichen planus may be said to be more than the 
atrophic type of lichen planus, in that there is 
the loss of surface epithelium in addition to the 
redness that is characteristic of the atrophic 
form.  The bullous form may eventually cause 
the loss of the surface epithelium once the 
vesicle has ruptured.  Again, lichen planus may 
have several forms within the same patient and 
the forms may change as the lesions progress 
(Figures 13-15).

Skin Lesions Associated with Oral 
Lichen Planus
Reports of approximately 12.2%- 25% of patients 
who have oral lichen planus exhibit skin lesions.  
According to data from 850 patients of record 
in the stomatology center at Baylor College of 
Dentistry who have oral lichen planus, 12.2 % 
have skin lesions as well.  An astute clinician 

would want to ask the patients if they have 
noticed any skin lesions appearing as small purple 
patches or single lesions.  The description related 
to skin lesions is reported as purple, pruritic, 
polygonal, plaques.  The skin lesions are known 
to occur on the flexor surfaces and may come and 
go just as the oral lesions do (Figures 16-19).

Figure 13.  Erosive type of lichen planus with loss of 
surface epithelium in the buccal mucosa.

Figure 14.  A mixture of erosive and reticular lichen 
planus with some candida albicans present on tongue 
and buccal mucosa.

Figure 15.  Highly erosive area of lichen planus in 
the soft plate region.
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up.  Studies by Eisen 2002, reported on the VVG 
Syndrome and the involvement of not only vaginal 
lesions but also skin, hair and nails.

Diagnosis:
Both candida (candida albicans infections), 
other skin diseases and oral cancer may have 
similar appearances and diagnosis is sometimes 
challenging.  Oral Lichen Planus (OLP) is similar 
in appearance to other mucosal diseases such 
as pemphigoid, pemphigus, erythema multiforme 
and lupus.  Two types of tests are necessary to 
confirm oral lichen planus.  Immunofluorescence 
and a histological biopsy are needed to 
differentiate OLP from other skin diseases.  The 
clinician may also recommend patch testing with a 
dermatologist to determine heightened sensitivity 
to certain metals related to dental products and 
to flavoring agents.  Often, when lichen planus 
presents as the classic form (a reticular pattern), 

Vaginal and Penile lichen planus are problematic 
for patients and referrals should be arranged, 
referring the patient to physicians who can 
diagnose these lesions.  Often women 
complain about recurrent and chronic vaginal 
yeast infections and these problems may be 
associated with vaginal/vulva lichen planus.  
This combination is referred to as the "Vulvo-
Vaginal-Gingival Syndrome of Lichen Planus" 
(Pelisse, 1989).  Often the patients suffer 
needlessly for years before a definitive diagnosis 
is rendered.  Severe skin lesions are especially 
problematic for patients in warm climates.  The 
higher temperatures may make the lesions more 
uncomfortable for the patient and the social 
aspects of exposed skin are often a concern for 
the patient.  Patients should be asked to see their 
physicians and to let them know that they have 
been diagnosed with lichen planus.  Women, 
especially, should let their gynecologist know 
their diagnosis and insist on a complete follow 

Figure 16.  Scalp lesion depicting purple, polygonal 
papules of classic cutaneous lichen planus.

Figure 17.  Lichen planus on the arm of an elderly 
patient depicting a red surface with noted striation.

Figure 18.  This patient had oral lichen planus with 
noted skin lesions. The ear reddened with some 
striation.

Figure 19.  This elderly patient had red, swollen eyes 
with striation on the lower lid and other cutaneous 
lesions of lichen planus.
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known dental materials have been implicated 
as well.  The mercury in the metal alloy usually 
causes the hypersensitivity reactions (Figure 20).

Patch testing for such reactions is performed 
in some of the larger dental schools, the 
stomatology centers such as Baylor College of 
Dentistry, The University of Washington Oral 
Medicine Service, and other facilities affiliated 
with hospitals.  The term "lichenoid reactions" and 
"lichenoid features" are often stated in pathology 
reports.  The terms are used for contact tissue 
reactions such as those found in sensitivity to 
dental products and restorative materials such as 
amalgam, that may be in direct contact with the 
oral tissues.  Food products consumed or found 
in dental products such as cinnamon flavoring 
agents and medications that the patient is taking 
may produce such a reaction.  The lesions are 
usually isolated and they do not subside as long 
as the tissue is in contact with the restoration.  In 
most instances, the tissue will remain ulcerated, 
and may be red or white in color.  Hypersensitivity 
reactions are usually due to a dental product such 
as restorative materials, flavoring agents or food 
products.  The lesions that appear in isolated 
locations are normally due to direct contact 
with the offending material such as a crown, 
other dental restorative materials or amalgam 
restoration.  Those reactions that are more 
generalized throughout the mouth may be due to 
medications, toothpaste, mouth rinses, mints, etc. 
(Figure 21).

