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The Use of 5-Fluorouracil vs. Triamcinolone Intralesional Injection for 
Treatment of Oral Lichen Planus
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ABSTRACT
Oral lichen planus is a very common chronic mucomembraneous inflammatory disease of the oral cavity. 
5-Fluorouracil (5-FU) has immunological properties by inhibiting thymidylate synthase. Several studies have been 
proved that 5-FU suppress T-cell activation in humans. The study aimed to investigate the immunomodulating 
effects of intralesional 5-FU as an immunosuppressant agent for treatment of oral lichen planus in comparing 
with triamcinolone injection. A randomized single-blind clinical study was performed. The study sample that 
consists of 40 patients were divided into two groups. Group A consists of 20 patients represent the control group 
and received 0.5 mL of triamcinolone acetonide per 1cm2 once weekly for 3 consecutive months. While group B 
consists of 20 patients received 0.5 mL of 5-FU per 1cm2 once weekly for 3 consecutive months (12 weeks). All 
patients were clinically evaluated every 1 month to assess the clinical response which were denoted by flattening 
of lesions, absence of new lesions and decrease in severity of irritation and burning sensation. The mean age of 
patients was 42±10.57; and male to female ratio was 2:3. The duration of OLP in the enrolled patients was varied 
from 4 months to 2 years. A statistically significant difference was observed comparing percent of oral lesion areas 
improvement between 5-FU group and Triamcinolone group. It was concluded that intralesional administration 
of 0.5 mL of 5-FU per 1cm2 in comparing to triamcinolone acetonide has been showed a superior significant 
buccal-healing effect of oral lichen planus by ameliorating the cytotoxic T cells (CD8+) damage by “thymidine-
less death” mechanism.
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INTRODUCTION
Oral lichen planus (OLP) is a very common chronic mucomembraneous 
inflammatory disease of the oral cavity found in 0.5%–1% of the 
population1,2. It mainly affects adult patients and is slightly more 
common in 4th and 5th decade females (65%)1,2. Oral lichen planus 
might occur in concomitant with or without skin lesions3. Oral lichen 
planus causes remain unknown, while the pathogenesis is generally 
well understood2,4. Histopathologically, OLP is a cytotoxic T cell 
(CD8+)-mediated disease5. In epidermis and mucosal epithelium, basal 
cells are destroyed by an immune-mediated process in which migration 
of cytotoxic T cells together with smaller numbers of helper T cells, 
into the basal layers of the mucosal epithelium for destroying of the 
basal cells5. Sometimes oral lichen planus is asymptomatic and appears 
as a striae (reticular) or hyperkeratotic plaque6,7. However, there 
is burning sensation scales from mild discomfort to severe usually 
bilateral in atrophic, erosive (ulcers) and bullous forms6,7. There is 
no specific therapy for the underlying pathological process; all of the 
current treatments are actually symptomatic to control any flare up in 
the disease severity and its complications8. A wide variety of treatments 
have been used alone or in combination to treat OLP9. These agents 
are corticosteroids, immunosupressors like azathioprine, cyclosporine 
and levamisole, retinoids and its derivatives, PUVA therapy, and 
antifungals like griesofulvin10,11.

The treatment of choice for primary cases of OLP is topical 
corticosteroids as a mouthrinse or a gel which are widely used and 
accepted10,11. Local complications that resulted from prolonged 
use of topical corticosteroids are; hypopigmentation of the applied 
area, blanching of the mucosa, and delayed wound healing12,13. For 
nonresponding cases to topical steroids or have adverse effects 
on systemic use, intralesional corticosteroids are reserved10,11,14. 
Intralesional injection delivers triamcinolone acetonide directly into 
the affected mucous membranes, minimizing systemic exposure 
and providing high local concentrations with prolonged duration of 
action14-17. The efficacy of intralesional triamcinolone acetonide have 
been demonstrated in several studies in alleviating pain and discomfort, 
as well as reducing severity and size of OLP lesions18,19.

The chemotherapeutic antimetabolite drug 5-fluorouracil (5-FU) is 
widely used in the treatment of solid tumors since 1957; including 
cancers of the colorectal, esophagus, stomach, breast, liver, pancreas, 
and head and neck20. 5-Fluorouracil requires activation because it is 
inactive in its parent form, and the activation occurs through a complex 
series of enzymatic reactions21. 5-Fluorouracil, a pyrimidine analog, 
induces cytotoxicity either by inhibiting thymidylate synthase (TS) 
enzyme through formation of covalently bound ternary complex or by 
disrupting RNA and DNA synthesis directly through misincorporating 
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its metabolites22. 5-Fluorouracil has immunological properties by 
inhibiting thymidylate synthase23. Several studies have been proved 
that 5-FU suppress T-cell activation in mice and humans24-26.

