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Abstract: Objectives: Oral lichen planus (OLP) is the most common non-infectious oral mucosal disease.
Although, topical corticosteroids  are  the gold standard for their treatment but the response of patients may
vary and  some  lesions are resistant to this therapeutic group. The aim of this study was to evaluate the rate
and cause of steroid resistance  in  patients with OLP.Study design: In this retrospective study, 394 patients
with OLP who  were  referred  to oral medicine department, Shiraz, Iran, since 2008 until 2012 were evaluated.
Data included, age, sex, type of oral lichen planus, severity of disease, location of lesions, duration of follow
up, treatment plan. Response to treatment was assessed in patients who received topical corticosteroid and
were followed at least three month after proscription. Data were analyzed using SPSS version 18, Chi square
test,  Student  T  test  and  Spearman correlation. Results revealed that in 152  patients  were  selected  based
on  inclusion  and  exclusion  criteria.  20.4%  of  patients showed degrees of resistance  to  topical  steroids.
The difference in mean age of patients with resistance and those without resistance was not statistically
significant (P=0.290). There was a significant relationship between the type of OLP and resistance to
corticosteroid, those with ulcerative form of OLP, 31.6 % was resistance to corticosteroid. The prevalence of
resistance to corticosteroids was  significantly  increased  by severity of disease (p=0.031). In conclusions,
With regards to the results, we should acknowledge the patients with the more resistance forms of OLP and
follow the patients for alternative modalities.
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INTRODUCTION lesions with bilateral white striae, diagnosis may be

Oral  lichen   planus  (OLP)  is  the  most  common Usually, the aim of treatment in OLP patients is to
non-infectious oral mucosal disease [1]. It affects reduce symptoms and also eliminate erythematous or
predominantly buccal mucosa and is more common in ulcerative lesions [6]. Although,  topical corticosteroids
middle-aged women[2]. The prevalence of OLP differs are proven as the gold standard for treating OLP, the
widely  amongst  countries. Between 0.1to 4% of the response of patients may vary and some patients may
adults of each population has been estimated to have show resistance and continue to suffer at the same level
some sort of OLP [2, 3]. Symptoms of OLP may vary from as before corticosteroid therapy [7].
mild tenderness to debilitating pain. Oral lesions usually Therefore, some alternative treatments have been
last for many years with periods of exacerbation and suggested. Positive therapeutic effects of topical
quiescence [2, 3]. cyclosporine are shown in some studies [8]. Others have

The exact etiology of OLP remains unclear but the been reported  tacrolimus  as  a  useful topical medicine,
association of some factors such as anxiety and hepatitis in case of steroid resistance [9]. Psoralon UV, retinoid,
C has been suggested [4]. The diagnosis of OLP is based levamisol and dapson are also been evaluated for
on clinical and histological findings. However, in some treatment of such lesions [10-13]. However, to the best of

achieved only by clinical appearance [5].
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our knowledge,  there  is  no published study on the rate
of  resistance   to   the   classic  corticosteroid  therapy.
So, the present study was designed to evaluate the rate
and related factors of topical steroid resistance in patient
with OLP in Shiraz, south of Iran, in 2008-2012 period.

MATERIALS AND METHODS

In this retrospective study, records of patients who
were referred to Oral and Maxillofacial Medicine
Department of Shiraz Dental School, Iran since 2008 until
2012 were evaluated. All those, in whom Lichen Planus
disease were diagnosed through their clinical and
histopathological findings and were prescribed topical
corticosteroid and were followed  at least three month
after prescription, were selected.

The  patients  with uncompleted or illegible profile,
the ones who did not have follow up records; patient with
systemic disease or history of other medications, smokers
and alcoholic patients were excluded from the research
[14]. For ethical considerations, identification of patients
was not revealed and their names blanked from their
record before evaluation.

Baseline data including age, sex, type of oral lichen
planus[15], severity of disease (extension of lesions) [16],
location of lesions, duration of follow up and treatment
plan, were collected by a single observer, from the
patient’s records. Response to treatment was evaluated
by both subjective and objective criteria. Subjective
parameter was verbal report of patient in each visit from
their  oral   condition.   If   patients   report   “no  change
or  exacerbation”,  this  was  coded  “lack of response”.
An objective  criterion was obtained by index of extent
(IE) that was defined as the number of area involved in
oral cavity. If between first visit and second visit,
extension of disease was not decreased or increased, was
coded “lack of response” [16].

