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FT4 and FT3 are the only accurate measures of actual 
active thyroid hormone levels in blood without 
being affected by a change in binding protein levels. 
If a patient’s TSH was elevated and FT4 and/or FT3 
were decreased, they were labeled as having overt 
hypothyroidism. In case TSH was elevated and FT4 
and FT3 were normal, they were considered to have 
subclinical hypothyroidism. In both these groups, 
antithyroid peroxidase antibodies (anti TPO ab) were 
estimated by microparticulate enzyme immunoassay 
by AxSYM (Abbot Health Care, USA) to confirm their 
autoimmune hypothyroid disease. As most believe 
now that subclinical hypothyroids are to be treated 
to prevent further worsening of their hypothyroidism, 
both overt and subclinical hypothyroids were 
considered to have hypothyroidism in this screening. 
Patients with recurrent PMLE and systemic symptoms 
were also tested for antinuclear antibodies and 
anti DNA antibodies to exclude systemic lupus 
erythematosus. Forty controls, who were not having 
any photosensitive diseases, were also screened for 
hypothyroidism for comparison. Statistical analysis 
was done by using Pearson Chi-square test and 
Fischer’s exact test. Confidence intervals (CI) were 
measured by using software from Dimension research, 
Inc, Chicago. This study has been assessed and 
approved by institutional ethics committee.

One hundred and twelve PMLE patients (86 females 
and 26 males) were screened for hypothyroidism. 
Twenty nine (25.9%; 95% CI 18–34%) were found to 
have hypothyroidism, including 27 females (31.3% 
of females screened; 95% CI 21–41%) and 2 males. 
Of the 40 controls (32 females and 8 males), only 3 
females (7.5%; 95% CI 0–15%) were found to have 
hypothyroidism and none of the male controls had it. 
Out of the 29 hypothyroids with PMLE, 15 were known 
hypothyroids and 14 (8 overt and 6 subclinical) were 
newly found in our screening. The P values calculated 
by both Pearson Chi-square test and Fischer’s exact 
test were significant (<0.05). Hasan et al.[4] stated 
that PMLE is a long standing, slowly ameliorating 
disease with some tendency to development of 
autoimmune disease or thyroid disorder, especially 
in female patients. In their study, 11.7% (11 of 94) 
had autoimmune hypothyroid disease compared to 
5% prevalence in their local population. In our study 
25.9% were found to have autoimmune hypothyroid 
disease compared to 5–10% prevalence in our local 
population.[5] In females, the prevalence was found to 
be much higher (31.3%). The 25.9% positivity (95% 

CI 18–34%) compared to 7.5% in control group and 
5–10% prevalence in normal population did suggest 
a significant relation between PMLE and autoimmune 
thyroid disease rather than a mere coincidence. 
The above results suggest that screening all PMLE 
patients for autoimmune thyroiditis is advisable. 
Probably, the relation between the two diseases 
is immune dysfunction causing hypersensitivity 
reaction in PMLE and antibody generation in thyroid 
disease. This relationship between the two needs to 
be further evaluated by involving a larger number of 
PMLE patients, to substantiate whether this positive 
association is because of autoimmune dysfunction or 
causally related.
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Factors predicting the preference 
of complementary and alternative 
systems of medicine in treatment 
of vitiligo

Sir, 
The use of complementary and alternative medicine 
(CAM) has increased by 20–50% in European and 
48.5% in Australian population.[1,2] Usually, the 
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patients of chronic, intractable diseases end up using 
CAM after taking allopathic medicine (AM); but 
for some diseases, they may use CAM as the initial  
therapy.[1-3] Vitiligo is one such disorder in which 
patients may initiate therapy with CAM. The present 
study explores the factors influencing the initial 
preference of system of medicine in vitiligo patients.

This was a prospective, non-interventional, 
questionnaire based study over a period of two years 
in 2005-2006 for which no prior approval from the 
institutional ethics committee was required. Ninety 
consecutive patients of vitiligo were included in 
the study after an informed consent was taken. In 
addition to detailed history and clinical examination, 
supplementary information about education, 
socioeconomic status, other therapies taken and 
expectation from treatment were recorded. Those with 
history of taking both allopathic and CAM together 
initially were excluded. The patients were divided into 
two groups based on the type of initial therapy taken 
i.e. AM group and CAM group and were compared 
for various factors. The data was analyzed to test 
the association of various factors with the choice of 
therapy by using the Chi square test. Fifty patients 
each of similar asymptomatic pigmentary dermatoses 
of cosmetic importance like melasma and pityriasis 
versicolor constituted control group I and II which 
were compared with vitiligo patients for preference of 
initial therapy. 

Out of 90 patients, 83 qualified for evaluation based 
on exclusion criteria. There were 41 males and 42 
females with an age range of 2-78 years. Fifty two 
(62.7%) patients were in the AM group while 31 
(37.3%) patients were in CAM group. Only 4/50 (8%) 
patients of melasma and 2/50 (4%) patients of pityriasis 
versicolor initially opted for CAM as compared to 
31/83 (37.3%) vitiligo patients [Figure 1] which was 
statistically significant. (P < 0.0001) 

The socio-demographic profile of vitiligo patients 
showed a slight preponderance of lower socioeconomic 
status and females in CAM group as compared to AM 
group (statistically not significant, P<0.1). [Table 1]
The literary status of patients of both groups was 
almost similar except for the marginal increase in the 
illiterate people in CAM group (P<0.1). The type of 
disease and initial site of lesions, although different in 
both groups, was not statistically significant (P<0.1). 
The influence of family and friends in CAM group 

was statistically significant (P<0.02). All the patients 
(100%) of CAM group expected a complete cure as 
compared to 90.3% of AM group (P<0.05). 

