Journal of Pakistan Association of Dermatologists. 2022;32(2):373-377.

Original Article

Frequency of positive anti hepatitis C virus antibodies
among lichen planus patients
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Objective The purpose of this study was to determine frequency of positive Hepatitis C virus in
lichen planus patients.

Methods It was a cross-sectional survey which was carried out from 06-08-2014 to 05-02-2015 at
the Department of Dermatology, Jinnah Hospital, Lahore. Total 100 patients of lichen planus were
enrolled. Antibody titre of Hepatitis C were measured by enzyme-linked immunosorbant assay of
third generation.

Results Patients of age between 20-70 years were selected. Mean age was 40.55+14.38 years. Out
of total 100 patients, 58 were male (58%) while remaining 42 were female (42.0%). Skin
involvement was seen in 96 patients (96.0%), mucous membrane involvement in 21 patients
(21.0%) and nails involvement in 8 patients (8.0%). Distribution of patients by type of lesions was
as follows: nonerosive mucosal 13%, hypertrophic 80%, annular 1%, follicular 8%, nonerosive
palmoplantar 5%, nail lesions 6%, atrophic 9%, erosive mucosal lesions 10%, guttate form 6%,
actinic 8% and erosive palmoplantar lesions 1%. Hepatitis C antibody was positive in 23 patients
(23.0%).

Conclusion We discovered high frequency of positive HCV in lichen planus patients. We need a
case-control study on a larger population to clarify our results.
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acute that affects flexor aspect of wrist, forearm
and leg. The lesions show reticular, lacy, white

Lichen planus (LP) is characterized as a chronic
inflammatory disease with an automimmune
etiology. It can have cutaneous as well as
mucosal manifestations. There is also evidence
of scalp, hair and nail involvement. These
lesions are plane topped, purplish, polygonal and
pruritic papules and plaques. The onset is mostly
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lines called Wickham striae. The classical lichen
planus cases are diagnosed clinically, but punch
biopsy of 4mm is often helpful. Biopsy is
required for atypical lesions.! Lichen planus
(LP) is chronic disease affecting oral cavity in
almost 2% of population. Its oral manifestations
can be asymptomatic or severely painful. Its
features are similar to diseases of autoimmune
etiology although pathogenesis of lichen planus
still remains  unclear.  Stress  causes
exacerbations. Dental materials and medications
may lead to lichenoid reactions.” Hepatitis C
virus (HCV) is currently considered as most
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common cause of blood-borne hepatitis and
chronic liver disease all over the world.
Morbidity due to HCV infection is not only
because of chronic liver disease but also due to
its various extra hepatic manifestations (EHM).?
A wide geographical variation is reported in
Hepatitis C Virus prevalence in lichen planus
patients. England has 0% prevalence in contrast
to 63% in Japan.* Ukonu and Augustine reported
positive anti-HCV antibodies in 21.4% patients
of lichen planus.® Ghods et al. reported anti-
HCV antibodies in 4.8% of patients.* Halawani
carried out a study at University of King Saud,
University of King Khalid Hospital at Saudi
Arabia. He demonstrated that 12.76% of lichen
planus patients had positive anti-HCV
antibodies.® Therefore, different geographical
regions show difference in Hepatitis C Virus
prevalence in lichen planus cases. The rationale
of our study is that geographical origin of the
patients can significantly affect frequency of
HCV in LP patients. Our study aimed to identify
frequency of positive HCV infection in LP cases
of our setting.

Methods

It was a cross-sectional survey which was
carried out from 06-08-2014 to 05-02-2015 at
the Department of Dermatology, Jinnah
Hospital, Lahore. The calculated sample size
was 100.Confidence level of 95%, margin of
error 6.5% and probable percentage of positive
anti HCV antibody titres of 12.7%° in patients of
lichen planus was taken. Non-probability/
purposive sampling technique were used for
sample selection. Diagnosis of lichen planus
(LP) was made in patients on basis of clinical
evaluation. Lesions  include  recurrent,
violaceous, pruritic, plane topped, polygonal
papules which may coalesce to form rough
hypertrophic plaques, mostly accompanied by
mucosal lesions of oral cavity and genitalia.
Patients suffering from lichen planus of age 20-

70 years, both genders and with lesions for more
than 2 weeks duration involving skin, mucous
membranes or nails were included. Patients with
suspected drug-induced lichenoid reactions
(assessed by medical record) were excluded
from the study.

After taking informed written consent from each
patient, 100 patients of lichen planus fulfilling
the inclusion criteria were selected. Lichen
planus was diagnosed by clinical examination.
Demographic data like age, gender, disease
duration was stratified according to types of
lesions and sites of involvement to address the
effect modifiers. Antibody titres of HCV were
measured by Enzyme-Linked Immunosorbant
Assay of third generation (ELISA Testing
System of 3.0 Ortho® HCV: Clinical Ortho
Diagnostics, NJ, Raritan, USA) and was labeled
as per 62 operational definitions.

The analysis of collected data was done by
software of SPSS (version 20). Patient’s age as
well as duration of illness was presented as
meanzSD. The percentage and frequency for
qualitative data like gender, HCV positivity,
types of lesions (nonerosive  mucosal,
hypertrophic, annular, follicular, nonerosive
palmoplantar, nail lesions, atrophic, erosive
mucosal lesions, guttate form, actinic, erosive
palmoplantar lesions), sites of involvement
(skin, mucous membrane, nails) were calculated.
Data was stratified for site of involvement, age
and gender. We applied Chi-square test and
considered p value <0.05 as significant in post
stratification.

