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Abstract: Background: Lichen planus (LP) carries the increased risk of cardiovascular events as it is a chronic inflammatory disease. This study aimed at
determining the relationship between total atrial conduction time (TACT), P-wave dispersion, and the left atrium (LA) global strain in the patients with
LP. Methods: Forty people as a control group and 40 patients with LP were included in this study. Patient assessed global longitudinal LA strain by
two-dimensional speckle-tracking strain echocardiography. Results: The global peak systolic LA myocardium strain during the left ventricular systole
(LAGLSRs) and the global peak negative LA myocardial strain rate during the early ventricular diastole (LAGLSRe) values were significantly lower
in the patients with LP in proportion to the control group according to the strain measurements (1.7± 0.07 vs. 1.9± 0.1%, p= 0.001; 1.23± 0.04 vs.
1.2± 0.08 s−1, p= 0.001), respectively. TACT value was found to be significantly longer (102.6± 6.3 ms) in the patients with LP than the control
group (96.3± 5.3 ms, p= 0.001), considering the terms of the artial conduction features. Conclusion: This study demonstrated that the subclinical
cardiac involvement in LP can determine the prolonged TACT and the impaired left atrial myocardial deformation values.
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Introduction

Lichen planus (LP) is a subacute and chronic disease
affecting skin, mucous membranes, hair follicles, and
nails [1]. This relatively common disease in the society
affects 0.1%–4.0% of the general population and this
frequency is equal to psoriasis, a better known one [2].
The basic of the pathogenesis of LP is the direct or
indirect attack of primarily T lymphocytes and the mono-
nuclear inflammatory cells to the basal layer cells of the
squamous epithelium. LP is related to dyslipidemia, dia-
betes mellitus, and the increased oxidative stress [3]. LP

has the risk of increased cardiovascular events as it is a
chronic inflammatory disease similar to psoriasis. Arrhyth-
mias are the main risk factors especially in terms of
cardiovascular events. P-wave dispersion (PWD) in LP
was investigated in a small number of study performed
recently. In the study of Sahin et al. [4], an increase in
PWD in the newly diagnosed LP was detected. PWD
increase is closely related to the atrial arrhythmias, be-
cause it demonstrates the heterogeneity of the sinus
impulses and they are blocked. However, the left atrium
(LA) global longitudinal systolic strain (LAGLSs) and
total atrial conduction time (TACT) are the markers
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researched in different diseases besides PWD to indicate
the subclinical electrophysiological dysfunction. Despite
this, there is no study in the literature to research about
the relationship between PWD, LAGLSs, and TACT in
LP. Therefore, we aimed to carry out such a study
assuming that this relationship would contribute to pre-
dict the atrial arrhythmias.

Materials and Methods

Patient population

This study was performed in accordance with Helsinki
Declaration after the consent of the local ethics com-
mittee. All the patients were informed before the study
and received approval. The present observational study
was performed at the Recep Tayyip Erdoğan University
Education and Research Hospital. We selected 40
patients with LP disease duration of 3 years and who
were previously diagnosed and admitted to the Derma-
tology Department (LP patients). Also, 40 age- and sex-
matched healthy individuals were included in this study
as the control group. The exclusion criteria of this study
were as follows: hypertension (HT), diabetes mellitus,
coronary artery disease history, lung diseases and/or
pulmonary HT, significant valvular heart diseases,
chronic liver or kidney diseases, collagen vascular
diseases, rhythms other than sinus, any cardiovascular
drug use, obese subjects [body mass index (BMI) ≥
30 kg/m2], abnormal thyroid function, or serum elec-
trolyte. The age, gender, the age of onset, the duration
of the disease, and the drug history of each patient were
recorded. The height, weight, BMI, and the waist
circumference were assessed in all patients. Serum
triglycerides, lipid, glucose levels, and highly sensitive
C-reactive protein (hsCRP) levels were determined in
the samples collected between 8 and 9 am after a 12-h
fasting period. Also, Holter electrocardiography (ECG)
was recorded.

Echocardiographical assessment

Transthoracic echocardiographic researches were carried
out using S5-1 probe (5–1 MHz) transducer with
Philips iE33 Medical ultrasound Systems device. All
measurements were repeated during three consecutive
heartbeats and averaged. American Society of Echo-
cardiography’s standards were used as a base for all the
measurements [5].

