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ABSTRACT
Objectives: To study the epidemiological and clinical features of LP in Jordanian patients.
Patients and Methods: A retrospective study was done. The files of 167 patients with LP, who
attended the Dermatology Clinic, Queen Alia Military Hospital, Amman, Jordan, from January
2003 to December 2005, were analyzed.
Results: The 167 patients with LP formed 0.73% of the total number of new dermatology
outpatients. The male: female ratio was 1: 1.1. The patient ages ranged from 6 to 73 years,
most being in the age range from 34 to 59 years (mean, 39.7 years). No familial cases were seen.
No precipitating factors were detected. The majority of the patients (57.7%) showed classical
lesions followed by hypertrophic type next in frequency. Most patients (83.6%) had pruritus.
Limbs were the most common site to be involved at onset (61.3%). Mucous membranes were
involved along with skin in 48.5%. Nail changes were observed in 9% of patients and hair
affection in 1.2%.
Conclusion: The epidemiological and clinical features of the disease in Jordan are similar to
those mentioned in literature, with higher prevalence of actinic type which is the case in most
countries of Middle East.
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INTRODUCTION
Lichen planus (LP) was first described in 1869
by Erasmus Wilson.1,2 It is an idiopathic, noninfectious, pruritic, clinically and histologically
typical dermatosis that affects the skin, mucous
membranes, and less commonly hair and
nails. 1-3 Many factors were suggested to be
involved in the etiology of LP, including HLA
association, infectious agents, drugs, diabetes,
hepatic diseases, graft versus host disease, and
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psychological factors, but none of these was
proved.4-7 It is now believed to be an immunemediated disease. 3,4 It is characterized by
violaceous, scaly, flat-topped, polygonal papules commonly involving the flexor aspects of
the wrists, legs, and oral and genital mucous
membranes. It usually resolves after a variable
period of time, ranging from a few months to
years, leaving behind a postinflammatory
hyperpigmentation and/or scarring.1-3 In most
studies, around 1% of patients visiting dermatology clinics are affected with no significant
racial variation. The average age of onset is
about 40 years with, possibly, slight female
predominance.8
PATIENTS AND METHODS
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We analyzed the records of patients who
attended the Dermatology Clinic, Queen Alia
Military Hospital, Jordanian Royal Medical
Services, Amman, Jordan, from January 2003
to December 2005. All patients affected by LP,

Lichen Planus

167 patients, were included in the analysis.
Information regarding the age, sex, family history, morphology and distribution of lesions,
duration of illness, concomitant use of drugs,
associated diseases, and histopathology was
obtained from the clinical records. A record of
associated affection of the mucosae, nails, and
hair was also made.
RESULTS
The 167 patients with LP formed 0.73% of
the total number of new dermatology outpatients in our study. Eighty nine patients (53.3%)
were females and 78(46.7%) were males (male:
female ratio=1:1.1). The age of onset was
between 6 and 73 years (most patients were in
the age group between 34 and 59 years, mean
39.7 years). Family history of similar disease
was negative for all patients. There was no
history of any precipitating factors.
The involvement of skin alone was observed
in 68 (40.7%) patients. Concomitant involvement of both skin and mucous membranes was
seen in 81 (48.5%) patients. The majority of the
patients (57.7%) showed classical lesions followed, in order of frequency, by hypertrophic,
actinic, eruptive, follicular, and atrophic types
(17.8, 16.1, 6.7, 1.2 and 0.5% respectively). No
erosive or bollous lesions were seen. A histopathologic examination was performed in five
(3%) patients to confirm the clinical diagnosis,
showing findings consistent with classical LP.
Limbs were the commonest site to be involved
at onset (103 patients, 61.3%), especially the
lower ones (76 patients, 45.5%). Other sites at
onset, in order of frequency, were: the face in
23 patients (13.8%), mouth in 21 (12.9%),
trunk in 18 (10.8%), and scalp in 2 (1.2%). Most
patients (83.6%) had pruritus. Clearance of
lesions occurred within 9 months in most cases
(73%) with mild to moderate postinflammatory
hyperpigmentation in only 15.9% of patients.
No malignant transformation was noted. Hair
involvement was detected in 2 (1.2%) patients
in the form of cicatricial-alopecia patches
involving the scalp (lichen planopilaris). Nail
changes were present in 15 (9%) patients. Longitudinal ridging was the commonest change

(in 4 cases) followed, in order of frequency, by
discoloration, splitting, loss of nail plate and
pterygium. In patients with oral LP (23
patients); buccal mucosa was the commonest
area to be involved (11 patients), followed by
lips (5 patients), tongue (4 patients) and hard
palate (3 patients). A reticular pattern was seen
in 16 patients, atrophic in 5 patients, and
erosive in 2 patients. Lichenoid papules with
annular configuration were seen on glans
penis in 9 men and macerated lichenoid patch
was seen on labia majora in one female
patient.
DISCUSSION
In our study, the prevalence of LP was 0.73%
with almost equal involvement of both sexes.
The most age group to be affected by LP in our
study was 34-59 years. No familial cases were
noticed. These epidemiological data are
consistent with other studies held in other
countries. 8-13 No factors were noted to be
significantly associated with LP, which
confirms the idiopathic nature of this disease,
so far.1-3
Our study showed the limbs (61.3%); especially lower limbs (45.5%), to be mostly involved at onset with the classical type being
the most common morphologic type (57.7%).
These results are consistent with literature.1-3,8
Actinic LP showed higher prevalence (16.1%)
than most international figures, which is the
case in most Middle East countries, mostly due
to higher sun exposure.8-14 Association of mucosal and skin diseases was seen in 48.5% of
patients. Buccal mucosa was the commonest
mucosal surface to be involved with the reticular type being the commonest morphologic
subtype. Genital LP was encountered in about
6% of cases. These results are consistent with
the epidemiological and clinical features of
mucosal LP in most studies.8,9,15 Hair and nail
involvement was seen in 1.2% and 9% respectively, which is the case with other studies.16-18
The disease, in our study runs a course of few
months (9 months in average) in most cases
(73%) leaving behind a minimal pigmentation,
which is the usual course of this disease.19 No
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malignant transformation was noted. The epidemiological and clinical setup of LP in our
study, among Jordanians, did not show significant differences from that written in literature.
The hospital in which this study was carried
out, is one of the biggest three hospitals in the
capital Amman (middle sector of Jordan),
which caters for of about 63% of Jordan population. So, this hospital based study may give
good idea about the features of LP in our Country. However, there is a need for further studies, in other hospitals and provinces of Jordan
to give better idea about the features of the
disease in Jordan. This study showeds that the
epidemiological and clinical features of the disease in Jordan are similar to those mentioned
in literature, with higher prevalence of actinic
type which is the case in most countries of
Middle East.
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