Results
The patients had mean age of 40.55+14.38
years. Out of 100 patients, 58 were male patients

(58.0%), whereas remaining 42 were female
patients (42.0%) (Table 1). Distribution of
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Table 1 Baseline demographics of the study
population (n=100).

Characteristics n (%age)
Age mean years 40.55+13.38
Age Groups
20-40 years 49 (49%)
41-70 years 51 (51%)
Gender
Male 58 (58%)
Female 42 (42%)

Duration of disease mean months  17.23+£23.55
Hepatitis C positive 23 (23%)

Table 2 Distribution of patients by type of and site of
lesions (n=100).

Lesion type and site N (%age)

Type of lesions
Nonerosive mucosal 13(13%)
Hypertrophic 80(80%)
Annular 01(01%)
Follicular 08(08%)
Nonerosive palmoplantar 05(05%)
Nail lesions 06(06%)
Atrophic 09(09%)
Erosive mucosal lesions 10(10%)
Guttate form 06(06%)
Actinic 08(08%)

Erosive palmoplantar lesions 01(01%)
Site of lesion

Skin 96(96%)
Mucous membrane 21(21%)
Nails 08(08%)

Table 3 Stratification of study population with
Hepatitis C.

Hepatitis C

Characteristics p value
+ve -ve
Age <0.120
20-40 years 08 41
41-70 years 15 36
Gender <0.037
Male 09 49
Female 14 28
Skin involved <0.923
Yes 22 74
No 01 03
Mucous membrane <0.015
Yes 09 12
No 14 65
Nails <0.310
Yes 03 05
No 20 72

patients by type of lesions was as follows:
nonerosive mucosal 13%, hypertrophic 80%,
annular 1%, follicular 8%, nonerosive
palmoplantar 5%, nail lesions 6%, atrophic 9%,
erosive mucosal lesions 10%, guttate form 6%,
actinic 8% and erosive palmoplantar lesions 1%
(Table 2). Skin involvement was seen in 96
patients (96.0%), mucous membrane
involvement in 21 patients (21.0%) and nails
involvement in 8 patients (8.0%) (Table 2).
Hepatitis C virus positivity was seen in 23
patients (23.0%) (Table 1). Stratification
according to patients age, gender and site
involved presented in Table 3.

More females were more positive for Hepatitis C
as compared to males p<0.037.

Discussion

A wide geographical variation in relation to
lichen planus and positive anti HCV antibodies
has been observed. The studies conducted in
England’ and India® did not show any
relationship  between these two diseases.
Whereas, a Japanese study determined 37.8% of
lichen planus patients out of 45 showed positive
serology for hepatitis C virus.® In Nigeria, 9% of
lichen planus patients had positive anti HCV
antibodies.™ Italy, Germany and Spain were the
countries with high frequency of positive anti
HCV serology in lichen planus patients."™
Erkek et al.** found in Turkey, 12.9% of LP
patients had positive anti HCV antibodies as
compared to control group 3.7% had positive
HCV serology. However, this difference was
insignificant  statistically. ~ Another  study
conducted in Turkey at Gaziantep region by
Kirtak et al.®> showed significant statistical
difference in both case and control groups. In
Nigeria, Daramola et al.'® found 9% prevalence
of HCV in 57 lichen planus patients, although no
significant association of HCV infection was
noticed statistically. The results of our study
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showed (23%) of lichen planus patients had
positive anti HCV antibodies. This percentage
was higher than most of the above mentioned
studies. Most of the cases of our study were of
hypertrophic lichen planus, and it was similar to
previous observations.’® In other studies,*®’
erosive mucosal lesions were more prevalent in
patients of HCV (p<0.001). It is still not
clarified that whether HCV infection plays any
role in the development of lichen planus lesions
or not. It has been proposed that activated T-
cells, particularly CD+8 T-cells are directed
towards basal keratinocytes through a response
that is immune mediated.”® Th 1 associated
cytokines like TNF alpha, interleukin IL-1 , IL-
6, IL-8, ICAM-1 and interferon gamma also play
vital role in pathogenesis of lichen planus.®
Role of Hepatitis C virus infection in
pathogenesis of LP is still disputed. Lesions of
lichen planus can help to diagnose Hepatitis C
infection earlier. Some authors believe that if
HCV RNA is identified in epithelial cells of
involved skin and mucosa of LP patients, then
only we can hypothesize the role of hepatitis C
virus in development of LP lesions. Otherwise,
merely, HCV positive serology or even PCR
positive in LP patients is insufficient to support
association between them. Criber et al.”!
emphasized the importance of determining
frequency of HCV in lichen planus patients as
compared to general population. Criber et al.!
argued that there is 1% prevalence of HCV in
general population, in comparison to 3.8%
prevalence of HCV in lichen planus patients
which was quite significant. Limitation of our
study was descriptive study design and small
sample size. Hepatitis C virus has higher
prevalence in our region. Therefore, in order to
make a better policy, we need a larger
multicentre study. It is evident that HCV
screening in LP patients, even with normal liver
function tests, will be helpful. Skin specialists
should particularly advise hepatitis C virus
screening before taking skin biopsy of lichen

planus cases.
Conclusion

We observed high frequency of positive HCV
serology in patients of lichen planus. To clarify
these findings a case-control study on a larger
population is needed.
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