Left ventricular ejection fraction (LVEF) and the LA
diameter were calculated using parasternal long axis. In
PW Doppler examination apical four-chamber view of
LV filling, the Doppler sample volume in parallel with
LV long axis and at mitral annulus was measured and

averaged. For the assessment, the early diastolic flow
velocity (E), the late diastolic flow velocity (A), E/Em,
the deceleration time (DT), and the isovolumetric relax-
ation time (IVRT) were recorded. In apical four-chamber
view, 5-mm width pulsed wave (PW) Doppler sample
volume was placed on the point of intersection of the
posterior wall and the mitral annulus and performed. By
ensuring the sample volume to be parallel with the wall
axis, the peak early (Em) diastolic flow velocity was in
turn recorded. LA volumes were measured using the
area–length method from apical four- and two-chamber
views. LA maximum volume (LAVmax) was measured
when the mitral valve was completely opened, LA mini-
mum volume (LAVmin) was measured when the mitral
valve was completely closed and the following parameters
were calculated using these measurements: LAV reservoir
(ml): LAVmax–LAVmin.

For 2D speckle tracking analysis, we obtained the
gray scale views that were digitally stored. Echocardio-
grams were digitally stored and later analyzed offline
using acoustic-tracking software (QLAB, Philips,
Germany). The global strain and the strain rate were
calculated by averaging the values measured in 15 atrial
segments. The frame rate was 50–80 frames/s. The
global peak systolic LA myocardium strain during the
left ventricular systole (LAGLSs) (Fig. 1), the global
peak systolic positive LA myocardial strain rate during
the left ventricular systole (LAGLSRs), the global peak
negative LA myocardial strain rate during the early
ventricular diastole (LAGLSRe), and the global peak
negative LA myocardial strain rate during the late ven-
tricular diastole (LAGLSRa) were obtained. Atrial tissue
Doppler imaging TACT – the time from initiation of the
electrocardiographic P-wave (lead II) to the local lateral
left atrial activation time was determined by transtho-
racic echocardiography [6]. This was measured by plac-
ing the sample volume in the left atrial basal portion and
then measuring the time between the initiation of the
electrocardiographic P-wave and the peak velocity, using
tissue velocity imaging. ECG analysis of the onset of
P-wave was defined as the first elevation and depression
from the isoelectric line on positive and negative waves,
respectively. The point of return to the isoelectric line
was defined as the end of the P-wave. Pmax and Pmin
durations were measured for all patients. The difference
between Pmax and Pmin durations on the ECG was
considered as the PWD [7].

The statistical analysis and the evaluation

Continuous data were presented as mean+ standard
deviation and dichotomous data in percentage. The sta-
tistical analysis of the clinical data between two groups
consisted of unpaired t-tests for normally distributed
data and Mann–WhitneyU test analysis for non-normally
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distributed data. The Kolmogorov–Smirnov test was used
to verify the normality of the distribution of the continu-
ous variables. The correlations were assessed with the
Pearson’s and Spearman’s correlation coefficient and the
χ2 test was used for categorical variables. The analyses
were performed using PASW 18 (SPSS/IBM, Chicago,
IL, USA) software and two-tailed P value less than 0.05
was considered statistically significant.

Findings

Forty LP patients [23 females (57.5%) and 17 males
(42.5%)] were included in the study. The cutaneous
lesions were present in all 40 cases. The mucosal lesions
were present in 22 patients (55%) in the form of white,
reticular streaks on the buccal mucosa. None of the
patients had erosive oral LP. The nail involvement was
also present in 18 patients (45%) in the form of ridging,
grooving, and longitudinal striations. Twenty-three
patients (57.5%) presented with classic LP, 10 patients

(25%) had the actinic type, and 7 patients (17.5%) had
the hypertrophic type.

