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ABSTRACT

Background/Objectives: Lichen planopilaris is a
primary lymphocytic cicatricial alopecia. Manage-
ment of patients with lichen planopilaris is difficult
due to a paucity of high-quality data on its epidemi-
ology and pathogenesis and the efficacy of therapies.
The purpose of this study was to report the charac-
teristics and treatment outcomes of patients with
lichen planopilaris in a tertiary referral centre.
Methods: A retrospective review of medical records
in patients with lichen planopilaris seen in the Hair
Clinic at the Skin & Cancer Foundation Inc., Mel-
bourne, from 2012 to 2016.
Results: Altogether 32 patients with lichen planopi-
laris (29 women) were included. The onset age ran-
ged from 17 to 77 years with a mean age of
55.2 � 13.5 years. Scalp pruritus (84%) and perifol-
licular erythema (72%) were the most common pre-
senting symptoms and signs, respectively. Lichen
planopilaris involved the frontal scalp in 66% of
patients, the parietal in 56%, and vertex scalp in
50%. There were wide variations in treatment
response.
Conclusion: Lichen planopilaris is characterised
by a marked female predominance and clinically
with pruritus, perifollicular erythema and perifollic-
ular scale. The current range of treatments used
produced mixed and often unsatisfactory results.
Multicentre, prospective, randomised controlled tri-
als are warranted to provide clearer data on effica-
cious treatment options.

Key words: lichen planopilaris, primary cicatri-
cial alopecia, retrospective study, treatment.

WHAT THIS RESEARCH ADDS

• First description of lichen planopilaris from an
Australian perspective.

INTRODUCTION

Lichen planopilaris, first described by Pringle in 1895, is a
primary lymphocytic-mediated cicatricial (scarring) alope-
cia.1 It is a follicular variant of lichen planus.2 Its aetiology
is uncertain and its pathogenesis is incompletely under-
stood. Currently it is agreed that lichen planopilaris is an
autoimmune disease in which T-lymphocytes induce
inflammatory change and the permanent destruction of
follicular stem cells.3 More recent studies involve mouse
models and human studies of patients with lichen planopi-
laris concern PPAR-gamma genetic downregulation.4

Lichen planopilaris is seen more frequently in Cau-
casian women than other groups, with a peak age of
onset at between 25 and 70 years.1,5 The disease pre-
sents as pruritic or painful multifocal patches of alopecia
with perifollicular erythema and follicular hyperkeratosis
at the hair-bearing margin (Fig. 1).1,2,6–8 Lichen planopi-
laris lesions are typically distributed over the central
scalp, but the disease may also affect non-scalp areas,
including eyebrows, eyelashes and axillae.5,6,9 Cutaneous,
nail or mucosal lichen planus may coexist in 17–28% of
lichen planopilaris cases.6,10,11 The natural history of
lichen planopilaris is variable, although if it is not
treated it often eventually burns out.2 However the
extent of disease and its final cosmetic impact is difficult
to predict.
Most patients with lichen planopilaris are intensely con-

cern and distressed by the appearance of permanent
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alopecia, leading to feelings of low self-esteem and height-
ened self-consciousness.12

There is limited data on the effectiveness of treatment
regimens available for lichen planopilaris. Thus, treatment
of lichen planopilaris is largely empirical and based on
small case series and consensus opinions. Frequently used
therapeutic options include topical corticosteroids, intrale-
sional corticosteroids, hydroxychloroquine, doxycycline,
oral corticosteroids and immmunosuppressants.1,2,6,13,14

The aim of this study was to define the characteristics of
lichen planopilaris; its prevalence, clinical features and
treatment responses from patients attending a tertiary
referral centre.

MATERIALS AND METHODS

A retrospective review of all patients seen in the Hair
Clinic at the Skin & Cancer Foundation Inc., Melbourne,
Victoria, from February 2012 to July 2016 was performed.
The study was approved by the Human Research Ethics
Committee at the University of Notre Dame, Australia
(016037S).
The inclusion criteria for the study were female and

male patients with a confirmed diagnosis of lichen
planopilaris. The diagnosis of lichen planopilaris had to
be established by a consultant dermatologist based on
clinical and dermoscopic findings with or without

histopathological confirmation. A database search
obtained 59 records with a diagnosis of lichen planopi-
laris. Patients with a dual diagnosis (n = 12) and patients
who had been followed up for fewer than 12 months
(n = 15) were excluded. Altogether, 32 patients were
included in the study.
Patients’ characteristics (gender, age at disease onset

