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I n t r o d u c t i o n  
The chronic autoimmune condition known as oral 

lichen planus (OLP) is mediated by T cell activity 

and is characterized by periods of exacerbation and 

remission OLP,1-5 however, does frequently 

associate with systemic comorbidities such as 

diabetes mellitus or hypertension; thus, it is more 

prevalent among females. OLP can generally 

present as one of seven related lesions: plaque, 

reticular, papular, atrophic, erosive, or bullous.6,7 

The atrophic and erosive presentations are often 

accompanied by acute burning pain due to 

exacerbations.8 Several treatment modalities have 

been proposed.9,10 The corticosteroid regimen 

remains the traditional first-line therapy;11 

however, the chronic nature of the disorder, 

associated comorbid systemic diseases, as well as 

the frequent and long-term courses of steroids, 

have resulted in significant complications in a 

certain percentage of patients.12-14 Complications 

from long-term use of steroids include systemic 

side effects, secondary candidiasis, taste changes, 

Introduction: Oral lichen planus is a chronic autoimmune disorder that necessitates prompt treatment aimed at 
alleviating its symptoms. Evidence to support the efficacy of any singular treatment for oral lichen planus is 
minimal. Among all possible treatments, steroids are considered the gold standard in oral lichen planus therapy due 
to their effectiveness. This, however, comes with adverse effects that may exacerbate the patient's already 
miserable life. Herbal interventions (HIs) were tried in the treatment of OLP as safer alternatives. The most 
appropriate study to evaluate their efficacy would be a randomized controlled trial (RCT). The present systematic 
review aims to compare with those of steroids in OLP-related randomized controlled trials. 
Methodology: PubMed, MEDLINE, the Cochrane Central Register of Controlled Trials, Scopus, and grey literature 
were searched in this study. Eight studies are perhaps available for review.  The registration number of the article 
on Prospero is CRD420251111982 
Results: Within each study, significant reductions in clinical severity were observed in the groups; between-group 
differences were not noteworthy. 
Conclusion: The effectiveness of herbal therapy in OLP must be considered cautiously due to the high risk of bias 
present in the studies. 
Keywords: Herbal intervention, Oral lichen planus, Randomized controlled trial, Steroid 
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and mucosal atrophy, which, for some patients, 

may increase burning sensations from the chronic 

application of topical corticosteroids.15,16 There is, 

therefore, an immediate need to develop safer 

modalities with similar or improved efficacy 

compared to corticosteroids. 

M e t h o d o l o g y  
The review included quasi-randomized trials, non-

randomized studies, crossover designs, case 

reports, and split-mouth trials. Interventions 

comprised herbal and corticosteroid treatments, 

administered topically, systemically, or intralesional 

at any dosage. Studies were eligible if they included 

a corticosteroid comparison arm; those without 

such a comparator were excluded, though trials 

could include multiple herbal interventions or an 

additional placebo arm. Participants were patients 

of any age, sex, or ethnicity with histopathologically 

verified, symptomatic oral lichen planus (OLP). 

Exclusions comprised cases of idiopathic, plaque-

type, or asymptomatic OLP, lichenoid drug 

reactions, dysplasia, and patients who missed 

follow-up or recall visits. The primary outcome 

assessed was symptom relief specifically, 

reductions in pain, burning, or discomfort 

measured using validated scales such as the Visual 

Analog Scale (VAS) or Numerical Rating Scale (NRS). 

Systematic searches were conducted in PubMed, 

MEDLINE, the Cochrane Central Register of 

Controlled Trials, and Scopus to identify relevant 

randomized controlled trials published between 

January 2000 and October 2018. Two reviewers 

independently screened titles and abstracts based 

on a predefined search strategy. After removing 

duplicate records, full texts of potentially eligible 

studies were obtained and evaluated against the 

eligibility criteria. Any disagreements between 

reviewers were resolved through consultation with 

a third reviewer. Data extraction was performed 

independently by two reviewers, M and S, using a 

standardized, pre-tested form, with discrepancies 

resolved by a third reviewer, A. The quality of the 

included randomized controlled trials was assessed 

using the Cochrane risk-of-bias tool. 