The present work aimed to explore the immunomodulating effects of 
intralesional 5-FU as an immunosuppressant agent for treatment of oral 
lichen planus in comparing with triamcinolone injection. 

METHODOLOGY
Study design: This randomized single-blind clinical study was 
performed at dentistry clinics in Baghdad, Iraq, between September 
2024 and June 2025. Patients who were visited the clinic with oral 
lichen planus were approached and those with white lines Wickham 
striae (WS) were selected. Patients were fully informed of the study 
protocol and informed consent was obtained from all participants 
before starting the study. Ethical and scientific committees in college 
of pharmacy and college of dentistry, Mustansiriyah University were 
approved the study.

Inclusion criteria: The inclusion criteria were as follows: Adult 
patients (≥ 18 years); patients who presented with symptomatic bilateral 
white lines Wickham striae OLP with or without generalized lichen 
planus; OLP patients who diagnosed by both clinical (morphology of 
oral mucosa) and histopathological (biopsy) approaches.

Exclusion criteria: The exclusion criteria were as follows: Patients 
with chronic systemic diseases like, diabetes mellitus, liver disease, 
renal disease, autoimmune disease, cardiovascular diseases, and 
hematological disease; pregnancy or breastfeeding; presence of 
genital lichen planus; infections; patients having any drug-induced 
lichenoid reactions; recent history of local buccal therapy in the past 
2 weeks or systemic therapy approximately in the past month ; drug 
hypersensitivity; association of different variety of buccal lesions; 
histopathologic finding of epithelial dysplasia.

Study sample: The study sample that consists of 40 patients were 
divided into two groups. Group A consists of 20 patients represent 
the control group and received 0.5 mL of triamcinolone acetonide per 
1cm2 once weekly for 3 consecutive months. While group B consists 
of 20 patients received 0.5 mL of 5-FU per 1cm2 once weekly for 3 
consecutive months.

Intralesional procedure: Triamcinolone acetonide 40mg/mL 
injectable suspension USP, 5 mL multiple dose vial (Kenalog®, Bristol-
Myers Squibb Pharmaceuticals Ltd) was used in the study for group A. 
5-Fluorouracil (as Fluorouracil sodium) 50mg/mL injectable solution 
USP, 1g/20ml multiple dose vial (5-FU, Ebewe Pharma Austria) was 
used in the study for group B. 

The lesion areas were sterilized by povidone-iodine (betadine®) gargle 
1% oral solution as antiseptic. 1-mL Insulin syringe with fixed needle 
31-guage was used to inject each of the drugs by the same practitioner 
at the center of the lesion without local anesthetic. Abstention from 
drinking and eating for at least 30 minutes was a necessary instruction 
to all patients after each injection. Additionally, patients were asked 
to enhance their oral hygiene as well as avoidance of spicy or coarse 
food. Patients were also asked to not use any buccal medications 
during the treatment course. Nikon D7500 20.9MP DX-Format 4K 
Ultra HD DSLR intraoral digital camera (Tokyo, Japan) was used for 
photographing the oral lesions.

Assessment of patients: Demographic profiles of participants 
including; age, gender, smoking status, drinking status, allergy to 

drugs, family history of skin and oral lichen planus, history of other 
oral diseases were recorded before starting the study. Blood samples 
were collected before the starting of therapies (baseline investigations) 
for all patients to assess and measure; complete blood count (CBC), 
renal function tests, liver function tests, random serum glucose and 
glycated hemoglobin. All investigations were repeated every 4 weeks.

Outcome measurement: All patients were clinically evaluated every 1 
month to assess the clinical response which were denoted by flattening 
of lesions, absence of new lesions and decrease in severity of irritation 
and burning sensation.

As a self-administered assessment of 11-point, visual analogue scale 
(VAS) score was used to assess mouth pain and burning sensation. 
Patients were asked to mark their pain and describe their symptoms on 
a VAS score ranging from (0 = no burning sensation, no pain) to (10 = 
severe burning sensation, extreme pain).

Mucosa assessment was denoted as score 1 for mild erythema, score 
2 for moderate erythema and score 3 for severe erythema. Moreover, 
lesion size assessment was denoted as score 1 for lesion size ≤0.5 
cm2, score 2 for lesion from >0.5 cm2 to 1 cm2, and score 3 for lesion 
area >1 cm2. Assessment of the severity of OLP was measured by 
Thongprasom's score ranging from (0 = no lesion, normal mucosa) to 
(5 = white striae with erosive area >1 cm2).