The comparison of demographical and clinical
characteristics of the groups

The average duration of LP was 7 years. hsCRP was
higher in the patient group with LP than the control
group [in turn LP patients; 1.4 (1.1–1.7); control
group; 0.39 (0.2–0.6); p < 0.05]. The atrial arrhythmia
was not detected in Holter ECG. The comparison of
demographical and clinical characteristics of the groups
is shown in Table I. While the average age in LP
patients was 36.5 (29–48), it was 33.5 (31–52) in
control group. There was no difference between the
groups in terms of age (p = 0.12). Also, there was no
statistical difference between the groups in terms of gen-
der, BMI, smoking, waist circumference, systolic and
diastolic blood pressure, fasting glucose, and heart rate.
Low-density lipoprotein–cholesterol and triglyceride levels

Fig. 1. Measurement of left atrium myocardial strain
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were significantly higher in LP patients than in the control
group (p= 0.001).

The comparison of echocardiographical and
electrocardiographical characteristics of the groups

The comparison of echocardiographical and electrocardio-
graphical characteristics of the groups is shown in Table II.
There was no statistically significant difference between the
groups in terms of LVEF, E-wave, A-wave, E/Em, DT,
IVRT, LA diameter, LAVmax, LAVmin, LAVreservoir,
and LAGLSRa (p> 0.05). The average peak values of
left atrial strain during the left ventricular systole (LAGLS)
value were significantly lower in LP patients than in control
group (in turn LP patients, 27.2± 3.9; control group,
38.2± 6.6, p< 0.001). Also, LAGLSRs value was signifi-
cantly lower in LP patients than in control group
(p< 0.001). LAGLSRe value was significantly lower in
LP patients than in control group (p< 0.001). With
regard to the atrial conduction characteristics, TACT
was significantly longer in LP patients than in control
group (in turn LP patients, 102.6± 6.3; control group,
96.3± 5.3, p< 0.001). Also, PWD was more in
LP patients than in control group [in turn LP patients,
63 (43–65); control group, 60 (53–64), p= 0.001].

There was a significant and negative significant
correlation between LAGLS and TACT (r =−0.37,
p = 0.01). There was a significant negative strong
correlation between LAGLS and the disease duration
(r =−0.67, p < 0.001) (Fig. 2). There was a significant
positive moderate correlation between TACT and the
disease duration (r = 0.56, p < 0.001). Also, there was a
significant negative strong correlation between hsCRP
and LAGLSs (r =−0.68, p < 0.05). There was a signifi-
cant positive moderate correlation between hsCRP and
TACT (r = 0.46, p = 0.01).

Discussion

In this study, we found that left atrial strain parameters
decreased, left atrial electromechanical conduction time
parameters prolonged in the patients with LP. A negative
strong relation between LAGLS and TACT was found.
Also, while there was a strong negative correlation
between LAGLS and the disease duration, there was
positive significant correlation between TACT and the
disease duration. These findings suggest that it is possible
to observe subclinical atrial electromechanical functions
in LP patients.

LP is a chronic autoimmune mucocutaneous disease
that affects the oral mucosa, skin, genital mucosa, scalp,
and nails [8]. The disease occurs in 0.4%–1.9% of the
population, mostly the middle-aged patients and particu-
larly in women [9]. The exact pathogenesis of the disease
remains unclear, but both the antibodies and T-cell
mediation have been implicated. The activated T-cells
release cytokines, leading to the attraction of inflamma-
tory cells and the destruction of keratinocytes through
cell-mediated cytotoxicity [10]. It has also been sug-
gested that the increased reactive oxygen species and
lipid peroxides may affect the pathogenesis of LP [11].
The studies have shown that LP is associated with the
extreme cardiovascular risks, including dyslipidemia, [12]
diabetes mellitus [13], and the increased oxidative
stress [14]. The most cardiovascular disorders (including
atherosclerosis, HT, insulin resistance, dyslipidemia, and
arrhythmias) share the similar pathogenetic mechanisms,
such as chronic inflammation, endothelial dysfunction,
and the increased oxidative stress [15].

