Herbal Treatment for Lichen Planus
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Abstract

The immune disease lichen planus affects primarily mu-
cous membranes, particularly in the mouth. Current drug
treatments are palliative only and have significant adverse
effects. The disease appears to be related to stress, leaky
gut, and allergies, and natural medicine offers ways to treat
these underlying problems including diet, supplements, and
herbal therapies.

Potentially valuable herbal therapies for symptoms or to
treat causes include nerviness and adaptogens. These include
Aloe barbadensis (aloe vera) gel; Curcuma longa (turmeric) rhi-
zome; curcumin; Pofentilla tormentilla (tormentil) herb; Por-
tulacca oleracea (purslane) leaf; Glycyrrhiza glabra (licorice)
root; Tripterygium wilfordii (thunder god vine) root; Althaea
officinalis (marshmallow) leaf or root; Alcea rosea (hollyhock)
leaf or root; Symphytum officinale (comfrey) leaf; Zingiber of-
ficinale (ginger) rhizome; Filipendula ulmaria (meadowsweet)
flowering top; Achillea millefolium (yarrow) flowering top; Ca-
lendula officinalis (calendula) flower; Humulus lupulus (hops)
strobile; Larrea tridentata (creosote bush) herb; Artemisia
tridentata (bigleaf sagebrush) leaf, Crataegus spp. (hawthorn)
leaf, flower and fruit; Rubus spp. (blackberry, raspberry) leaf
and root; Vaccinium spp. (blueberry, bilberry) leaf and fruit;
Morella cerifera (bayberry) bark, Polygonum spp. (bistort) leaf,
Camellia sinensis (black tea) steamed leaf; and Agrimonia eu-
patoria (agrimony) herb.

Introduction

Lichen planus, a chronic, immune-mediated, mucocuta-
neous disease, primarily affects the buccal mucosa.! The
condition comes in three major forms: reticular; atrophic;
and erosive (see Major Forms of Oral Lichen Planus).
Oral lichen planus (OLP) is usually found on both sides
of the oral cavity, although a lesion occasionally is limited
to one area. The lesion rarely progresses but also rarely re-
gresses spontaneously.

OLP appears to occur more frequently in women than in
men; based on the best study available, the age-standardized
prevalence in women is 1.57%, compared with 0.96% in men.?
Other sites that lichen planus can affect include the lips, vagi-
nal mucosa, glans penis, flexor surfaces of the wrists, and other
skin sites. Diagnosis can often be made by inspection, but a
biopsy is usually confirmatory, given the nearly unique histol-
ogy of the lesions, particularly early in their course.

Systemic and topical corticosteroids reverse the lesions of
lichen planus quickly. However, the disease very frequently
recurs after the steroids are discontinued, and so, patients typ-
ically end up on long-term topical steroid therapy. Although
this decreases the risk of systemic complications, Cushing’s
syndrome can and does occur in up to 9% of patients using
clobetasol, a potent topical steroid frequently recommended
for treating OLP.3* In a study, adrenal suppression was seen
in 86% of patients with OLP who were treated with clobeta-
sol three times daily as an initial treatment, which fell to 4%
with single doses every other day for maintenance.’

Oral candidiasis is a frequent result of using topical corti-
costeroids to treat patients with OLP.® To combat this, oral
nystatin or miconazole is commonly used along with clo-
betasol, which increases costs and bother for patients.” Drug
therapy for lichen planus is therefore palliative and can cause
significant adverse effects, and newer treatments that either
target symptoms more safely or that treat the cause of the
disease are needed.

Immunopathogenesis

OLP is a chronic inflammatory disease. A predominant
TH1 cytokine pattern precedes development of OLP. When
interferon-y (IFN-y) predominates, OLP occurs; when tumor
necrosis factor-o. (TNF-a) predominates, oral and cutaneous
lichen planus occurs.® These inflammatory cytokines trigger a
cascade of events that lead to apoptosis in epithelial basal cells.
The NfiB pathway is upregulated, and the transforming growth
factor- (TGF-f) control pathway is downregulated, resulting
in chronic inflammation and keratinocyte hyperproliferation
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(the basis of the white lesions in the disease).” For a graphic
representation of the disease pathenogensis, see Figure 1.