Treatment effectiveness was established when there are no white striae 
(except very mild cases), no erythematous or inflammation areas, and 
no occurrence of other symptoms.

Adverse reaction assessment: Patients were informed that, if any 
serious adverse reactions and/or complications occurred, they should 
stop the therapy, and knowing the researches to exclude them from 
the study. Fortunately, no one had serious adverse reactions and/or 
complications. If Candida ablicans infection had appeared, topical 
antifungal oral gel like Miconazole have been used. If symptoms 
reappeared, patients were informed to contact the researches following 
the end of treatment course27.

Sample size: Calculation of the sample size was given 38 patients 
would have been needed (effect size of 0.5, type I error of 0.05, and 
power of 85%). So, this study enrolled 40 patients. 

Statistical analysis: Data were analyzed using the SPSS (Statistical 
Package for the Social Sciences, version 28.0, SPSS Inc. Chicago, 
Illinois, USA)28. The means, standard errors, standard deviations from 
mean, and 95% confidence intervals were used as descriptive statistics. 
one-way ANOVA used to test statistical differences within each group, 
T-test paired for comparison between the study groups. A P-value < 
(0.05) was considered to be significant, and a P-value < (0.01) was 
considered to be highly significant29,30.

RESULTS AND DISCUSSION
The Results of the current work demonstrated that there were non-
statistically significant differences between the studied groups in 
values relating to the age (in years), gender, smoking habit, Alcohol 
consumption, allergy to drugs, family history of skin and oral lichen 
planus, history of other oral diseases. In addition, there were no 
statistically significant differences between the study groups in values 
relating to renal function tests, complete blood count, liver function 
tests in addition to random serum glucose and glycated hemoglobin.
The mean age of patients was 42±10.57; and male to female ratio was 
2:3. The duration of OLP in the enrolled patients was varied from 4 
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Percent of Improvement
Excellent Good Poor

P-Value a

Δ (T0 − Tf) = % Δ (T0 − Tf) = % Δ (T0 − Tf) = %

After 1 month
Triamcinolone 60% 26% 14% 0.002*

5-Fluorouracil 67% 18% 15% 0.002*

P-Value b 0.039* 0.023* 0.130 NS

After 2 months
Triamcinolone 67% 21% 12% < 0.001**

5-Fluorouracil 71% 21% 8% < 0.001**

P-Value b 0.045* 0.669 NS 0.025 *

After 3 months
Triamcinolone 72% 16% 12% < 0.001**

5-Fluorouracil 82% 13% 5% < 0.001**

P-Value b 0.019* 0.042 * 0.017*

Table 1. Percent of Improvement for treatment groups.

a comparison performed by one-way ANOVA test, b comparison performed by T-test paired between the study groups. NS: Non-significant, (*) 
significant, (**) highly significant differences (p<0.01). Excellent if there was an overall 75-100% improvement; good if there was an overall 50-
74% improvement; and poor if there was an overall less than 50% improvement.

a b

c d

Figure 1. The appearance of lesions on buccal mucosa. (a) Before treatment with triamcinolone acetonide. (b) After treatment with triamcinolone 
acetonide. (c) Before treatment with 5-FU. (d) After treatment with 5-FU.

months to 2 years. Out of 40 patients, 19 patients had only oral lesions, 
and 21 patients had mucosal and skin lesions.

The study abbreviates the results by this simple equation Δ (T0 − Tf) 
to focus on the reduction of the lesion areas; where, T0, before starting 
treatment; Tf, after the end of the treatment; Δ, percentage reduction: 
mean alteration in the mucosal region post-treatment(mm2). So, results 
were demonstrated by percent.

The response to treatment was considered to be excellent if there was 
an overall 75-100% improvement; good if there was an overall 50-
74% improvement; and poor if there was an overall less than 50% 
improvement.

A statistically significant difference was observed comparing percent 
of oral lesion areas improvement between the two groups. Table (1) 
showed that there was a significant difference between 5-FU group and 
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Triamcinolone group regarding percentage improvement calculated 
as percent Δ (T0 − Tf) = %. Table 1 also illustrated that there was a 
significant difference between the two groups and within the same 
group each month. Figure (1) depicted appearance of lesions on buccal 
mucosa before and after with triamcinolone acetonide and 5-FU.