The areas that are protected from these products 
such as the vestibule of the maxillary teeth 
will show a clearing and normal tissue color 
in the protected tissue areas.  Often there is a 
stark contrast with a clear line of delineation.  A 
referral to a dermatologist for an assessment 
is suggested to determine the exact offending 
products or substances.

Malignancy Potential:
A slightly higher rate of squamous cell (0.2 
percent to 3.3%) has been found in patients 
who have oral lichen planus and in particular the 
atrophic, plaque and erosive forms-essentially, 
the non-reticular varieties.  Oral lichen planus 
may be classified as a lichenoid dysplasia when 
there is an early malignancy.  The term denotes a 
dysplastic surface epithelium.  One theory is that 

or a reddened area where the tissue contacts the 
restoration (this may indicate a possible lichenoid 
reaction), a clinical diagnosis alone may be 
made.  The areas of concern are then carefully 
monitored for any future changes because of an 
increased risk of malignancy.  Recommendations 
from researchers who are part of the Fourth 
World Workshop on Oral Medicine include 
statements regarding lichen planus.  One such 
recommendation by researchers is that once a 
diagnosis of lichen planus has been made, lifelong 
monitoring of patients is advised (Al-Hashimi, et 
al., 2007).

Lichenoid Reactions:
In many prior studies, it appears that the most 
common material used in dentistry that may cause 
a lichenoid reaction is amalgam, although other 

Figure 20.  Hypersensitivity Reaction.
Photo source:  DeLong, L. & Burkhart N.W. General 
and Oral Pathology for The Dental Hygienist, Wolters 
Kluwer/Lippincott Williams & Wilkins; Baltimore:2007.

Figure 21.  Allergic Reaction to Toothpaste.
Note:  red, pebbly appearance to the gingiva.
Photo source:  DeLong L. and Burkhart N. General 
and Oral Pathology for the Dental Hygienist, Wolters 
Kluwer/Lippincott Williams & Wilkins; Baltimore 2007.
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multiple cancers per patient in a group of 45 study 
participants who were diagnosed originally with 
oral lichen planus.

Diagnosing Oral Lichen Planus:
Certain skin diseases have similar clinical and 
histological appearances; therefore, the clinician 
may need to differentiate OLP from other 
diseases.  Often, two separate tests are needed 
to be certain of the diagnosis.  A histological 
diagnosis is made on the tissue specimen which 
has been placed in formalin solution (Figure 23).

Immunofluorescence testing is also performed, 
on a tissue specimen, which has been placed in 
Michel’s solution designed for this type of test.  
The two tests together usually render a definitive 
diagnosis by an oral pathologist when there is a 
strong clinical representation of oral lichen planus.

Microscopically, lichen planus may demonstrate 
the inflammatory infiltrate present at the basal 
cell membrane.  There is liquefaction of the basal 
cell membrane, the rete ridges are often absent 
or may be elongated and characterized as having 
a "saw-tooth" appearance.  Civatte bodies are 
present that represent apoptosis (cell death) 
of degenerating keratinocytes.  The apoptosis 
of these epithelial cells lead to the formation of 
numerous colloid or Civatte bodies. (Murrah, 1997)

Treatment of Oral Lichen Planus
Along with the treatment of the oral lichen 
planus, the scheduled evaluation of the lesions 
is extremely important.  Any changes should be 
evaluated, and in some cases performing a new 
biopsy is warranted, if changes have occurred.  
Encouraging the patient to report changes is 
important and establishing a 3-6 month evaluation 
is realistic in lesions that are erosive, atrophic or 
plaque like since these appear to have a higher 
propensity for malignancy.  High-risk areas such 
as the lateral border of the tongue warrant a closer 
reevaluation time period.