Some patients with chronic hepatitis C (CHC) develop
OLP.1% We have recently written in detail about herbal treat-
ment of patients with CHC.! OLP develops, at least in part,
as a result of chronic immune upregulation and inflammation
caused by the body’s frustrated attempt to destroy the virus in
hepatocytes, and so inflammation- and immune-modulating
herbs are logical choices for patients who have OLP comor-
bidly with CHC.

In natural medicine, leaky gut and subsequent food aller-
gies are believed to be a significant inciting factor for lichen
planus. This seems to be logical, given the authors’ own clinical
observation that elimination-challenge diets frequently reduce
the condition. In addition, most autoimmune diseases have ul-
timately been shown to be associated with these problems.!?

Nonsteroidal anti-inflammatory drug (NSAID) use is a
well-established risk factor for lichen planus.!3 Although a
direct antigenic role for these drugs cannot be ruled out in
causing lichen planus, it is also possible that they are involved
because of their well-known role in increasing leaky gut.'* De-
finitive proof of a connection among leaky gut, food allergy,
and OLP remains to be demonstrated.

Demulcent and inflammation-modulating herbs are the
major herbal therapies to correct all these problems. They are
discussed below in detail.

Demulcents

Aloe barbadensis (aloe; Aloe vera) is native to drier parts of
Africa and is now cultivated in other desert regions of the
world including, extensively, Texas. This herb is a member of
the Liliaceae family. The mucoid gel found in the inner portion
of the leaves, free of cathartic laxative anthraquinone glyco-
sides, contains soothing, immunomodulating, inflammation-
modulating complex carbohydrates, including glucomannan.'
The mix of polysaccharides is often referred to as acemannan.
A case study has previously reported that 2 oz of aloe-stabi-
lized juice orally each day resulted in elimination of OLP in 1
52-year-old woman.1®

In a double-blinded study in 54 Thai adults, subjects were
randomly assigned to apply either 4/ve vera gel or vehicle twice
a day for 8 weeks.!” Patients in the aloe group were signifi-
cantly more likely to have a 50% or greater clearing of lesions
and reduction of pain, compared with patients in the placebo
group. Two patients went into complete remission, compared
with none taking placebo. Nine patients taking aloe had com-
plete remission of all symptoms compared to 1 taking place-
bo—a significant difference. There were no significant adverse
effects. Aloe has also been shown to be effective for topical
use in women with vulvar lichen planus in a double-blinded,
placebo-controlled clinical trial.!8

Portulacca oleracea (purslane), in the Portulaceaceae family, is
a humble demulcent weed from Eurasia. This weed has previ-
ously been reported to modulate inflammation and decrease
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pain.’” A group of 37 Iranian adults with OLP volunteered
for a double-blinded, randomized controlled trial of a purs-
lane extract.?0 The extract was made by dissolving the above-
ground, cooked parts in 80% ethanol. This extract was dried

There was szgmﬁccmtly greater
reduction in lesion size and pain
levels in patients taking purslane,
compared with controls.

and encapsulated, and subjects were given 235 mg per day of
the extract or placebo for 3 months. There was significantly
greater reduction in lesion size and pain levels in patients tak-
ing purslane, compared with controls, with results lasting up to
3 months after discontinuation of therapy. No adverse effects
were noted.

Although their efficacy is not well-documented, demulcents
are a treatment of choice for helping repair leaky gut in the
Western herbal world.?! There is some experimental evidence
that the polysaccharide-rich demulcent Avena sativa (oats) can
prevent leaky gut.?? Other forms of complex carbohydrates
may also be beneficial .23

Some other highly sustainable and safe demulcent herbs
include Althaea officinalis (marshmallow) leaf or root and A/-
cea rosea (hollyhock) leaf or root. Symphytum officinale (com-
frey) leaf is also an excellent treatment but should only be
used internally for 2—4 weeks at a time and should be avoided
in patients with concomitant liver or kidney disease, and not
used during pregnancy or lactation. A cold infusion is the
optimal preparation for these herbs, with 3-5 g of herb per
cup of water allowed to sit in room-temperature water for
8-12 hours. One cup should be swished and swallowed at
least three times per day.