and time interval between onset and diagnosis), clinical
features (symptoms, lesional distribution and presence of
activity) and therapy (types of treatment received, length
of treatment, response to therapy, reasons for discontinua-
tion and adverse effects) were analysed.
The treatment responses were categorised as remission,

partial improvement, unchanged or worsening depending
on the clinical symptoms, inflammatory signs and the exten-
sion of the alopecia. Worsening was defined as the continu-
ing progression of the alopecia with clinical features of
active disease; unchanged was defined as the persistence of
clinical features of active disease, but no further progression
of the alopecia. Partial improvement was defined as the par-
tial reduction in clinical features of active disease and
remission was defined as the arrest of alopecia progression
and absence of clinical features of active disease. The effec-
tiveness of the treatment response was evaluated by inter-
preting medical records, letters of correspondence, and,
where accessible, by comparing medical photographs.

Statistical analysis

Continuous variables are summarised as means with stan-
dard deviation, or median and range, as appropriate. For
categorical variables, frequencies and percentages were
reported. Data entry and analysis was performed using
IBM SPSS Statistics vers. 22.0 for Windows (IBM, Armonk,
New York.

RESULTS

Patients’ characteristics

Table 1 shows the characteristics of patients with lichen
planopilaris.

Clinical features

Scalp pruritus (84%) was the most common symptom, fol-
lowed by pain or burning (53%) and shedding (44%). Most
patients (72%) had perifollicular erythema and perifollicu-
lar scale (59%) at presentation. Follicular hyperkeratosis
was also observed 34% patients and crusting in 19%. Most
patients with lichen planopilaris had hair loss on the fron-
tal (66%) and parietal (56%) areas of the scalp and had
more than 10% of the scalp surface area affected. Associ-
ated lichen planus was observed in four (13%) patients
(Table 2).

Therapy

Topical steroids were given to 84% of patients with lichen
planopilaris and 31% of patients received intralesional

Figure 1 Patches of scarring alopecia with loss of normally visi-
ble follicular orifices and associated perifollicular erythema and
scale in a patient with lichen planopilaris.
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corticosteroids. Systemic treatments commonly used
included tetracycline antibiotics in 17 (53%), (doxycycline
in 12 and minocycline in patients), hydroxychloroquine in
15 (47%), immunosuppressants in 12 (38%) patients
(methotrexate in seven patients, mycophenolate mofetil in
three and ciclosporin in two) and a course of oral corticos-
teroids in nine (28%) patients.

Data on the response to therapy and reasons for discon-
tinuation of therapy in patients with lichen planopilaris are
shown in Figure 2. In most cases, treatment response was
rated as unchanged. The therapy that yielded the best
results, however, was oral corticosteroids (seven of nine
patients, 78%), followed by acitretin (two or three patients,
67%). Topical steroids led to a partial mitigation of symp-
toms and inflammatory signs in 29% (8/27) patients. One
patient in the study cohort was also treated with Excimer
laser 308 nm, without success. The patients were dis-
tressed by their alopecia. Seven employed cosmetic cam-
ouflage agents as adjunct therapy, including wigs, hair
pieces and referral for eyebrow tattooing in the case of
eyebrow loss. No patient had any visible hair regrowth on
any treatment.
The most frequently cited reasons for discontinuing

treatment were their lack of efficacy and the patient’s
intolerance of the medication. In total 17 patients experi-
enced at least one adverse effect. The most common side-
effect reported was skin atrophy and telangiectasia in five
of 27 (19%) patients from topical steroid use.
After receiving first treatment, 56% of patients produced

a response. Over one-third of them (37%) responded to a
second treatment and 11% responded to subsequent ther-
apy. No consistent or dominant regimens were used in
each treatment line.

DISCUSSION

Primary cicatricial alopecia encompasses a group of hair
loss disorders that cause irreversible damage to hair folli-
cles, resulting in scarring and permanent alopecia. Accord-
ing to previous reports, lichen planopilaris appears to be
more common in Caucasian women than in other groups.
Consistent with previously published studies,1,5 nearly all
the patients in our study were women (91%). Race and
ethnicity data were not documented for most patients in
our cohort.
Previous studies report that adults between the ages of 25

and 70 years are the primary group to be affected by lichen
planopilaris, with a mean age of onset of 52 years.1,5,11 The
age distribution among our patients is comparable. Interest-
ingly, men appeared to experience onset at a significantly
earlier age (34.7 � 11.6 years) than women (57.3 �
12.0 years). This phenomenon was previously reported in a
retrospective study by Cho and colleagues.11