It is important to point out that the primary goal 
of treatment is to eliminate the painful forms of 
oral lichen planus and one can do this, often very 
successfully, and totally eliminate the signs of the 
disease.  Lichen planus may be controlled with 
attention to trigger mechanisms such as foods, 
dental products and life-style factors and the use 

the erosive nature (inflammatory components) 
may allow carcinogens to enter at the site of the 
lesion, thereby increasing the patient’s risk of 
cancer.  The tissue may allow more pathogens 
to enter the tissues and further cause mutations/
changes related to alcohol, tobacco and candida.  
Controversy exists with regard to malignancy 
transformation (Silverman, 2000 and Eisenberg, 
2000), and some researchers suggest that there 
may be misdiagnosis of the lesions initially.  
Wright (2007) also states that proliferative 
verrucous leukoplakia may appear similar, both 
clinically and microscopically, and the lesions may 
be misdiagnosed as lichen planus.  Malignancy 
may have many different appearances depending 
upon the location of the lesion and also the type 
of tissue present.  The slide presented depicts a 
dysplastic lesion that was followed and originally 
was an atrophic lichen planus (Figure 22).

Data presented by Mignogna et al, 2007, 
reported an increase in the development of 

Figure 22.  Dysplastic Lesion formerly followed and 
diagnosed as lichen planus through biopsy.
Photo courtesy of Dr. T. D. Rees

Figure 23.  Tissue Specimen in Formalin Solution.
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used when needed for outbreaks (see patient 
education information for applying corticosteroids 
at www.bcd.tamhsc.edu/lichen).  Patients who 
are affected with chronic lichen planus become 
very proficient in predicting the onset of lesions 
and can quickly resume application in the early 
stages.  Sometimes, stronger corticosteroids may 
be needed and in some cases, systemic steroids 
may be necessary.

An additional resource for some patients is the 
use of interlesional steroid injections, which have 
been reported to diminish the lesions and are 
used by some clinicians in treatment.  Another 
type of treatment that has been reported in the 
literature is the use of an ultra violet light (PUVA); 
however, this treatment is not recommended 
because of the controversy surrounding the UV 
light as having oncogenic potential.  The use of 
lasers is also reported with varying results.

Patients who have all forms of oral lichen planus 
often report a burning sensation of the oral 
tissues.  Avoidance of foods that cause this 
sensation is suggested and encouraging patients 
to keep a diary of offending foods and other 
products that they use is beneficial.  Xerostomia 
is a chief complaint as well and some of the 
products on the market that restore moisture to 
the tissues are very helpful.  This is especially 
true for those products that coat the tissues and 
promote a feeling of oral moisture especially 
those such as gels, which adhere to the tissue.  
Additionally, the use of non-alcohol chlorhexidine 
gluconate may help with severe erosive gingival 
involvement.  Because of the pain associated 
with lichen planus, the patient may not brush 
as well and may increase the inflammation by 
allowing debris to remain on the teeth and tissue.  
Some companies offer very soft-bristle brushes 
that are helpful on extremely ulcerative tissue.  
Meticulous home care is essential as well as 
professional prophylaxis.  Avoidance of alcohol 
containing mouth rinses and flavor enhancers is 
recommended.

Questions that are most often asked by 
the patient
With any initial diagnosis, the patient may only 
hear the initial diagnosis and the patient may be 
somewhat stunned, tuning out further dialogue.  
Often, they may remember only segments of 

of topical corticosteroids.  However, the use of 
topical steroids sets up a good environment 
for candida albicans.  There is often a process 
of working back and forth trying to control the 
oral lichen planus and the secondary affect of 
candida.  The candida is often controlled with 
antifungal rinses, troches and creams.  Treatment 
of candida can be an ongoing problem for some 
patients who use corticosteroids long-term.

Fluocinonide (Formerly used by the trade 
name Lidex 0.05% is no longer available but 
Fluocinonide is available), Clobetasol (Temovate 
0.05%) or Betamethasone (Diprolene 0.05%), 
are usually prescribed as corticosteroids and 
are affective in the treatment of oral lichen 
planus.  Triamcinolone acetonide 0.1% is 
reported as an effective treatment of localized 
and symptomatic oral lichen planus in the form of 
both a mouthrinse and an Orabase paste.  Elidel 
(pimecrolimus) is often used in the treatment 
of skin lesions.  Protopic ointment (tacrolimus) 
has been used extraorally and intraorally for 
the treatment of lichen planus as well.  Some 
controversy has arisen with both Protopic and 
Elidel, and both medications have had a "black 
box warning" listed by the FDA, linking them to 
carcinogenic risks when even applied externally.  
In certain cases, systemic steroids such as 
prednisone may be needed for severe cases.  
Additionally, topical retinoids may be effective 
in the treatment of some forms of oral lichen 
planus; but they are considered inferior in results 
when compared to corticosteroids (Fourth World 
Workshop on Oral Medicine, 2007).  Currently, 
other rinses such as tetracycline and various 
mixtures are reported as affective in the treatment 
of some oral lichen planus, but the treatment of 
choice varies with each patient.  The forms of 
lichen planus are often mixed and the treatment 
choice will be directed toward the individual case 
to provide resolution.