The cytokines involved in LP pathogenesis (such as
TNF-a, IL-6, IL-10, and IL-4) could explain the associ-
ation with dyslipidemia [2]. Some studies have hypothe-
sized that the inflammatory markers, such as hsCRP, may
provide an adjunctive method to globally assess the

Table I The comparison of the demographical and the clinical characteristics of the groups

Parameters Lichen planus (n= 40) Control group (n= 40) P value

Age (years) 36.5 (29–48) 33.5 (31–52) 0.12

Sex (female/male) 23/17 24/16 0.47

Body mass index (kg/m2) 24.6 (23–26) 23.9 (22–24) 0.13

Smoking (n) 10 9 0.72

Hypercholesterolemia (%) 36 30 0.63

SBP (mmHg) 128.3± 7.2 126.3± 7.8 0.23

DBP (mmHg) 74.3± 5.0 72.5± 4.4 0.06

Heart rate (beat/dk) 86.3± 7.4 85.2± 6.7 0.50

Fasting glucose (mg/dl) 81.7± 8.3 83.3± 6.9 0.39

hsCRP (mg/dl) 1.4 (1.1–1.7) 0.39 (0.2–0.6) 0.001

SBP: systolic blood pressure; DBP: diastolic blood pressure; hsCRP: high-sensitivity C-reactive protein.
p< 0.05 is indicated as significant
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cardiovascular risk [16, 17]. The ongoing inflammation
might affect the myocardium, and the increased inflam-
matory activity is almost always associated with poor

cardiac prognosis. The increased hsCRP levels demon-
strate the activity of this chronic disease and are indepen-
dent risk factors for arrhythmias [18]. The recent studies

Table II The comparison of the echocardiographical and the electrocardiographical characteristics of the groups

Parameters Lichen planus (n= 40) Control group (n= 40) P value

LVEF (%) 63.5 (61–66) 64 (53–66) 0.38

E-wave (m/s) 0.81± 0.06 0.79± 0.08 0.36

A-wave (m/s) 0.76± 0.06 0.73± 0.12 0.22

E/Em 7.8 (7.5–9.6) 7.7 (5.3–8.3) 0.06

DT (ms) 183.0± 16.0 182.0± 13.0 0.73

IVRT (ms) 82.0± 10 83.0± 7.0 0.71

LA diameter (mm) 37.6± 1.5 35.9± 0.8 0.20

LAVmax (ml) 41.2± 3.3 40.8± 1.8 0.43

LAVmin (ml) 13.8± 2.5 14.1± 1.8 0.45

LAV reservoir (ml) 27.5± 2.8 26.6± 3.1 0.26

LAGLSs (%) 27.2± 3.9 38.2± 6.6 0.001

LAGLSRs (s−1) 1.7± 0.07 1.9± 0.1 0.001

LAGLSRe (s−1) 1.23± 0.04 1.2± 0.08 0.001

LAGLSRa (s−1) 1.52 (1.41–1.99) 1.48 (1.39–1.99) 0.39

TACT (ms) 102.6± 6.3 96.3± 5.3 0.001

PWD (ms) 63 (43–65) 60 (53–64) 0.001

LVEF: left ventricular ejection fraction; DT: deceleration time; IVRT: isovolumetric relaxation time; LA: left atrium; LAVmax: LAmaximum volume;
LAVmin: LA minimum volume; LAV reservoir: LAVmax–LAVmin; LAGLSs: global peak systolic LA myocardium strain during the left ventricular
systole; LAGLSRs: global peak systolic positive LA myocardial strain rate during the left ventricular systole; LAGLSRe: global peak negative LA
myocardial strain rate during the early ventricular diastole; LAGLSRa: global peak negative LA myocardial strain rate; TACT: total atrial conduction
time; PWD: P-wave duration difference.
p< 0.05 is indicated as significant