Complementary and alternative medical therapies 
(CAM) have recently become popular in treatment 
of chronic and intractable diseases like diabetes 
mellitus, headaches, arthralgia, stress, skin disorders, 
backaches, hypertension, etc.[1,2] The majority of 
patients usually begin treatment with allopathic 
medicine before trying traditional or complementary 
and alternative medicine,[3] but the myths and social 
stigma associated with vitiligo have many advocates of 
initiating therapy with CAM in this disease. 

Table 1: Socio-demographic factors

Demographic parameter AM 
n=52

CAM 
n=31

P-value

Sex Male
Female

28 (53.8)
24 (46.2)

13 (41.9)
18 (58.1) P<0.1

Education Educated
Illiterate 

48 (92.4)
4 (7.6)

28 (90.4)
3 (9.6) P<0.1

Socioeconomic 
status

Average or 
more
Poor

44 (84.6)
8 (15.4)

24 (77.5)
7 (22.5) P<0.1

Expectation from 
treatment

Complete cure
Stops spread

47 (90.3)
5 (9.7)

31 (100)
P<0.05

Referred by Self
Others

22 (42.3)
30 (57.7)

6 (19.3)
25 (80.7) P<0.02

Diagnosis Vulgaris
Segmental
Focal
Mucosal
Acrofacial

34 (65.4)
7 (13.5)
5 (9.6)
5 (9.6)
1 (1.9)

25 (80.6)
5 (16.2)
1 (3.2)

P<0.1

Site of onset Exposed
Non-exposed

36 (69.2)
16 (30.8)

16 (51.6)
15 (48.4) P<0.1

Figures in parentheses are in percentage

Pts preferring
AM (%)

Pts preferring
CAM (%)

120.00%

100.00%

80.00%

60.00%

40.00%

20.00%

0.00%

Vitiligo

Control 1 (Melasma)

Control 2 (Pityriasis
Versicolor)

Figure 1: Preference for AM and CAM in vitiligo and controls
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The present study confirms that patients of vitiligo have 
an increased tendency to opt for CAM as compared 
to other diseases of similar cosmetic significance like 
melasma and pityriasis versicolor. The reason for this 
preference seems to be uninfluenced by sex, literary 
status, socioeconomic status, type and initial site of 
disease. Singh et al. has also failed to observe the 
influence of age, sex, marital status, religion, level of 
education and income in preference for CAM in the 
Indian community in South Africa.[4] However, in US 
and Australian studies, higher levels of education 
and socio-economic status were significant positive 
correlates of CAM use[2,5] while age and gender had 
no influence on the same.[3] The patients who tried 
CAM expected a complete cure and were influenced 
by family and friends to seek alternative cures. This 
may be because the stigma associated with vitiligo 
leads to immense social pressure to get complete cure 
which is promised by the advertisements of CAM. The 
influence of family and friends was also documented 
by Singh et al. as greater than half (51.9%) of CAM 
users did so either upon the advice of someone they 
knew, or after noticing a CAM advertisement.[4]

The present study by virtue of its study design had the 
limitation that the vitiligo patients opting for AM only 
could be assessed, while those never opting for AM 
could not be included. 

The belief in CAM for vitiligo is probably ingrained in 
the historical background of this disease in a particular 
community, which needs further evaluation. 
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Localization of T-cell subsets 
in cutaneous lichen planus: 
An insight into pathogenetic 
mechanism

Sir, 
We would like to report the results of our evaluation of 
T-cell subsets in cutaneous lichen planus (LP). For the 
study, 20 cases of cutaneous LP over a one-year period 
(2007-2008) were included and diagnosis confirmed 
by a review of the clinical and histopathological 
features. Patients with features suggestive of systemic 
lupus erythematosus, human immunodeficiency 
virus infection or other chronic medical illnesses 
were excluded. Immunohistochemistry for T-cell 
helper subset (CD4, BioGenex, USA) and T-cell 
cytotoxic/ suppressor subset (CD8, BioGenex, 
USA) was performed on serial sections using the 
immunoperoxidase technique. The biopsies were 
examined for inflammatory cells at two locations – 
dermo-epidermal junction and upper reticular dermis 
(perivascular locations). Quantification of CD4 and 
CD8 T cells was performed by two independent 
observers at X200 magnification. A mean of the 
observations were taken and the relative proportion 
(percentage) of CD4 and CD8 subsets of T cells at each 
location was calculated. Non-parametric test was used 
to find the significance of difference in T cell subsets 
at the two locations.

The mean age of our cases was 36.95 ± 16.32 years with 
slight predominance of females (male: female 1:1.5). 
Skin biopsies in all cases showed the characteristic 
histopathological features of lichen planus. At the 
dermo-epidermal location, the percentage of CD4+ 
cells ranged from 10 to 50% of total number of T cells, 
with a mean of 32.3% of cells. On the other hand, 
CD8+ T cells [Figure 1a, b] ranged from 52 to 90%, 
with a mean of 67.7% of cells. In contrast, the peri-
vascular location showed preponderance of CD4+ cells  
[Figure 1c] ranging from 50 to 88% (mean 69.65%) 
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