When using topical corticosteroid gels and 
ointments, the patient is instructed to lightly dry 
the area with soft gauze and apply a very thin 
layer of the gel.  This should be performed after 
eating and at a time when the patient will not 
drink liquids for 30-60 minutes.  Bedtime is an 
excellent opportunity for applying the ointments 
since the oral tissues will not be in contact with 
liquids or foods.  The corticosteroids may be 
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• Will my lichen planus turn into cancer? 
Answer:  This association remains 
controversial and reinforces the need for an 
accurate diagnosis through biopsy.  Lichen 
planus has been classified as a pre-cancerous 
lesion with reported cases of carcinoma 
occurring.  However, the percentage is very 
small and most reported cases have involved 
the erosive, plaque, and atrophic types of 
lichen planus.  Periodic evaluation and follow 
up is important so that any change in the 
tissue may be evaluated and treated early.  
Any changes should be reported to your 
healthcare provider and further evaluation 
should occur.  Patients should be encouraged 
to keep regularly scheduled appointments 
and be made aware of the importance of 
consistent evaluations of the lichen planus.

• Is there anyone who knows about lichen 
planus in my area of the world? 
Answer:  Since Lichen planus affects 
approximately 1%- 2% of the world population, 
it is likely that the patient may not know 
of anyone else with the disorder.  Support 
groups do help individuals cope with their 
disease.  The International Oral Lichen Planus 
Support Group was established in 1997 to 
help patients speak to experts and others who 
have the disorder.  The site is http://www.bcd.
tamhsc.edu/outreach/lichen/.  Referrals to 
experts throughout the world are available and 
the site hosts discussion sessions on-line with 
posted dialogue of the actual sessions.

what they were initially told about the disease 
(Burkhart, et al. 1997).  It is wise to have printed 
written material for the patient to read after 
they have had time to deal with the emotions 
and shock of the diagnosis (Sugerman, 2002).  
Additionally, following up with further dialogue 
with the patient is suggested in order to answer 
other questions that may arise.  Below are some 
key questions that we receive on a regular basis 
at The International Oral Lichen Planus Support 
Group:  http://www.bcd.tamhsc.edu/outreach/
lichen/

• Will the lichen planus ever go away? 
Answer:  Lichen planus is a disease that 
is unpredictable, and in most cases is 
considered chronic in nature.  However, 
remission is often reported and some patients 
may have mild cases while others report more 
severe symptoms.  The disease may occur 
once or it may be an ongoing problem for 
individuals with periods of exacerbation and 
then remission.

• Is the lichen planus contagious? 
Answer:  No, lichen planus is not contagious.  
You did not "catch" it from anyone nor can you 
give it to anyone.  This question is a common 
concern for new patients and one that needs 
to be clearly answered by clinicians.

• What causes lichen planus? 
Answer:  We do not know the cause of oral 
lichen planus, but it is classified as a cell-
mediated immune response.  No antigen 
has been identified at this point and most 
researchers are reluctant to classify it as an 
autoimmune type disease.

• Are my children at risk to develop lichen 
planus? 
Answer:  There are reports in the literature 
about familial lichen planus, but it is difficult to 
speculate on generations of families having 
the disease since records of past generations 
are not well documented.
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To receive Continuing Education credit for this course, you must complete the online test.  Please  
go to www.dentalcare.com and find this course in the Continuing Education section.

Course Test Preview
1. The percentage of the population affected by oral lichen planus is:

a. 1-2%
b. 3-4%
c. 4-5%
d. 5-6%
e. 7-8%

2. The age group most affected by oral lichen planus is:
a. 0-20 years old
b. 20-30 years old
c. 30-40 years old
d. 40-50 years old
e. Over 50 years old

3. Lichen planus is considered: (select the best answer)
a. A short-term disease
b. A long-term disease
c. A non-treatable disease
d. A disease that can be cured
e. A disease that can be controlled, but is not predictable in its outcome

4. All of the following are considerations in the cause of lichen planus except:
a. Possibly may be an autoimmune disease.
b. Currently classified as a cell-mediated immune response.
c. Stress related.
d. Affected by life-events.
e. Bacterial and possibly viral origins.

