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The clinical course of  OLP lesions normally last for years 
with alternating periods of  exacerbation and quiescence. 
There is an increase in pain and erythematous or ulcerated 
areas and during the exacerbation phase.5 This phase is also 
associated with periods of  anxiety, psychological stress, and 
mechanical trauma (Koebner phenomenon). Chronic low-
intensity irritation due to the presence of  plaque or dental 
calculus may also increase the severity of  gingival LP and 
is considered Koebner phenomenon, other factors such 
as the mechanical trauma of  odontological procedures, 
friction of  sharp points, rough dental restorations, heat 
and cigarette irritants, and oral habits like chewing gum.6,7

The clinical presentation of  OLP ranges from mild, 
painless white keratotic lesions to painful erosions and 
ulcerations.8 The most common affected site is buccal 
mucosa, usually bilateral. Clinically OLP may occur in six 
clinical variants as reticular, papular, plaque-like, erosive, 
atrophic, and bullous as classified by Andreasen.9

The reticular variant of  OLP is the most recognized form, 
encompass white lesions, which clinically appear as a 

INTRODUCTION

Oral lichen planus (OLP) is a mucocutaneous disease 
which can affect the skin, oral mucosa, and other mucous 
membranes. The etiology of  LP which is an inflammatory 
mucocutaneous disease is unknown and thought to arise 
as a result of  an immune response – mainly by CD8+ 
lymphocytes – to antigens on lesional keratinocytes.1,2 
English physician Erasmus Wilson in 1866 presented the 
designation and description of  the pathology. He also 
suggested “nervous tension” could be the cause of  its 
etiology.3 It was Louis-Frédéric Wickham who provided 
an addition to the description of  the lesion stories et 
punctuations grisatre (grayish striae and dots), named 
Wickham Striae in 1895.4
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Abstract
Objectives: Oral lichen planus (OLP) is one of the common chronic conditions involving the oral mucosa. It is more common 
and persistent than the cutaneous form causing significant discomfort to the patient. The aim is to study the demographic 
pattern, clinical profile, and to find out any possible correlation with the thyroid disorders.

Materials and Methods: A total of 50 patients comprising 32 females and 18 males of OLP, and an equal number of age and 
sex-matched controls were evaluated, for demographic trends, clinical profiling, and relevance to thyroid disorders.

Results: Out of 50 OLP patients the thyroid function tests (TFTs) were deranged in 9 (18%); 5 females and 4 males while in 
the control group, TFTs were deranged in 1 (2%) female. The results obtained were statistically significant (P < 0.05).

Conclusions: The results of our study show that a significant percentage of OLP patients have deranged thyroid function, especially 
hypothyroidism. As the sample size in our study was small, this calls for further studies involving a larger number of patients.
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network of  connecting and overlapping lines, papules or 
plaques. Although clinical presentation in certain patients 
may be an impressive array of  diffuse and widespread 
reticulated lesions, they are usually asymptomatic and often, 
are unaware of  the presence of  these lesions. A significant 
degree of  discomfort is associated with the erythematous 
and erosive OLP lesions. The site, size and a number of  
ulcerations is variable; rarely, bulla may be observed in the 
erosive form as they rupture easily.10 In the case of  erosive 
lesions, the remission is not spontaneous and as such due 
to the similarity in clinical features it may lead to confusion 
with other autoimmune mucosal, vesiculo-erosive diseases. 
The most frequent intraoral site of  involvement is the 
posterior part of  buccal mucosa followed by the tongue, 
gingiva, labial mucosa, and vermilion of  the lower lip.7,11,12 It 
has been observed that OLP affects from 0.1 to about 4% 
of  individuals, occurring mostly in middle-aged adults, with 
a female predominance at a ratio of  approximately 2:1.13,14 
It has been found that, approximately, 15% of  the patients 
with OLP develop cutaneous lesions and genital lesions 
have been found in exist in 20% of  the patients diagnosed 
with OLP.15,16 One of  the most important complications 
concerning the progression and prognosis of  OLP is the 
development of  oral squamous cell carcinoma with a 
frequency of  malignant transformation 0.4-5.3%17 which 
led the World Health Organization (WHO) to classify OLP 
as a potentially malignant disorder.18

MATERIALS AND METHODS

In the present study 50 patients diagnosed with OLP who 
visited the Department of  Oral Medicine and Radiology, 
were selected and an equal number of  age and sex-matched 
controls were enrolled in the study. The diagnosis of  OLP 
was made as per the criteria’s specified by the WHO as 
follows:

WHO Clinical Definition of OLP19

Clinical criteria:
1.	 Presence of  bilateral lesions
2.	 Presence of  a network of  a slightly raised grayish white 

striae (reticular form)
3.	 Erosive, atrophic, bullous or plaque-like lesions 

(accepted as subtypes only in the presence of  reticular 
lesions in some part of  oral mucosa).