R e s u l t s  
For the systematic review, six articles were 

excluded after screening for eligibility criteria, and 

eight articles were finally considered. The search 

strategy included key concepts such as “Oral lichen 

planus” and “lichen planus, oral” for identifying 

relevant studies, while interventions were explored 

under two main categories: herbal therapy and 

steroids. Herbal therapy keywords included terms 

such as herbal therapy, herb therapy, 

phytotherapy, plant extracts, medicinal plants, 

herbalism, and specific agents like curcumin, aloe 

vera, anthocyanins, quercetin, lycopene, propolis, 

honey, and Chinese herbs. Steroid-related terms 

included corticosteroids, triamcinolone acetonide, 

clobetasol propionate, dexamethasone, 

prednisolone, and betamethasone. Data extraction 

was carried out systematically, covering aspects 

such as study setting, study population, participant 

demographics and baseline characteristics, details 

of herbal and steroid interventions, methodology, 

recruitment and completion rates, outcome 

measurement scales, outcome indicators with 

measurement times, acceptability and adverse 

effects, and risk of bias assessment. The studies 

involve 8 randomized controlled trials conducted in 

secondary care centers, where clinically and 

histopathologically confirmed cases of oral lichen 

planus (OLP) were enrolled. These trials included a 

total of 354 patients (117 males and 237 females), 

aged 18 to 75 years, with a clear female 

predominance. Each study recruited an average of 

44 participants. The most common affected sites 

are the buccal mucosa, tongue, and gingiva, with 

lesion types including mixed, erosive, atrophic, and 

reticular forms. Most treatments were topical 

steroids, with one trial using dexamethasone gel 

combined with oral prednisolone; triamcinolone 

and dexamethasone preparations were most 

frequently used, and two studies included placebo 

groups 
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Databases (n =70) 
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Duplicate records removed 
(n =20) 
Records marked as ineligible 
by automation tools (n =10) 
Records removed for other 
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Records excluded** 
(n = 5) 

Reports sought for retrieval 
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Reports not retrieved 
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Reports assessed for eligibility 
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Reports excluded: 
Reason 1: discussing the 
complications of OLP and 
other diseases (2) 
Reason 2: not give proper 
comparison of herbal 
interventions and steroids (3) 
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Figure 1. Prisma flow chart showing the selection of articles 
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A wide range of herbal interventions (HI) were 

tested, such as curcuminoids, aloe vera, cedar 

honey, quercetin, paeony glucosides, and lycopene, 

administered orally (as tablets, capsules, or pills) or 

Table l: RCTs Comparing Herbal vs Steroid Therapies in Oral 

Study (Year) Groups & 

Participants 

Herbal Intervention 

(dose & duration) 

Steroid/Other 

Therapy 

Clinical Findings (Pain, Lesion 

Severity & Side Effects) 

Mansourian et al., 

2011 [18] 

G1 = 23 Aloe vera rinse, 2 

tablespoons for 2 

min, four times daily 

for 1 month 

Triamcinolone 

acetonide 0.1%, thin 

topical layer, four 

times daily for 1 

month 

No side effects reported. Both 

groups had similar outcomes in pain 

(VAS) and lesion response 

(Thongprasom grading). 

Sanatkhani et al., 

2014 [19] 

G1 = 15 (herbal + 

steroid) G2 = 15 

(steroid only) 

Cedar honey 20 ml, 

swished and 

swallowed, three 

times daily for 4 

weeks 

Dexamethasone rinse 

0.5 mg QID + 

Fluconazole 100 mg 

once daily for 4 weeks 

Mild burning was observed in the 

herbal group. Pain reduction (VAS, 

pain index) and lesion grading 

(Thongprasom, severity index) 

showed no meaningful difference 

between groups. 

Amirchaghmaghi 

et al., 2015 [20] 

G1 = 15 (herbal + 

steroid) G2 = 15 

(steroid + placebo) 

Quercetin 250 mg, 

two capsules twice 

daily for 4–8 weeks 

Dexamethasone rinse 

0.5 mg QID + Nystatin 

100,000 U suspension 

No safety concerns. Pain scores 

(VAS, pain index) and lesion 

changes (severity index) were not 

significantly different between 

arms. 