In our cohort, most patients with lichen planopilaris had
scalp pruritus, perifollicular erythema and perifollicular
scale at initial presentation. These findings are similar to
findings reported in previously published literature. Lichen
planopilaris has been described as commonly involving
the vertex, but any region of the scalp and other hair-bear-
ing areas can be involved. In our patient cohort, most
(93%) patients presented with various areas of scalp
involvement. The most frequently affected scalp areas
were frontal (66%), parietal (56%) and vertex (50%). Five
patients (16%) presented with disease affecting the eye-
brows and one (3%) with involvement of the facial beard.
Compared with previously published studies, our findings

Table 2 Clinical findings of patients with lichen planopilaris
(n = 32)

Findings n (%)

Symptoms
Pruritus 27 (84)
Pain/burning 17 (53)
Shedding 14 (44)

Signs
Perifollicular erythema 23 (72)
Perifollicular scale 19 (59)
Follicular hyperkeratosis 11 (34)
Crusting 6 (19)
Scalp erythema 2 (6)
Scalp erosions 1 (3)

Anagen pull test
Positive 13 (41)

Site of alopecia
Frontal 21 (66)
Parietal 18 (56)
Vertex 16 (50)
Temporal 14 (44)
Occipital 12 (38)
Eyebrow 5 (16)
Other 1 (3)

Surface area of scalp disease
<10% 5 (16)
10–25% 14 (44)
25–50% 9 (28)
>50% 4 (13)

Concurrent or prior lichen planus
Nail 1 (3)
Oral 2 (6)
Genital 1 (3)
Cutaneous 1 (3)

Table 1 Characteristics of patients with lichen planopilaris
(n = 32)

Category (years) n (%) Mean � SD
Median
(range)

Total patients
Age at presentation 60.2 � 12.3 60.5 (29—82)
Age at onset 55.2 � 13.5 55.5 (17—77)
Delay before presentation 4.88 � 4.26 3.0 (1—20)

Women 29 (91)
Age at presentation 61.7 � 11.6 62.0 (29—82)
Age at onset 57.3 � 12.0 59.0 (17—77)
Delay before presentation 4.21 � 3.05 3.0 (1—12)

Men 3 (9)
Age at presentation 46.0 � 12.1 44.0 (35—59)
Age at onset 34.7 � 11.6 33.0 (24—47)
Delay before presentation 11.3 � 9.00 12.0 (2—20)
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did not detect an association between concurrent or prior
lichen planus and lichen planopilaris.5,7,11

The treatment outcome in lichen planopilaris remains
less than satisfactory in most reports2,7,10,13 and this study
is no exception. In our cohort, systemic corticosteroids and
the oral retinoid acitretin produced partial responses. Oral
retinoid success has previously been reported using oral
isotretinoin.1 Topical steroids appeared to aid in the reduc-
tion or alleviation of symptomatic pruritus and pain or
burning.
The overall patient response rate was also discouraging,

although patients were more likely to respond to first initi-
ated therapy. A possible explanation for the poor response
to treatment is the delay in presentation at our clinic. The
mean time interval between disease onset and presenta-
tion was long, at 4.9 � 4.3 years. The tertiary nature of the
clinic partially explains this long time interval, although
misdiagnosis, diagnostic delay and delayed help-seeking
among patients may also play a role. Any delay in seeking
help and a referral may disadvantage patients, given that
early treatment by preserving remaining hair follicles is a
key to the effective management of lichen planopilaris.2

Our study had its limitations. Firstly, it was a retrospec-
tive study, dependent on the completeness and accuracy of

medical records. Further limitations include its relatively
small sample size and the lack of objective outcome mea-
sures to monitor efficacy of treatment. Our study may also
be affected by selection bias, given that the study popula-
tion was restricted to patients seen at a private tertiary
referral hair clinic.
In lichen planopilaris, pruritus, perifollicular erythema

and perifollicular scale affecting the frontal, parietal and
vertex scalp areas are common at presentation. Mixed out-
comes were recorded among the treatments employed,
although systemic corticosteroids were observed to be the
most effective in reducing the symptoms and signs of clini-
cally active disease. Timely referral to specialists in ter-
tiary referral centres may lead to improved outcomes.
Multicentre, prospective, randomised-controlled trials are
required to provide clearer data on efficacious treatment
options.
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Figure 2 The columns represent (a) response to treatment and (b) reasons for therapy discontinuation in patients with lichen planopi-
laris.
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