A detailed medical history was recorded for all the patients 
followed by a thorough clinical examination. Thyroid 
function was assessed using triiodothyronine (T3), and 
thyroxine (T4), thyroid-stimulating hormone (TSH) levels 
recorded by radioimmunoassays for both the groups. The 
age and sex distribution pattern of  these patients were 
recorded, and they were divided into five groups based on 

the age. Intraoral distribution of  the lesions according to 
clinical variants-(reticular, erosive and atrophic) and based 
on the site involved (buccal mucosa, gingiva, labial mucosa, 
tongue, palate, and floor of  mouth) was recorded. Patients 
selected for the present study were in the age group of  
20-70 years.

Statistical Methods
Statistical software Statistical Package for the Social 
Sciences (Version 20.0) by IBM was used to carry out 
the statistical analysis of  data. Data were analyzed using 
descriptive statistics viz., percentages, means, and standard 
deviations. Student’s independent t-test was employed 
for parametric data. Chi-square test or Fisher’s exact test 
whichever appropriate was applied for non-parametric data. 
A P < 0.05 was considered statistically significant.

RESULTS

In the present study 50 patients diagnosed with OLP who 
visited the Department of  Oral Medicine and Radiology, 
were selected along with 50 age and sex matched controls. 
These patients comprised 18  male patients in the OLP 
group and 32  female patients and an equal number of  
patients for each gender and age were selected for the 
control group (Table 1) & (Graph 1).

These lesions comprised typical reticular form, erosive as well 
as atrophic form. The reticular type was the most common 
form present in 37 patients, followed by erosive in 11 patients 
and atrophic in 2 patients in the OLP group. The reticular 
form was present in 14 out of  18 male patients, and 23 out 
of  32 female patients, whereas erosive form was present in 
04 male patients and 07 female patients, and atrophic form 
was only present in 02 female patient (Table 2) & (Graph 2).

Table 1: Age and gender distribution of patients
Age 
(years)

n (%) P value
Male (n=18) Female (n=32) Total

20‑30 4 (22.2) 5 (15.6) 9 (18) 0.115#

31‑40 6 (33.3) 6 (18.8) 12 (24)
41‑50 5 (27.8) 9 (28.1) 14 (28)
51‑60 2 (11.1) 7 (21.9) 9 (18)
61‑70 1 (5.6) 5 (15.6) 6 (12)
Mean±SD 39.1±11.86 45.2±13.19 43.0±12.94
#Statistically non‑significant difference (P<0.05), SD: Standard deviation

Table 2: Distribution of OLP lesions according to 
clinical variant
Clinical variant Male Female Total (n (%))
Reticular 14 23 37 (74)
Erosive 4 7 11 (22)
Atrophic 0 2 2 (4)
OLP: Oral lichen planus
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Multiple oral lesions were also present at different sites 
in the oral cavity (Figure 1), with buccal mucosa being 
predominantly in the picture in most of  the cases followed 
by gingiva and tongue. Isolated lesions involving palate, the 
floor of  mouth were also present (Table 3) & (Graph 3).

In the OLP group, the thyroid function tests (TFT’s) were 
found deranged in 9 (18%) patients; five females and four 
males (Table 4a) & (Graph 4).

In the control group, TFT’s were deranged in only one 
female patient only (2%), suggestive of  hypothyroidism 
(T3↓, T4↓, TSH↑) (Table 4b) (Graph 4).