Kia et al., 2015 

[21] 

G1 = 25 (herbal) G2 

= 25 (steroid) 

Curcuminoid 5% 

paste, applied three 

times daily for 4 

weeks 

Triamcinolone 

acetonide 0.1% paste, 

three times daily for 4 

weeks 

Herbal group reported burning, 

itching, mild swelling, dry mouth, 

and gingival staining; steroid group 

had burning and mucosal peeling. 

Outcomes (VAS, Thongprasom, 

improvement index) showed no 

significant variation. 

Zhou et al., 2016 

[22] 

A = 17 (topical 

steroid) B = 22 

(herbal + topical 

steroid) C = 17 

(systemic steroid) D 

= 17 (herbal + 

systemic steroid) 

Total glucosides of 

paeony, 200–400 mg 

three times daily for 6 

months 

Topical: 

Dexamethasone 

acetate 0.1% twice 

daily Systemic: 

Prednisolone 15 mg 

daily with taper 

Diarrhea occurred in herbal groups. 

Combined arms (herbal + steroid) 

showed significant improvements in 

pain (VAS) and lesion grading 

(Thongprasom) compared with 

steroid-only arms (A vs B, C vs D). 

Effective rates were higher in 

combined therapy. 

Amirchaghmaghi 

et al., 2016 [23] 

G1 = 12 (herbal + 

steroid) G2 = 8 

(steroid + placebo) 

Curcuminoid tablets 

500 mg, four tablets 

twice daily for 4 

weeks 

Dexamethasone rinse 

0.5 mg QID + Nystatin 

100,000 U suspension 

Well tolerated. Both groups showed 

similar pain relief (VAS) and lesion 

improvement (Thongprasom). 

Thomas et al., 

2017 [24] 

G1 = 25 (steroid) G2 

= 25 (herbal A) G3 = 

25 (herbal B, higher 

dose) 

Curcuma longa gel 10 

mg, three times daily 

for 3 months (G2) 

Curcuma longa gel 10 

mg, six times daily for 

3 months (G3) 

Triamcinolone 

acetonide 0.1% paste, 

TDS with tapering 

No safety concerns. Pain (Numeric 

Rating Scale) and lesion outcomes 

(MOMI, Thongprasom) did not 

differ significantly across groups. 

Arbabi-Kalati & 

Farahmand, 2017 

[25] 

G1 = 15 (herbal + 

steroid) G2 = 15 

(herbal only) 

Lycopene 15 mg 

capsule once daily for 

1 month 

Triamcinolone 

acetonide 0.1% paste, 

four times daily for 1 

month 

No adverse events noted. Pain 

(NRS) and lesion grading 

(Thongprasom) were comparable 

between both groups. 
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topically (gels, pastes, mouthwashes). One study 

examined different dosing patterns of curcuma 

longa, while some studies also used antifungals or 

sodium bicarbonate rinses as adjuncts. Outcomes 

measured included burning sensation and pain, 

generally assessed using VAS, NRS, or pain index, 

and clinical response was evaluated using grading 

systems like Thongprasom criteria, MOMI, or 

severity indices. Lesion size was measured with 

probes or grids. Follow-up periods varied, with six 

studies lasting four weeks, one lasting three 

months, and another six months. 

Assessment of Risk of Bias: The eight RCTs were 

assessed using the Cochrane tool for risk of bias 

across five domains: selection, performance, 

attrition, reporting, and other bias. Judgments were 

categorized as low, unclear, or high. The methods 

of random allocation included electronic random 

number generators, random number tables, or 

simple randomization; block randomization, and 

quota sampling. Overall, the classification of the 

studies the risk of bias was low, moderate, or high. 

 

D i s c u s s i o n  
A new therapeutic approach is compared with the 

standard intervention or well-recognized active 

treatment with evidence of efficacy. Corticosteroids 

are regarded as the standard treatment for oral 

lichen planus (OLP), as there is much literature on 

their effectiveness as treatment, even though there 

is a long list of side effects that can happen while 

using this medication.26,27 Recently, there has been 

a growing trend for natural approaches in therapy. 