Inflammation-Modulators

Curcuma longa (turmeric) rhizome is a major traditional
remedy throughout Asia and is an important modulator of
inflammation. The mixture of curcuminoids from this plant,
often referred to as curcumin, is well-documented to affect
multiple pathways of inflammation.?4

A double-blinded, randomized trial involving 33 adults
with OLP in San Francisco compared 1000 mg curcumin
twice a day with placebo for 7 weeks.?®> All subjects received
60 mg of prednisone during the first week of therapy. This
was a serious potential flaw in the design of the study, as,
actually, this was a trial of whether curcumin could add any-
thing on top of corticosteroid treatment, and also raises the
concern that corticosteroids might interfere with curcumin’s
efficacy. Ultimately, an interim analysis showed very little



Major Forms of Oral Lichen Planus
Reticular—typically causes asymptomatic, weblike
white lines on the oral mucosa as a result of keratosis

Atrophic—reticular form combined with erythematous
patches, also typically asymptomatic

Erosive—painful, shallow, irregular ulcers combined
with manifestations of reticular and atrophic forms

chance of success and the trial was stopped early because it
was futile.

This information suggests that corticosteroids should be
withheld unless absolutely necessary for patients with OLP
who are considering using natural therapies. In addition, the
dose of curcumin that is likely to be effective will be sig-
nificantly higher than 1000 mg twice per day. Curcumin in
capsules is also a suboptimal dosing form, as it does not allow
the medicine to reach the lesions by direct contact. A tincture
(5 mL, three times per day), decoction (5 g per cup, three
cups per day), or nonencapsulated powder of turmeric (3-5 g,
two to three times per day) would be much more appropriate.
Tincture or powder should be diluted with water.

Other inflammation-modulating herbs to consider that
have not been formally studied for patients with OLP in-
clude Zingiber officinale (ginger) rhizome, Filipendula ulma-
ria (meadowsweet) flowering top, Achillea millefolium (yar-
row) flowering top, Calendula officinalis (calendula) flower,
Humulus lupulus (hops) strobile, Larrea tridentata (creosote
bush) herb, and Artemisia tridentata (bigleaf sagebrush)
leaf. All are recommended as tinctures or teas, again, to al-
low maximum contact with the lesions topically before be-
ing swallowed.

An Immunosuppressive

Tripterygium wilfordii (lei gong teng, which translates literally
as “thunder god vine”) root bark is a traditional Chinese herbal
medicine with potent immunosuppressive effects. It grows
as a vine in Eastern Asia and is traditionally recommended
for patients with arthritis, fever, chills, and/or swelling. 7 Ay-
poglaucum is an interchangeable species. Diterpenoids, such as
triptolide, are believed to account for much of the therapeutic
activity of the plant.26

Triterpenoid saponins may also be beneficial for treating in-
flammation. They are also associated with reversible infertility
in men, although triptolides may also play a role in this.?” Sig-
nificant bone-marrow suppression is seen with use of the whole
plant and extracts free of triterpenoids.?® A meta-analysis con-
firmed that extracts of thunder god vine are effective for treating
patients with rheumatoid arthritis (RA), but the reviewers stated
that the herb’s toxicity made it an unacceptable treatment.??
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In a randomized trial, 94 Chinese patients with erosive OLP
were randomly assigned to take either a crude root extract or a
glycosides-only extract for 3 months.3® The glycoside extract
was more effective for patients with grade I disease than the
crude root extract was, while both extracts were equally effec-
tive for patients with grade II disease. The researchers recom-
mended against thunder god vine use in people of childbearing
age because of concern about fertility effects. The utility and
safety of this controversial, potent, and potentially dangerous
herb remain to seen.

