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Background: Many systemic disorders have been seen in association 

with OLP and have been attributed to the causation of OLP. Recently 

hypothyroidism has been associated with OLP. The aim of the present 

study was to evaluate the association between OLP and hypothyroidism 

by measuring the thyroid hormone levels in OLP patients. 

Materials and methods: 100 OLP patients were selected from the 

outpatient clinic of oral medicine and radiology with 100 controls 

which matched the cases in all demographic characters except the 

absence of disease were also selected. 

Results: There was statistically significant association between OLP 

and hypothyroidism in the present study when compared with the 

controls.  

Conclusion: From the present study it is concluded that thyroid profile 

should be routinely done in OLP patients to rule out hypothyroidism 

among kashmiri population. 
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Introduction:- 
The term Lichen planus is derived from greek word leichen which means tree moss and latin word planus which 

means flat
1
. It is a chronic mucocutaneous disease affecting skin, nails, mucous membranes and scalp

2
. Oral lichen 

palnus is believed to be result of T-cell mediated autoimmune disease in which auto cytotoxic CD8 T-cells mediate 

apoptosis of basal cells of squamous epithelium
3
. An initial event in the disease progression involves keratinocytes 

antigen expression or unmasking of an antigen that may be self peptide or heat shock protein
4
. In most of the 

patients of oral lichen planus there is no associated skin lesions so they may be called isolated oral lichen planus
5
. 

 

Etiology and pathogenesis has not been fully elucidated however oral lichen planus has been associated with 

multiple disease and agents such as viral and bacterial infections, autoimmune diseases, systemic medication, 

vaccinations and dental restorative materials
6, 7, 8

.  

 

In recent studies correlation has been found between hypothroidism and oral lichen planus and cutaneous lichen 

planus
9, 10

.  
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Based on these studies, thyroid dysfunction may be more prevalent in the patients with lichen planus also from our 

clinical experience of frequent occurrence of thyroid dysfunction in oral lichen planus, a study was conducted to 

elucidate the possible association between oral lichen planus and thyroid dysfunction. We conducted prospective 

case control study in our department to examine this hypothesis among kashmiri population.  

 

Materials and methods: - 
This prospective case control study was conducted in the department of oral medicine and radiology government 

dental college Srinagar .100 consecutive cases with OLP were selected from the outpatient clinic over a period of 2 

years. Cases were selected on the basis of recognized clinical features as most cases can be diagnosed clinically 

according to revised WHO criteria of 2003  however in case of suspected lesions biopsy was taken to confirm the 

diagnosis. Controls were also selected from the outpatient clinic were matched to the cases in age, sex and other 

demographic characters except the abscence of disease. Adequate consent was taken from both the groups by 

signing an informed consent proforma.  A detailed history and examination were taken with emphasis on chief 

complaint and its duration, general health of the patient, past medical history, previous drug history ill healthy habits 

(pan chewing, cigarette smoking, and alcohol consumption), dietary habits, oral hygiene status. A thorough clinical 

examination was carried out noting the type of lesion, site of involvement, extent of involvement any other skin 

lesion or mucous membrane involvement. In both the groups thyroid function were assessed with throxine, 

triiodothyronine and thyroid stimulating hormone measured by radioimmunoassay. 

 

Statistical analysis:- 

Statistical software SPSS (version 20.0) and Microsoft Excel were used to carry out the statistical analysis of data. 

Descriptive Statistics of data including the means and standard deviations for numerical variables and the 

percentages of different categories for categorical variables was obtained. A P-value of less than 0.05 was 

considered statistically significant. 

 

 
Clinical photograph showing bilateral reticular and plaque pattern of OLP 
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Photomicrograph of oral lichen planus with chronic subepithelial inflammatory infiltrate  

 

Results:-  
The age wise distribution of the subjects is shown in the table 1. Maximum number of patients was in the age group 

of 40-49. The mean age of the OLP patients was 43.8 years with standard deviation of 9.58 years. 

 

Table 1 showing age wise distribution in cases and controls 

Age (years) Cases [n=100] Controls [n=100] 

No. %age No. %age 

18-29 6 6% 6 6% 

30-39 26 26% 23 23% 

40-49 45 45% 46 46% 

50-59 16 16% 18 18% 

≥60 7 7% 7 7% 

Mean±SD 43.8±9.58 44.9±8.87 

Out of total no of patients number of females was 61 and the number of males was 39. Hence the male female ratio 

was 1.56:1 as shown in table no. 2. 