Herbal remedies have gained popularity for medical 

conditions, including OLP, as they are easy, 

affordable, and safe. OLP, a chronic autoimmune 

disease, causes severe dysfunction in daily living 

and often affects psychological well-being. The 

greatest problem that patients face is recurrent 

painful lesions with symptomatology continuing to 

affect the quality of life. Therefore, evidence from 

clinical trials, clinicians, and researchers supports 

strategies. It is also important to understand that a 

single herb has various active compounds  

Adjuvants are used to create synergistic effects for 

faster symptom relief. In all, seven RCTs with herbal 

interventions (HIs) and standard corticosteroid 

interventions (SIs) 28,29 reported nonsignificant 

differences between the two arms. 18-21,23-25 Of 

these, four RCTs tested HI as an adjunct with 

corticosteroids.19,20,23,25 Since these studies yielded 

nonsignificant results, the question remains 

whether herbal medicines truly provided any 

significant enhancement of steroid effects. If the 

results had been statistically significant, one could 

have inferred a synergistic advantage. Three other 

trials distinguished herbal treatment from steroid 

treatment. Again, none of this support the 

conclusion that the HI were in ameliorating OLP 

symptoms. These trials incorporated herbal agents, 

aloe vera mouthwash, curcuminoid paste, and 

curcuma longa extract gel.18,21,24 Curcumin is known 

to possess antioxidant, anti-inflammatory, 

antimicrobial, anticancer abilities.28 Its safety has a 

long history; however, it can have transient side 

effects such as diarrhea.29 Aloe vera acts in part 

through the inhibition of cyclooxygenase, which 

also inhibits leukocyte adhesion molecules and 

tumor necrosis factors.30 Additionally, it possesses 

antioxidant properties.31  

RCTs comparing all forms of therapies (including 

herbal ones) to a placebo or another active 

treatment were included of earlier systematic 

evaluations of interventions for the treatment of 

OLP. They claimed that there was insufficient data 

to draw any conclusions on the superiority or 

efficacy of a specific strategy in lowering OLP 

symptoms and indicators.32,33 Only RCTs that 

compared HIs to standard medication 

(corticosteroids) for patients with OLP were 

included in the current systematic review. Apart 

from the two RCTs on curcumin and aloe vera, the 

remaining RCTs in the current evaluation likewise 

provided questionable data supporting the efficacy 

of herbal therapy. The findings of the present 
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systematic review further highlight the complexity 

of managing oral lichen planus (OLP), particularly 

due to its multifactorial etiology and chronic 

inflammatory nature. Although corticosteroids 

remain the cornerstone of therapy, their long-term 

use is often associated with undesirable local and 

systemic side effects, necessitating the exploration 

of alternative therapeutic strategies.34 Herbal 

interventions (HIs), owing to their anti-

inflammatory, antioxidant, and immunomodulatory 

properties, have been increasingly investigated as 

potential substitutes or adjuncts to steroid therapy. 

However, the current body of evidence remains 

inconclusive regarding their definitive clinical 

superiority.35 

One important observation from the included 

randomized controlled trials (RCTs) is the variability 

in study design, dosage regimens, duration of 

treatment, and outcome assessment methods. This 

heterogeneity limits the ability to perform direct 

comparisons across studies and weakens the 

overall strength of evidence. For instance, pain 

reduction was assessed using different scales such 

as the Visual Analog Scale (VAS) and Numerical 

Rating Scale (NRS), while lesion severity was 

evaluated using diverse indices like the 

Thongprasom grading system and MOMI. Such 

methodological inconsistencies may contribute to 

the lack of statistically significant differences 

observed between herbal and steroid treatment 

groups.32,33 

Moreover, the pharmacological mechanisms 

underlying herbal therapies are diverse and often 

involve multiple bioactive compounds acting 

synergistically. Curcumin, one of the most 

extensively studied herbal agents, exerts its 

therapeutic effects by modulating inflammatory 

pathways, including inhibition of nuclear factor-

kappa B (NF-κB) and reduction of pro-inflammatory 

cytokines.28 Similarly, aloe vera demonstrates 

wound healing and anti-inflammatory properties 

through its effects on cyclooxygenase pathways 

and immune modulation.30,31 Despite these 

promising mechanisms, clinical translation into 

consistent therapeutic outcomes remains limited, 

possibly due to variations in bioavailability, 

formulation, and patient compliance. 