Fig. 2. Left atrium global longitudinal systolic strain correlation graph. LAGLSs: left atrium global longitudinal systolic strain
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have found a close association between atrial fibrillation
(AF) and inflammation; the AF was found to be more
common in the cases with high hsCRP levels following
the coronary bypass and the cute pericarditis [19, 20]. In
this study too, a correlation was detected between
hsCRP and PWD, LAGLSs and TACT demonstrated
to have a relation to the risk of arrhythmia. In this
regard, we think the increased PWD, the prolonged
TACT, and the decreased LAGLSs in the patients with
LP will contribute to predict the increased risk of ar-
rhythmia. In their review, Cameli et al. [21] told that LA
strain has high sensitivity in identifying raised atrial
stiffness and wall fibrosis and interstitial atrial remodel-
ing and LA mechanical dysfunction. In this study, a
significant decrease in left atrial strain parameters was
observed in LP patients and according to this, correla-
tion between disease duration and these parameters was
determined. We have no information about the atrial
inflammation in the patients with LP. Moreover, there
are no long-term follow-up studies related to the atrial
arrhythmias in the patients with LP. However, in the
different inflammatory diseases, a correlation was found
between the increased PWD, the prolonged TACT, and
the decreased LAGLSs and AF. Sahin et al. [4] showed
an increase in PWD, which may be indicative of subclin-
ical cardiac involvement and can cause a tendency to-
ward AF in LP patients. Tasal et al. [22] also found a
positive correlation between hsCRP and atrial conduc-
tion parameters in psoriasis, an inflammatory disease,
such as LP. The findings of this study may contribute to
demonstrate the subclinical electrophysiological dys-
function and to predict the atrial arrhythmias. Besides,
there is a need for the additional studies to indicate the
risk of atrial arrhythmia by the long-term follow-up
studies in the patients with LP.

The limitations of the study

The main limitation of this study is the insufficient
number of patients and no long-term follow-up of the
patients in terms of atrial arrhythmia.

Conclusions

The study results are useful in terms of determining the
LP patients with the increased cardiovascular risk and
enabling to give information by the doctors. We found
in this study that LAGLS decreased, TACT prolonged,
and PWD increased in the patients with LP. Also, we
detected a significant association between hsCRP and
PWD, TACT, and LAGLSs. These results show that
LAGLS, TACT, and PWD are important markers
detecting the subclinical electrophysiological changes in
the patients with LP. Also, ECG, the speckle tracking

echocardiography and the atrial tissue Doppler imaging
in determining the cardiovascular risk in the patients
undergoing a systemic treatment could be used as a
screening test.

* * *

Funding sources: None.

Authors’ contribution: HD, HD, and ND prepared the manuscript.
YÇ gathered data. HD and DT searched the literature. HD and AU
analyzed data. All authors read and approved the final manuscript.

Conflict of interest: The authors declared no potential conflicts of
interest with respect to the research, authorship, and/or publication of
this article.

References

1. Arias-Santiago S, Buendia-Eisman A, Aneiros-Fernandez J,
Girón-Prieto MS, Gutiérrez-Salmerón MT, García-Mellado V,
Cutando A, Naranjo-Sintes R: Lipid levels in patients with lichen
planus: A case-control study. J Eur Acad Dermatol Venereol 25,
1398–1401 (2011)

2. Arias-Santiago S, Buendia-Eisman A, Aneiros-Fernandez J,
Girón-Prieto MS, Gutiérrez-Salmerón MT, Mellado VG,
Naranjo-Sintes R: Cardiovascular risk factors in patients with lichen
planus. Am J Med 124, 543–548 (2011)

3. Bacaksiz A, Erdogan E, Tasal A, Vatankulu MA, Kul S, Sevgili E,
Ertas G, Dizman D, Onsun N, Uysal O: Electrocardiographic
P-wave characteristics in patients with psoriasis vulgaris. Ups J Med
Sci 118, 35–41 (2013)

4. Sahin M, Bilgili SG, Simsek H, Akdag S, Akyol A, Gumrukcuoglu
HA, YamanM, Bayram Y, Karadag AS: Increased P-wave dispersion
in patients with newly diagnosed lichen planus. Clinics 68, 846–850
(2013)

5. Lang RM, Bierig M, Devereux RB, Flachskampf FA, Foster E,
Pellikka PA, Picard MH, Roman MJ, Seward J, Shanewise JS,
Solomon SD, Spencer KT, Sutton MS, Stewart WJ: Recommenda-
tions for chamber quantification: A report from the American
Society of Echocardiography’s Guidelines and Standards Commit-
tee and the Chamber Quantification Writing Group, developed in
conjunction with the European Association of Echocardiography, a
branch of the European Society of Cardiology. J Am Soc Echo-
cardiogr 18, 1440–1463 (2005)

6. Merckx KL, De Vos CB, Palmans A, Habets J, Cheriex EC,
Crijns HJ, Tieleman RG: Atrial activation time determined by
transthoracic Doppler tissue imaging can be used as an estimate
of the total duration of atrial electrical activation. J Am Soc
Echocardiogr 18, 940–944 (2005)