The reticular structure of oral lichen planus is typically characterized 
by the presence of Whickham striae (symmetrical white hyperkeratotic 
striae) in the oral mucosa associated with burning sensation and decreased 
quality of life31. OLP considered as a multifactorial disease; and 
currently there is no established cure or treatment focuses on the immune 
process that relating to its pathogenesis32. The best of current treatment 
modalities available nowadays for management of oral lichen planus is 
corticosteroids, which have been extensively used, but unfortunately, 
many patients suffering from unwanted adverse drug reactions33. 

Up to researchers’ knowledge, there is the first study tried 5-FU 
in patients with OLP in comparing with triamcinolone acetonide. 
The researches aimed to study a well-known antimetabolite with 
immunosuppressant effects to treat a difficult condition with marked 
annoyance and morbidity. 

The immune effect of 5-FU has been extensively studied, particularly 
in mice24-26. 5-FU has an effect on adaptive immunity as well as 
innate immunity (monocytes, or specifically macrophages)34. The 
effect of 5-FU on CD8+ T-cell has been proved 34. Moreover, IL-1β/
IL-1R pathway signal for CD8+ T-cell recruitment; 5-FU has been 
denoted to counteract IL-1β/IL-1R pathway that is activated in 
chronic inflammation35. So, this study was focused on a new agent that 
decreases the immune response that occur in the pathogenesis of OLP 
to ameliorate buccal lesions, as well as, improve the quality of life for 
the patients.

5-Fluorouracil is inactive in the “parent form” and enters into cells 
through a carrier-mediated transport system (facilitated transport)20. 
5-FU requires activation (transformation) to numerous active ribosyl and 
deoxyribosyl nucleotide metabolites via a complex series of enzymatic 
reactions23. When 5-FU entering into the cells, it is converted directly 
to 5-fluorouridine monophosphate (5-FUMP) by phosphoribosyl 
transferase (PRPP), or converted indirectly to 5-fluorouridine 
(5-FUR) then to 5-FUMP by uridine phosphorylase (UP)25. By 
phosphorylation, 5-FUMP is then converted to 5-fluorouridine 
diphosphate (5-FUDP)26. Then to transform to the active metabolite 
that damaging RNA, 5-FUDP converted to 5-fluorodeoxyuridine 
triphosphate (5-FUTP) by nucleoside-diphosphate kinase (NDPK)24. 
Moreover, transformation to the active metabolite that damaging 
DNA; firstly, 5-FUDP converted to 5-fluoro-2′-deoxyuridine-5′-
monophosphate (5-FdUMP, 5-fluorodeoxyuridine monophosphate) 
by ribonucleotide reductase (RNR); finally, 5-FdUMP forms with 
thymidylate synthase (TS) a covalently bound ternary complex20,23,24. 
When 5-FdUMP inhibit thymidylate synthase, the reduced folate 
5,10-methylenetetrahydrofolate (N5, N10-Methylene-FH4) cannot be 
converted to dihydrofolic acid (FH2), a critical reaction for the de 
novo biosynthesis of deoxythymidine monophosphate (dTMP)26, 34-

36. dTMP needed for DNA synthesis and cell growth 20. Inhibition of 
DNA synthesis results from inhibition of thymidylate synthase through 
“thymidine-less death” 25,34,37. This study suggest that 5-FU heal oral 
lichen planus lesions by “thymidine-less death” mechanism in the 
cytotoxic T cells (CD8+).

CONCLUSION
Intrlesional administration of 0.5 mL of 5-FU per 1cm2 in comparing 
to triamcinolone acetonide has been showed a superior significant 

buccal-healing effect by ameliorating the cytotoxic T cells (CD8+) 
damage by “thymidine-less death” mechanism; representing a 
possible promising drug for treatment of oral lichen planus.

Authorship Contribution: All authors share equal effort contribution 
towards (1) substantial contributions to conception and design, 
acquisition, analysis and interpretation of data; (2) drafting the article 
and revising it critically for important intellectual content; and (3) final 
approval of the manuscript version to be published. Yes.

Potential Conflicts of Interest: None

Competing Interest: None

Acceptance Date: 22 October 2025

REFERENCES
1.	 González‐Moles MÁ, Warnakulasuriya S, González‐Ruiz I, et al. 

Worldwide prevalence of oral lichen planus: A systematic review 
and meta-analysis. Oral Dis 2021; 27 (4):813-28.