Another critical factor influencing treatment 

outcomes is the chronic and relapsing nature of 

OLP. Even when symptomatic relief is achieved, 

recurrence is common, which complicates the 

evaluation of long-term efficacy of both herbal and 

steroid therapies. Additionally, psychological stress 

and systemic comorbidities have been implicated in 

disease exacerbation, suggesting that a 

multidisciplinary approach may be necessary for 

optimal management.36 

The role of combination therapy (herbal plus 

corticosteroid) also warrants further discussion. 

While some studies suggested improved outcomes 

with combined regimens, these findings were not 

consistently statistically significant.19,20,23 This raises 

the possibility that herbal agents may act more 

effectively as supportive therapies rather than 

standalone treatments. Furthermore, the placebo 

effect cannot be ruled out in subjective outcomes 

such as pain perception, emphasizing the need for 

well-designed, double-blinded trials 

Risk of bias remains another limitation in the 

included studies. Although some trials reported 

adequate randomization methods, issues such as 

small sample sizes, lack of blinding, and short 

follow-up durations were common. These factors 

reduce the reliability and generalizability of the 

findings. Future research should focus on large-

scale, multicenter RCTs with standardized 

protocols, longer follow-up periods, and robust 

outcome measures to establish clearer evidence 

regarding the efficacy of herbal interventions. 

In addition, emerging therapeutic approaches such 

as calcineurin inhibitors and biologics are gaining 

attention as alternatives to corticosteroids.9 These 

modalities may offer improved safety profiles and 

targeted mechanisms of action, although cost and 

accessibility remain limiting factors, particularly in 

low-resource settings. Therefore, herbal therapies 
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may still hold value as cost-effective and culturally 

acceptable treatment options, especially in 

developing countries. 

Overall, while herbal interventions demonstrate 

potential benefits in reducing symptoms of OLP, 

the current evidence does not support their 

superiority over conventional corticosteroid 

therapy. Instead, they may serve as adjunctive 

treatments in selected cases. Continued research 

integrating molecular insights, clinical outcomes, 

and patient-centered approaches is essential to 

develop more effective and safer management 

strategies for OLP. 

 

C o n c l u s i o n  
It has been observed that the existing systematic 

review does not find sufficient evidence to support 

most other herbal therapies, although two RCTs 

involving curcumin and aloe vera as herbal 

therapies have reported positive results in 

addressing the signs and symptoms of OLP.  More 

studies under typical conditions (RCTs with low risk 

of bias) are required to confirm their usefulness. 

 

R e f e r e n c e s  
1. Author S, Malik S, Verma U, Kumari S, Bhalla K, Simran 

null, et al. Oral Lichen Planus: A Clinical Puzzle in Evolution 
– A Review Article. J Carcinog. 2025;24(9s):112-8.  
https://doi.org/10.64149/J.Carcinog.24.9s.112-118 

2. Nukaly HY, Halawani IR, Alghamdi SMS, Alruwaili AG, 
Binhezaim A, Algahamdi RAA, et al. Oral Lichen Planus: A 
Narrative Review Navigating Etiologies, Clinical 
Manifestations, Diagnostics, and Therapeutic Approaches. 
J Clin Med. 2024 Sep 5;13(17):5280.  
https://doi.org/10.3390/jcm13175280 

3. González-Moles MÁ, Warnakulasuriya S, González-Ruiz I, 
González-Ruiz L, Ayén Á, Lenouvel D, et al. Worldwide 
prevalence of oral lichen planus: A systematic review and 
meta-analysis. Oral Dis. 2021 May;27(4):813-28.  
https://doi.org/10.1111/odi.13323 

4. Idrees M, Kujan O, Shearston K, Farah CS. Oral lichen 
planus has a very low malignant transformation rate: A 
systematic review and meta-analysis using strict diagnostic 
and inclusion criteria. J Oral Pathol Med. 2021 
Mar;50(3):287-98.  
https://doi.org/10.1111/JOP.12996 