7. Michelucci A, Bagliani G, Colella A, Pieragnoli P, Porciani MC,
Gensini G, Padeletti L: P wave assessment: State of the art update.
Card Electrophysiol Rev 6, 215–220 (2002)

8. Ismail SB, Kumar SK, Zain RB: Oral lichen planus and lichenoid
reactions: Etiopathogenesis, diagnosis, management and malignant
transformation. J Oral Sci 49, 89–106 (2007)

9. Manolache L, Seceleanu-Petrescu D, Benea V: Lichen planus
patients and stressful events. J Eur Acad Dermatol Venereol 22,
437–441 (2008)

10. Middel P, Lippert U, Hummel KM, Bertsch HP, Artuc M,
Schweyer S, Radzun HJ: Expression of lymphotoxin-alpha by
keratinocytes: A further mediator for the lichenoid reaction. Patho-
biology 68, 291–300 (2000)

Atrial mechanics in lichen planus patients

Interventional Medicine & Applied Science 155 ISSN 2061-1617 © 2018 The Author(s)



11. Sezer E, Ozugurlu F, Ozyurt H, Sahin S, Etikan I: Lipid peroxida-
tion and antioxidant status in lichen planus. Clin Exp Dermatol 32,
430–444 (2007)

12. Dreiher J, Shapiro J, Cohen AD: Lichen planus and dyslipidaemia:
A case control study. Br J Dermatol 161, 626–629 (2009)

13. Seyhan M, Ozcan H, Sahin I, Bayram N, Karincaoğlu Y: High
prevalence of glucose metabolism disturbance in patients with
lichen planus. Diabetes Res Clin Pract 77, 198–202 (2007)

14. Aly DG, Shahin RS: Oxidative stress in lichen planus. Acta
Dermatovenerol Alp Panonica Adriat 19, 3–11 (2010)

15. Flammer AJ, Ruschitzka F: Psoriasis and atherosclerosis: Two
plaques, one syndrome? Eur Heart J 33, 1989–1991 (2012)

16. Ridker PM, Hennekens CH, Buring JE, Rifai N: C-reactive
protein and other markers of inflammation in the prediction of
cardiovascular disease in women. N Engl J Med 342, 836–843
(2000)

17. Lagrand WK, Visser CA, Hermens WT, Niessen HW, Verheugt
FW, Wolbink GJ, Hack CE: C-reactive protein as a cardiovascular
risk factor: More than an epiphenomenon? Circulation 100,
96–102 (1999)

18. Chung MK, Martin DO, Sprecher D, Wazni O, Kanderian A,
Carnes CA, Bauer JA, Tchou PJ, Niebauer MJ, Natale A,
Van Wagoner DR: C-reactive protein elevation in patients with
atrial arrhythmias: Inflammatory mechanisms and persistence of
atrial fibrillation. Circulation 104, 2886–2891 (2001)

19. Bruins P, te Velthuis H, Yazdanbakhsh AP, Jansen PG, van
Hardevelt FW, de Beaumont EM, Wildevuur CR, Eijsman L,
Trouwborst A, Hack CE: Activation of the complement system
during and after cardiopulmonary bypass surgery: Postsurgery
activation involves C-reactive protein and is associated with
postoperative arrhythmia. Circulation 96, 3542–3548 (1997)

20. Spodick DH: Arrhythmias during acute pericarditis. A prospective
study of 100 consecutive cases. JAMA 23, 39–41 (1976)

21. CameliM,Mandoli GE, Loiacono F, Sparla S, Iardino E,Mondillo S:
Left atrial strain: A useful index in atrial fibrillation. Int J Cardiol 220,
208–213 (2016)

22. Tasal A, Guven T. S, Kul S, Bacaksiz A, Erdogan E, Sonmez O,
Sevgili E, Dizman D, Onsun N, Ay NK: Atrial conduction
abnormalities in patients with psoriasis vulgaris. Kardiol Pol 73,
637–643 (2015)

Duman et al.

ISSN 2061-1617 © 2018 The Author(s) 156 Interventional Medicine & Applied Science