5. Lichen planus is named "lichen" because
a. it resembles the moss-like plants growing on rocks.
b. it is a Latin derivative for scar.
c. the skin lesions have a "leach-like" appearance.
d. the lesions are named for Dr. Lichen.
e. lichen means "web-like".

6. The person who originally reported on 50 patients who had symptoms related to what has 
become lichen planus was:
a. Dr. Williams
b. Dr. Wilkinson
c. Dr. Wilks
d. Dr. Wilson
e. Dr. Wilcox

7. Which of the following forms of oral lichen planus are found most often on the tongue?
a. Plaque-like
b. Papular
c. Bullous
d. Atrophic
e. Reticular
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8. The form which has the Characteristics of small white dot-like lesions is:
a. Reticular

b. Plaque-like
c. Papular
d. Bullous
e. Atrophic

9. Reddened patches would be which of the following forms of oral lichen planus
a. Bullous
b. Erosive and atrophic
c. Reticular and plaque
d. Plaque-like
e. Bullous and atrophic

10. The form of lichen planus which is considered the most likely to present with malignant 
changes is:
a. Plaque and reticular
b. Bullous and papular
c. Papular and reticular
d. Reticular
e. Erosive and plaque

11. Lichen planus may be found in which of the following areas of the body?
a. Nails
b. Nose
c. Eyes
d. Ears
e. All are correct.

12. The most common oral areas for the reticular form of oral lichen planus would be:
a. The buccal mucosa
b. Tongue
c. Palate
d. Lips
e. Gingiva

13. The most likely offender in an oral lichenoid reaction would be:
a. Toothpaste
b. Flavoring agents
c. Amalgam restorations
d. Cinnamon products
e. All are correct.

14. One disease state that may appear similar both clinically and microscopically to lichen 
planus is:
a. Vitiligo
b. Scleroderma
c. Verrucous leukoplakia
d. Candida
e. Smoker’s melanosis



14

Crest® + Oral-B®
 at dentalcare.com

15. The most common clinical complaint that a patient may have with regard to oral lichen planus 
in its early stages is:
a. Pain
b. Redness
c. Roughness
d. Sloughing
e. Burning

16. The plaque-like form of OLP may appear as:
a. Peaks of soft pink tissue
b. White patches
c. Small white dots
d. Deep grooves
e. Denuded flesh colored patches

17. All of the following are often found in the histological tissue specimen of lichen planus except:
a. Elongation of rete ridges
b. Tzanck cells
c. Liquefaction of the basement membrane
d. Inflammatory cells
e. Civatte bodies

18. A definitive diagnosis of lichen planus is performed through
a. Immunofluorescence testing
b. Histological examination
c. Clinical diagnosis, histological and immunofluorescence
d. Histological and immunofluorescence
e. Clinical diagnosis

19. A major side affect in the long-term use of corticosteroids is:
a. Burning
b. Sloughing of tissue
c. The development of candida infections
d. Xerostomia
e. Thick ropy saliva

20. Which of the following medications is not normally used in the treatment of lichen planus?
a. Fluocinonide
b. Clobetasol
c. Betamethasone
d. Prednisone
e. Azathioprine

21. Which of the following medications has had a "black box" warning from the FDA placed on the 
product?
a. Fluocinonide
b. Clobetasol
c. Betamethasone
d. Protopic
e. Prednisone
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22. The most optimal time to place topical corticosteroids in the mouth would be:
a. Anytime
b. Only once a day
c. At bedtime
d. Before lunch
e. Before meals

23. A common question asked by newly diagnosed patients' concerns contagion. Which 
comment below would be the most appropriate comment by the clinician?
a. "Learn to live with the disease."
b. "We do not know what causes lichen planus, so just be careful."
c. "Be sure to limit exposure of saliva to other family members."
d. "You cannot spread lichen planus and you did not contract it from another individual."
e. "As far as we know at present, lichen planus is not a viral or bacterial disease."

24. A patient may only hear the initial diagnosis and because of being newly diagnosed, will 
usually forget subsequent information. What is a suggestion to help the patient answer 
questions they may have after leaving the office?
a. Call the patient for a phone follow up session the next day.
b. Provide written information that you will give a newly diagnosed patient.
c. Reinforce your findings at the next maintenance visit.
d. Provide resources such as internet sites for the patient to visit.
e. All of the above are appropriate and should be used.

25. Which of the following is not a true statement?
a. Lichen planus does have some familial tendency.
b. Lichen planus is found in children.
c. Lichen planus is considered pre-malignant in some forms.
d. Lichen planus is a cell-mediated immune response.
e. Lichen planus is contagious in some forms.
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