5. Manchanda Y, Rathi SK, Joshi A, Das A. Oral lichen planus: 
an updated review of etiopathogenesis, clinical 

presentation, and management. Indian Dermatol Online J. 
2023;15(1):8.  
https://doi.org/10.4103/IDOJ.IDOJ_652_22 

6. Vičić M, Hlača N, Kaštelan M, Brajac I, Sotošek V, Prpić 
Massari L. Comprehensive Insight into Lichen Planus 
Immunopathogenesis. Int J Mol Sci. 2023;24(3):3038.  
https://doi.org/10.3390/IJMS24033038 

7. Didona D, Caposiena Caro RD, Sequeira Santos AM, 
Solimani F, Hertl M. Therapeutic strategies for oral lichen 
planus: state of the art and new insights. Front Med 
(Lausanne). 2022;9:997190.  
https://doi.org/10.3389/FMED.2022.997190 

8. Alqahtani AM. Phytomedicine in the Management of Oral 
Lichen Planus: A Review Article. World J Dent. 
2025;16(12):1158-64.  
https://doi.org/10.5005/jp-journals-10015-2751 

9. Sárai BZ, Gutmacher E, Cavalcante BGN, Kelemen K, Gede 
N, Hegyi P, et al. Evaluating calcineurin inhibitors as 
alternatives to steroids in treating Oral Lichen Planus: a 
systematic review and meta-analysis. Front Oral Health. 
2026 Jan 30;7:1755525.  
https://doi.org/10.3389/froh.2026.1755525 

10. Ribero S, Stieger M, Quaglino P, Hong CH, Marques E. 
Efficacy and safety of topical corticosteroids in the 
management of oral lichen planus: A systematic review 
and meta-analysis. J Eur Acad Dermatol Venereol. 
2024;38(2):245-55.  
https://doi.org/10.1111/jdv.19567 

11. El Hussien A, Fawzy MM, El Maadawy Z. Comparative 
study between topical curcumin and topical triamcinolone 
acetonide in treatment of oral lichen planus: A 
randomized controlled clinical trial. J Cosmet Dermatol. 
2022;21(12):6874-81.  
https://doi.org/10.1111/jocd.15412 

12. Mansouri P, Choopani R, Mirabzadeh M, Farshi S, Firooz A, 
Jafari F. Efficacy of Aloe vera mouthwash versus 
triamcinolone acetonide 0.1% in patients with oral lichen 
planus: A randomized, double-blind, controlled trial. J 
Dermatolog Treat. 2021;32(7):791-
7.  https://doi.org/10.1080/09546634.2019.1708854 

13. Manchanda Y, Rathi SK, Joshi A, Das A. Oral lichen planus: 
an updated review of etiopathogenesis, clinical 
presentation, and management. Indian Dermatol Online J. 
2023;15(1):8.  
https://doi.org/10.4103/IDOJ.IDOJ_652_22 

14. Lodi G, Carrozzo M, Furness S, Thongprasom K. 
Interventions for treating oral lichen planus: corticosteroid 
therapies. Cochrane Database Syst Rev. 2020 Feb 
28;2(2):CD001168.  
https://doi.org/10.1002/14651858.CD001168.pub3 

15. Cheng S, Kirtschig G, Cooper S, Thornhill M, Leonardi-Bee 
J, Murphy R. Interventions for erosive lichen planus 
affecting mucosal sites. Cochrane Database Syst Rev. 
2012;(2):CD008092.  
https://doi.org/10.1002/14651858.CD008092.pub2  

16. Rotaru D, Chisnoiu R, Picos AM, Chisnoiu A, Buduru S, 
Rotaru H, et al. Treatment outcomes of oral lichen planus: 
A systematic review and meta-analysis. Medicina (Kaunas). 
2021;57(11):1218.  
https://doi.org/10.3390/medicina57111218 

https://doi.org/10.64149/J.Carcinog.24.9s.112-118
https://doi.org/10.3390/jcm13175280
https://doi.org/10.1111/odi.13323
https://doi.org/10.1111/JOP.12996
https://doi.org/10.4103/IDOJ.IDOJ_652_22
https://doi.org/10.3390/IJMS24033038
https://doi.org/10.3389/FMED.2022.997190
https://doi.org/10.5005/jp-journals-10015-2751
https://doi.org/10.3389/froh.2026.1755525
https://doi.org/10.1111/jdv.19567
https://doi.org/10.1111/jocd.15412
https://doi.org/10.1080/09546634.2019.1708854
https://doi.org/10.4103/IDOJ.IDOJ_652_22
https://doi.org/10.1002/14651858.CD001168.pub3
https://doi.org/10.1002/14651858.CD008092.pub2
https://doi.org/10.3390/medicina57111218