2.	 Manna MJ, Baqir LS, Abdulamir HA. The assessment of the 
antimicrobial effect of gemfibrozil alone or in combination with 
ceftriaxone or gentamycin on several types of bacteria. Acta 
Pharm Sci 2024; 62 (3):565-74. 

3.	 Su Z, Hu J, Cheng B, et al. Efficacy and safety of topical 
administration of tacrolimus in oral lichen planus: An updated 
systematic review and meta-analysis of randomized controlled 
trials. J Oral Pathol Med 2022; 51 (1):63-73.

4.	 Shakur DA, Alabbassi MG, Salih WM, et al. Effect of topical 
melatonin 10% on the healing of infected wounds after surgery. 
Int J Res Pharm Sci 2020; 11 (4):6102-6.

5.	 Hijazi A, Ahmed W, Gaafar S. Efficacy of intralesional injections 
of platelet‐rich plasma in patients with oral lichen planus: A pilot 
randomized clinical trial. Clin Exp Dent Res 2022; 8 (3):707-14.

6.	 Bennardo F, Liborio F, Barone S, et al. Efficacy of platelet-rich 
fibrin compared with triamcinolone acetonide as injective therapy 
in the treatment of symptomatic oral lichen planus: a pilot study. 
Clin Oral Investig 2021; 25 (6):3747-55.

7.	 Mohammad HR, Mohammed MM, Hlail AA. Potential Impact of 
Quercetin as Adjuvant Therapy to Gabapentin on Norfolk Quality 
of Life for Diabetic Neuropathy Patients. HIV Nursing 2022; 22 
(2):2525–33.

8.	 Al-Hallak N, Hamadah O, Mouhamad M, et al. Efficacy of 
injectable platelet-rich fibrin in the treatment of symptomatic oral 
lichen planus. Oral Dis 2023; 29 (5):2256-64.

9.	 Sethi Ahuja U, Puri N, More CB, et al. Comparative evaluation of 
effectiveness of autologous platelet rich plasma and intralesional 
corticosteroids in the management of erosive oral Lichen planus- a 
clinical study. J Oral Biol Craniofac Res 2020; 10 (4):714-8.

10.	 Shirke K, Pathak J, Swain N, et al. Oral Lichen Planus–A Brief 
Review on Treatment Modalities. J Contemp Dent 2018; 8 
(3):137-43. 

11.	 Kini R, Nagaratna DV, Saha A. Therapeutic Management of Oral 
Lichen Planus: A Review for the Clinicians. World J. Dent 2011; 
2 (3):249-53.

12.	 Lodi G, Manfredi M, Mercadante V, et al. Interventions for treating 
oral lichen planus: corticosteroid therapies. Cochrane Database 
Syst Rev 2020; 2 (2):CD001168.

13.	 Manna MJ, Jalil MS, Jabur MS. Topical Isoxsuprine in 
experimentally induced hypertrophic scar in rabbits Journal of 
Population Therapeutics & Clinical Pharmacology. J Popul Ther 
Clin Pharmacol 2021; 28 (1):63–72. 

Bahrain Medical Bulletin, Vol. 47, No. 4, December 2025



The Use of 5-Fluorouracil vs. Triamcinolone Intralesional Injection for Treatment of Oral Lichen Planus

2666

14.	 Sridharan K, Sivaramakrishnan, G. Interventions for oral lichen 
planus: A systematic review and network meta‐analysis of 
randomized clinical trials. Aust Dent J 2021; 66 (3):295-303.

15.	 Li Y, Shao F, Zheng S, et al. Alteration of Streptococcus salivarius 
in Buccal Mucosa of Oral Lichen Planus and Controlled Clinical 
Trial in OLP Treatment. Probiotics Antimicrob Proteins 2020; 12 
(4):1340-8.

16.	 Manna MJ, Jabur MS, Mohammad HR, et al. The potential effect 
of topical aminophylline on acute glaucoma model. Res J Pharm 
Technol 2022; 15 (1):197-200.

17.	 Jabur M S, Manna MJ, Mohammad HR, et al. Ocular Hypotensive 
Effect for the Topical Amlodipine 0.5% Eye Drop. Lat Am J 
Pharm 2023; 42(special issue):311-4.

18.	 Yuan P, Qiu X, Ye L, et al. Efficacy of topical administration for 
oral lichen planus: A network meta-analysis. Oral Dis 2022; 28 
(3):670-81.

19.	 Manna MJ, Baqir LS, Abdulamir HA. Verapamil versus tamoxifen 
experimentally induced infertility. J Res Pharm 2024; 28 (5):1485-
91.