 

Table 2 showing sex wise distribution of cases and controls 

Gender Cases [n=100] Controls [n=100] P-value 

No. %age No. %age 

Female 61 61% 61 61% 1.000 

Male 39 39% 39 39% 

Female : Male=1.56:1 

 

 

 

When the cases and controls were compared for thyroid function tests there was statistically significant difference in 

thyroid function tests in cases as compared to controls when subjected to statistical analysis as shown in table 3 

below. 
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Table 3 Thyroid function in cases and controls 

 Thyroid function test   

                       Abnormal                                                                           Normal Total                    % 

Cases                   16 

Controls               5                                               

84 

95 

100                      16 

100                        5 

 P value 0.021*  
 

*Statistically Significant Difference (P-value<0.05) 

 

Discussion:- 
Lichen planus is a chronic mucocutaneous disease of unknown etiology. Altered cell mediated immune response, 

stress, anxiety, genetic predispositions are considered to be the etiological factors
11

. 

 

In the present study there was statistically significant difference thyroid profile in patients with oral lichen planus 

than control subjects. This was in consistent with the studies of siponen et al (2010)
10

, Dreiher J etal
9
, and Hirota et 

al (2011)
12

. In their retrospective case control study by Siponen et al in finnish population they used the data from 

the past medical records of oral lichen planus and oral lichenoid reaction patients, they found that thyroid pathosis 

was present in 15 % of 152 OLP patients and 13% of 70 cases of OLL and in 8% of controls. Hypothyroidism was 

present in 10% of OLP patients, 9% of OLL patients and 5% of controls in their study. However in our study all the 

patients were hypothyroid and none of them were hyperthyroid or suffering from goiter contrary to their study. This 

may be due to very high prevalence of hypothyroidism or it may be due to different genetic factors involved. Also 

geographic factors may play role. Of all the hypothyroid patients, 7 patients were having the past history of 

hypothyroidism and were on regular levothyroxine sodium, 9 of them were unaware of their thyroid status. 

According to the retrospective case control study conducted by J Robledo-Sierra et al (2013)
13

by using the past 

medical records they found OLP patients used thyroid medication more frequently than the controls they concluded 

that use of levothyroxine  may be associated  with OLP which in turn is attributed to hypothyroidism. It is still 

doubtful whether hypothyroidsm is the cause of OLP or the medication taken for the disorder is the culprit for OLP, 

so further studies needed to be conducted. Furthermore this might be coincidence of occurrence of OLP and 

hypothyroidism as later has high prevalence in this part of the world. Females were more commonly affected in our 

study by hypothyroidism than males. In order to eliminate the confounding factors only those controls were selected 

which matched the cases in all aspects except the abscence of disease. 

 

Next we tried to correlate the type of OLP in hypothyroid patients. It was found that hypothyroidism was associated 

with aggressive type of OLP lesions like erosive and ulcerative pattern. Raised thyroid stimulating hormone (TSH) 

levels were associated aggressive form of OLP than with normal levels of TSH.   Reticular pattern was most 

common followed by erosive pattern. There was no case of bullous type of OLP, while plaque type of lesions was 

least common. 

 

In our study females were affected more commonly than males in ratio of 1.56:1.Majority of the studies has revealed 

female predominance. In their study by Thorn JJ et al
12

 in 1988 they found male to female ratio of 1:2; while 

silverman et al
14

 found 67% of their patients to be females.  These are in confirmation with our study. 

 

The mean age of OLP patients was 43.8+ 9.58 years at the time of presentation, where in females it was 44.1+9.59 

and 43.3+9.68 in males. 71% of the patients belonged to age ranging range of 30-49 years. The overall age range in 

our study was 18- 70 which is similar to result of the study by Drore Eisen
15

. 

 

Conclusion: -  

It is evident from our study that a significant percentage of OLP patients are suffering from the hypothyroidism.  We 

recommend routine thyroid profile should be done in patients with oral lichen planus.  Further studies need to be 

conducted to evaluate the cause of hypothyroidism also common immune mechanism might be involved in the 

progression of the both disorders. Also further studies needed to be conducted on larger samples to support the 

hypothesis. 
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