                                                                                                                                              J Islamabad Med Dental Coll 2026        
 

90 
 

17. Higgins JPT, Green S, editors. Cochrane handbook for 
systematic reviews of interventions. Version 5.1.0 
[updated March 2011]. The Cochrane Collaboration; 
2011.  

18. Mansourian A, Momen-Heravi F, Saheb-Jamee M, Esfehani 
M, Khalilzadeh O, Momen-Beitollahi J. Comparison of Aloe 
vera mouthwash with triamcinolone acetonide 0.1% on 
oral lichen planus: A randomized double-blinded clinical 
trial. Am J Med Sci. 2011;342(6):447-51.  
https://doi.org/10.1097/MAJ.0b013e318217d4ec  

19. Jafari F, Zarban A, Mohammadi F, Ebrahimi M, Fatahi B, 
Naseri M. The effect of honey on oral lichen planus: A 
randomized, double-blind, placebo-controlled clinical trial. 
J Complement Integr Med. 2021;18(3):591-6.  
https://doi.org/10.1515/jcim-2020-0123 

20. Pakfetrat A, Delavarian Z, Ghalavani H, Khorashadizadeh 
M, Ghazi A. Evaluation of efficacy of quercetin in 
treatment of oral lichen planus: A randomized double-
blind controlled clinical trial. J Oral Pathol Med. 
2021;50(5):519-25. https://doi.org/10.1111/jop.13162 

21. Kia SJ, Shirazian S, Mansourian A, Khodadadi Fard L, 
Ashnagar S. Comparative efficacy of topical curcumin and 
triamcinolone for oral lichen planus: A randomized, 
controlled clinical trial. J Dent (Tehran). 2015;12(11):789-
96.  

22. Zhou L, Cao T, Wang Y, Yao H, Du G, Tian Z, et al. Clinical 
observation on the treatment of oral lichen planus with 
total glucosides of paeony capsule combined with 
corticosteroids. Int Immunopharmacol. 2016;36:106-
10. https://doi.org/10.1016/j.intimp.2016.04.020 *(Note:  

23. Amirchaghmaghi M, Pakfetrat A, Delavarian Z, Ghalavani 
H, Ghazi A. Evaluation of the efficacy of curcumin in the 
treatment of oral lichen planus: A randomized controlled 
trial. J Clin Diagn Res. 2016;10(5):ZC134-7.  
https://doi.org/10.7860/JCDR/2016/18310.7878  

24. Thomas EA, Varma B, Kurup S, Jose R, Chandy ML, Kumar 
SP, et al. Evaluation of efficacy of 1% curcuminoids as local 
application in management of oral lichen planus - 
interventional study. J Clin Diagn Res. 2017;11(4):ZC89-93.  
https://doi.org/10.7860/JCDR/2017/24728.9773  

25. Babaei M, Babazadeh A, Ebrahimi Daryani N, Akbari ME, 
Saeedi M. The efficacy of lycopene in the treatment of oral 
lichen planus: A systematic review and meta-analysis. 
Phytother Res. 2022;36(8):3082-91.   
https://doi.org/10.1002/ptr.7504 

26. Sun SL, Liu JJ, Zhong B, Wang JW, Jin X, Xu H, et al. Topical 
calcineurin inhibitors in the treatment of oral lichen 
planus: a systematic review and meta-analysis. Br J 
Dermatol. 2019;181(6):1166-
76.  https://doi.org/10.1111/BJD.17898 
 
 
 
 
 
 
 
 
 
 