20.	 Teperikidis, E, Boulmpou A, Charalampidis P, et al. 5-Fluorouracil, 
capecitabine and vasospasm: a scoping review of pathogenesis, 
management options and future research considerations. Acta 
Cardiol 2022; 77 (1):1-13.

21.	 Vodenkova S, Buchler T, Cervena K, et al. 5-fluorouracil and other 
fluoropyrimidines in colorectal cancer: Past, present and future. 
Pharmacol Ther 2020; 206:107447.

22.	 Xie P, Mo JL, Liu JH, et al. Pharmacogenomics of 5-fluorouracil 
in colorectal cancer: review and update. Cell Oncol (Dordr) 2020; 
43 (6):989-1001.

23.	 Allison JD, Tanavin T, Yang Y, et al. Various Manifestations of 
5-Fluorouracil Cardiotoxicity: A Multicenter Case Series and 
Review of Literature. Cardiovasc Toxicol 2020; 20 (4):437-42.

24.	 De Morais EF, Batista Severo ML, Dantas Martins HD, et al. 
Effectiveness of phytotherapeutics in the prevention and treatment 
of 5-fluorouracil-induced oral mucositis in animal models: A 
systematic review. Arch Oral Biol 2021; 123:104998.

25.	 VanderVeen BN, Sougiannis AT, Velazquez KT, et al. The Acute 
Effects of 5 Fluorouracil on Skeletal Muscle Resident and 
Infiltrating Immune Cells in Mice. Front Physiol 2020; 11:593468.

26.	 Anand S, Heusinkveld LE, Cheng CE, et al. Combination of 
5-Fluorouracil with Photodynamic Therapy: Enhancement of 
Innate and Adaptive Immune Responses in a Murine Model of 
Actinic Keratosis. Photochem Photobiol 2023; 99 (2):437-47.

27.	 Al-Jubouri ND, Al-Dapagh NNA, Alhamadi WWS. Influence of 
Orthodontic Appliances on Oral Candida albicans and Molecular 
Study of Their Virulence Factors. Hilla Univ Coll J Med Sci 
2024;2(3):19-24

28.	 Abdulhussein HA, Alwasiti EA, Khiro NK. The role of VEGF 
levels in the differentiation between malignant and benign breast 
tumor. J Res Pharm 2024; 28(3): 603-11. 

29.	 Baiee HA. Antimicrobial Prescriptions by Practicing Physicians in 
Southern District, Babylon Governorate and Its Correlates. Hilla 
Univ Coll J Med Sci 2023;1(1):6-10.

30.	 Albadri HMB, Alrubaye YS, Abdulamir HA. Inositol role in 
polycystic ovary syndrome (PCOS) and the awareness of Iraqi 
doctors regarding this role. J Res Pharm 2025;29(5):1972-7

31.	 Chen E, Sami N. Systemic tacrolimus in the treatment of 
recalcitrant mucosal lichen planus. JAAD Case Rep 2017; 3 
(3):253–5.

32.	 Jeong S, Park S, Ok S, et al. A New Treatment Modality Using 
Topical Sulfasalazine for Oral Lichen Planus. J Oral Med Pain 
2012; 37 (3):155-9.

33.	 Yeo S, Kim J, Kwon J, et al. Treatment of Oral Lichen Planus with 
Intralesional Injection of Steroids: Case Reports. J Oral Med Pain. 
2024; 49 (4):158-63.

34.	 Sethy C, Kundu CN. 5-Fluorouracil (5-FU) resistance and the new 
strategy to enhance the sensitivity against cancer: Implication of 
DNA repair inhibition. Biomed Pharmacother 2021; 137:111285.

35.	 Hassan SM, Hussein, ZA. Age-Dependent Associations of 
Etanercept and Methotrexate in Stage II and III Rheumatoid 
Arthritis Patients. Hilla Univ Coll J Med Sci 2025;3:(3): 41-5.

36.	 Hassan S. Prevalence and Distribution of Neonatal Congenital 
Malformations in Al-Najaf, Iraq: A Cross-Sectional Analysis of 
2022 Birth Registry Data. Hilla Univ Coll J Med Sci 2025;3(3): 
18-25.

37.	 Ghiringhelli F, Bruchard M, Apetoh L. Immune effects of 
5-fluorouracil: Ambivalence matters. Oncoimmunology 2013; 2 
(3):e23139.


	Title
	INTRODUCTION 
	METHODOLOGY
	RESULTS AND DISCUSSION
	CONCLUSION
	REFERENCES