Table 3: Intra oral distribution of OLP lesions 
according to site
Site Number of patients Percentage
Buccal mucosa 44 88
Gingiva 16 32
Labial mucosa 8 16
Tongue 9 18
Palate 7 14
Floor of mouth 9 18
OLP: Oral lichen planus

Table 4a: Patients with altered thyroid profile with 
OLP
Age Sex Clinical presentation Thyroid profile
43 F Reticular T3↓ T4↓ TSH↑
27 M Reticular/erosive T3↓ T4↓ TSH↑
45 F Atrophic T3↓ T4↓ TSH↑
39 F Reticular/erosive T3↓ T4↓ TSH↑
38 F Erosive T3↓ T4↓ TSH↑
47 M Reticular/erosive T3↓ T4↓ TSH↑
43 F Reticular/erosive T3↓ T4↓ TSH↑
49 M Reticular/erosive T3↓ T4↓ TSH↑
57 M Reticular/erosive T3↓ T4↓ TSH↑
OLP: Oral lichen planus

Table 4b: Patients with altered thyroid profile in 
control group
Age Sex Clinical presentation Thyroid profile
43 F No clinical features suggestive of OLP T3↓ T4↓ TSH↑
TSH: Thyroid‑stimulating hormone, OLP: Oral lichen planus

Graph 1: Age distribution of studied patients

Graph 2: Intraoral distribution of oral lichen planus lesions 
according to clinical variant

Graph 3: Distribution of oral lichen planus lesions according to 
site

Graph 4: Abnormal thyroid function in patients among two 
groups

On drawing the comparison of  an outcome of  thyroid 
function in two groups (OLP group and control group). 

Table 5: Comparison of outcome of thyroid 
function in two groups
TFT n (%) (n=50) P value

OLP group Control group
Abnormal 9 (18) 1 (2) 0.016*
Normal 41 (82) 49 (98)
*Statistically significant difference (P<0.05). OLP: Oral lichen planus, TFT: Thyroid 
function tests
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Statistically significant difference was obtained with the 
P < 0.05 (Table 5).

DISCUSSION

LP is a relatively common disorder, estimated to affect 0.5-
2.0% of  the general population.20 Apart from being more 
common than the cutaneous form, OLP tends to be more 
persistent and more resistant to treatment.21

In the present study, demographic pattern, clinical profile 
of  OLP patients was recorded, and an effort was made to 
find out any possible correlation with the thyroid disorders 
among the patients diagnosed for OLP, who visited the 
Department of  Oral Medicine and Radiology. The data 
obtained from the present study is in coherence with 
the data of  other similar studies with respect to clinical 
presentation, symptoms reported by the patients, duration 
of  the disease and medical history. Further, it was observed 
that the occurrence of  OLP is more common in females 
than males, which is in accordance with most of  the studies 
conducted in the past.22 LP affects primarily middle-aged 
adults, and the prevalence is a greater than women. In our 
study, the prevalence of  OLP was seen in the 4th decade of  
life which is slightly lower than the age group reported in 
various studies and slightly more than some of  the reported 
studies.12,23 The intraoral lesions were typically bilateral, 
symmetrical, and the buccal mucosa was the most common 
site of  involvement followed by gingiva as reported in the 
most of  literature from the past.12,23,24

To evaluate the systemic association of  OLP, many 
studies have been conducted in the past. Association of  
OLP and hepatitis C virus (HCV) in southern Europe 
and in Asia, has also been reported in literature.24-27 The 
presence of  HCV-specific T-cells in the oral mucosa of  
patients with chronic hepatitis C and OLP has also been 

found.28 Although OLP patients do not appear to have 
an increased risk of  diabetes, diabetics who develop OLP 
have an increased frequency of  atrophic-erosive lesions 
and a greater proportion of  lesions on the tongue.29 
In the recent past, many other associations have been 
reported especially dyslipidemia and glucose metabolism 
disturbance.30,31 Siponen et al.32 carried out a retrospective 
case-control study to test the association of  OLP with 
thyroid disease in a Finnish population.

The data obtained in our study showed deranged TFTs in 
9 out of  50 patients belonging to the OLP group, these 
included 5 female patients and 4 male patients, comprising 
18% whereas only 1 patient from the control group i.e., 2% 
of  the control group showed a deranged thyroid profile 
and on comparing the outcome of  TFTs in two groups 
(OLP group and control group). Statistically significant 
difference was obtained with the P < 0.05.

CONCLUSION

The results obtained in our study demonstrate that a 
significant percentage of  patients diagnosed with OLP have 
an association with thyroid gland dysfunction. However, it 
is impressed on that further studies are need to be carried 
out, involving a larger sample size, belonging to a different 
geographical strata so as to establish the association and 
the possible mechanisms.
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Figure 1: (a-d) Clinical presentation of oral lichen planus
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