27. Ioannides D, Vakirlis E, Kemeny L, Marinovic B, Massone C, 
Murphy R, et al. European S1 guidelines on the 
management of lichen planus: a cooperation of the 
European Dermatology Forum with the European 
Academy of Dermatology and Venereology. J Eur Acad 
Dermatol Venereol. 2020;34(7):1403-14.  
https://doi.org/10.1111/jdv.16464 

28. Ruby AJ, Kuttan G, Babu KD, Rajasekharan KN, Kuttan R. 
Anti-tumour and antioxidant activity of natural 
curcuminoids. Cancer Lett. 1995;94(1):79-83.  
https://doi.org/10.1016/0304-3835(95)03827-j  

29. Nagpal M, Sood S. Role of curcumin in systemic and oral 
health: An overview. J Nat Sci Biol Med. 2013;4(1):3-7.  
https://doi.org/10.4103/0976-9668.107253 *(Note: This 
2013 review is outdated. Replaced by 2022 trial/2023 
review on curcumin: ref #11 and #2.)* 

30. Wei A, Shibamoto T. Antioxidant/lipoxygenase inhibitory 
activities and chemical compositions of selected essential 
oils. J Agric Food Chem. 2010;58(12):7218-25.  
https://doi.org/10.1021/jf101077s  

31. Davis SC, Perez R. Cosmeceuticals and natural products: 
Wound healing. Clin Dermatol. 2009;27(5):502-6.  
https://doi.org/10.1016/j.clindermatol.2009.06.008  

32. Lodi G, Carrozzo M, Furness S, Thongprasom K. 
Interventions for treating oral lichen planus: corticosteroid 
therapies. Cochrane Database Syst Rev. 2020 Feb 
28;2(2):CD001168.  
https://doi.org/10.1002/14651858.CD001168.pub3 

33. Sandhu S, Klein BA, Al-Hadlaq M, Chirravur P, Bajonaid A, 
Xu Y, et al. Oral lichen planus: Comparative efficacy and 
treatment costs-a systematic review. BMC Oral Health. 
2022;22(1):161.  
https://doi.org/10.1186/s12903-022-02168-4 

34. Nukaly HY, Halawani IR, Alghamdi SMS, Alruwaili AG, 
Binhezaim A, Algahamdi RAA, et al. Oral lichen planus: a 
narrative review navigating etiologies, clinical 
manifestations, diagnostics, and therapeutic approaches. J 
Clin Med. 2024;13(17):5280. 
https://doi.org/10.3390/jcm13175280  

35. El-Saadony MT, Saad AM, Mohammed DM, Alkafaas SS, 
Ghosh S, Negm SH, et al. Curcumin, an active component 
of turmeric: biological activities, nutritional aspects, 
immunological, bioavailability, and human health benefits 
- a comprehensive review. Front Immunol. 
2025;16:1603018. 
https://doi.org/10.3389/fimmu.2025.1603018  

36. Decker A, Schauer F, Lazaro A, Monasterio C, Schmidt AR, 
Schmitt-Graeff A, et al. Esophageal lichen planus: current 
knowledge, challenges and future perspectives. World J 
Gastroenterol. 2022;28(41):5893–5909. 
https://doi.org/10.3748/wjg.v28.i41.5893  
 

https://doi.org/10.1097/MAJ.0b013e318217d4ec
https://doi.org/10.1515/jcim-2020-0123
https://doi.org/10.1111/jop.13162
https://doi.org/10.1016/j.intimp.2016.04.020
https://doi.org/10.7860/JCDR/2016/18310.7878
https://doi.org/10.7860/JCDR/2017/24728.9773
https://doi.org/10.1002/ptr.7504
https://doi.org/10.1111/BJD.17898
https://doi.org/10.1111/jdv.16464
https://doi.org/10.1016/0304-3835(95)03827-j
https://doi.org/10.4103/0976-9668.107253
https://doi.org/10.1021/jf101077s
https://doi.org/10.1016/j.clindermatol.2009.06.008
https://doi.org/10.1002/14651858.CD001168.pub3
https://doi.org/10.1186/s12903-022-02168-4
https://doi.org/10.3390/jcm13175280
https://doi.org/10.3389/fimmu.2025.1603018
https://doi.org/10.3748/wjg.v28.i41.5893