Frequency  of  those  resistant  to  corticosteroids
was calculated and its relationship to the baseline data
was assessed.  Data  were   analyzed  using SPSS
(version PASW 18), Chi square test, Student T test and
Spearman correlation. The descriptive and the odds ratio
are also presented.

RESULTS

Among all patients  who  referred to the Department
of Oral Medicine  of  Shiraz  School of Dentistry during
the period of the study with a diagnosis of lichen planus
(N=394), 152 of which were selected based on inclusion
and  exclusion  criteria  of this study  for  further  analysis.

Table 1: Relationship between resistance to corticosteroid and severity of
OLP

corticosteroid resistance
-----------------------------------------------------------------

Yes No
Severity of Mild  3   (10 %) 27(90 %)
disease Moderate 18 (19.8 %) 73(80.2%)

Severe 10 (32.3%) 21(67.7 %)

In those selected, 26.3% (40) were male and 73.7% (112)
were  female.  The  mean  age  was 51.15±12.96 years.
There was almost no difference in mean age of males and
females (p=0.967).

The most prevalent type of lichen planus among
patients was the keratotic form (93.4%); and the most
common site of oral cavity involvement was buccal
mucosa (82.9%). Nearly 20% (N=30) of patients had
shown mild involvement, while 59.9% (N=91) had
moderate and 20.4% (N=31) had severe lichen planus
involvement. After 3  months  following the prescription
of corticosteroids, 20.4% (N=31) of patients showed
degrees of resistance to topical steroid.

There  was  no   significant  differences  between
males and females patients in resistance to corticosteroids
(p=0.194). The difference in mean age of patients with
resistance (48.97± 13.10 years) and those without
resistance (51.71 ± 12.92 years) was not statistically
significant (p=0.290).

It seemed that, there was a significant relationship
between the type of OLP and resistance to corticosteroid.
Among those who had the ulcerative form of OLP, 31.6 %
(n=38) were resistant to corticosteroids and the ones who
did not have the ulcerative form of OLP 16.7% were
resistance, which was meaningfully significant. (p=.048).
On the other hand, only 3.8% of patients who had just
one type of OLP were resistant to treatment, while 23.8%
of patients who had two or more type of OLP were
resistant to corticosteroid therapy. The difference
between the two groups was statistically significant
(p=.021). Moreover, the prevalence of resistance to
corticosteroids  was  significantly increased by severity
of disease (p=0.031) (Table 1).

DISCUSSION

The principle goal of treatment in symptomatic oral
lichen planus is to eliminate symptoms and reduce the size
of lesions.

Although topical corticosteroids are the first choice
of treatment but the response of patients to this
therapeutic group is vary and in some of the cases
resistance to conventional treatment have been observed.
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Based on our results, the prevalence of topical either trigger the onset of OLP or cause severe disease
steroid resistance in patient with OLP was 20.4%. [18, 20]. In this retrospective study, it was not possible to

Kaplan et al have mentioned that 6.5% of patients evaluate these factors, which could cause resistance to
have not changes and phase of exacerbation in response treatment.
to treatment [16].  Although criteria of responsibility in Proper oral hygiene is very important during the
this study were similar to ours, but their results achieved management of olp.it can be effective on healing of
after use of several modality other than topical steroid, lesions especially in gingival lesions [6]. So patients with
such as retinoic acid gel, tacrolimus ointment and also poor oral hygiene could be more recalcitrant to treatment.
systemic prednisolone. The present results suggested Finally proper use of medicine and good cooperation
that some of the patients may be recalcitrant to all kind of of patients also plays an important role in the results of
current medicine, regardless to the type of medicine. treatment.

Other studies have been assessed different We   suggest    establishing  prospective  studies
modalities such as topical cyclosporine, topical with control group and also  longer  following up period.
tacrolimus, levamizole, PUVA and retinoids, on patients It seems reasonable to design a study, which noticed
which were resistance to topical steroids and reported other factors that may affect response to topical steroids.
different results about the efficacy of these treatment
plans[8, 9, 11, 12]. ACKNOWLEDGEMENT
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