Stress Relievers

According to many studies, high levels of stress and anxi-
ety increase the risk of OLP substantially.31733 Some studies
have not found a connection.3* We have previously written
at length about nervine and adaptogen herbs to help combat
anxiety and stress.3>=37 Please see these articles for thoughts
about specific herbs that might be helpful for an individual
patient. Adaptogens are of particular interest because they are
also immunomodulating, and thus may help alleviate some of
the immunopathogenesis discussed above.

Glycyrrhiza glabra (licorice) root is an example of an herb
that embodies almost all the actions described as useful above:
adaptogenic; immunomodulating; inflammation-modulating;
and demulcent.?® In a study, the triterpenoid saponin glycyr-
rhizin, which imparts the sweet taste to licorice root, has been
given intravenously (IV') for 4 weeks to treat OLP successfully
in patients with CHC, compared with just giving oral clean-
ings to control patients.3’ Because of the well-established use
of IV glycyrrhizin for patients with CHC, it was unclear if this
therapy was working on the underlying viral hepatitis or on the
lichen planus directly.*

Oral licorice is preferred for patients with OLP, however,
as this way it can act directly on the lesions. A typical dose of
fluid extract would be 1-2 mL diluted in water, and for tea,
the dose would be 1-2 g per cup of water simmered for 15-20
minutes, with three cups taken per day. In both cases, a swish-
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Figure 1. Lichen planus parthenogenesis. HCV, hepatitis C virus; TNF, tumor necrosis factor; IFN, interferon; IL, interleukin; TGF, transforming growth factor.
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and-swallow approach is recommended for achieving optimal
benefits. Patients taking licorice or receiving IV glycyrrhizin
should have their serum potassium and blood pressure (BP)
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Many kinds of herbs can
help heal the lesions of OLP
effectively and safely, as well as

helping keep them from returning.

monitored regularly to avoid potential adverse effects. Licorice
should not be used by patients who have uncontrolled hyper-
tension or who are taking corticosteroids or other drugs that
can also deplete potassium.*!

Astringents

Potentilla tormentilla (tormentil) herb is a Rosaceae-family,
Eurasian-native rich in tannins and traditionally classed as an
astringent.*? Related species are found across Asia and North
America, including P arguta = Drymocallis arguta (prairie
cinquefoil) in the latter. Astringents are believed to help pa-
tients with OLP by coating the lesions and protecting them
from irritation by food or compounds in the saliva. Astringents
also have vulnerary and inflammation-modulating effects.*3

In areport from Russia, 53 patients with OLP were treated
with cod liver oil and some other immune and detoxifying
natural therapies, although details of these were not avail-
able.** While this treatment was effective for obtaining re-
mission of nonerosive OLP, with effects durable for 1 year,
gargling a tincture of tormentil and cod liver oil was much
more effective for treating erosive OLP. Most patients will
find gargling cod liver oil objectionable, to put it mildly, but
tormentil is quite tolerable.

Many other astringents can be considered as part of a pro-
gram to heal OLP, including Crataegus spp. (hawthorn) leaf,
flower and fruit; Rubus spp. (blackberry, raspberry) leaf and
root; Vaccinium spp. (blueberry, bilberry) leaf and fruit; Morella
cerifera (bayberry) bark; Polygonum spp. (bistort) leaf; Camellia
sinensis (black tea) steamed leaf; and Agrimonia eupatoria (ag-
rimony) herb. All are best taken as teas or tinctures so they can
coat the lesions directly.

Conclusion

There are many kinds of herbs that can help heal the le-
sions of OLP effectively and safely, as well as helping keep
them from returning. Inflammation-modulators, demul-
cents, astringents, adaptogens, immunomodulators, and
nervines are all relevant. Substantial clinical trials have

verified the efficacy of Aloe vera and purslane. This supports
performing clinical trials on other herbs mentioned here for
treating OLP. In severe cases not responding to other thera-
pies, there is support for short-term use of thunder god vine
as an immunosuppressant. [ |
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