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Management of Gingival Oral Lichen Planus with Free Gingival Graft:
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Oral lichen planus (OLP) is a chronic oral mucosal disease affecting the buccal cheek,
tongue, palate, lip, and gingival mucosa. Lesions in the gingiva make it difficult to control dental plaque due to pain. As a result, the disease is often accompanied by gingivitis
or periodontitis. If OLP and dental plaque are not properly managed, the patient’s periodontal condition will worsen. Thus, clinicians treating OLP should emphasize periodic
visits and dental plaque control. Here, we report the management of a patient who struggled with OLP for 20 years and discuss the importance of periodic regular observations
and active periodontal management.
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INTRODUCTION

additional periodontal care.
Here, we report a case in which gingival OLP was man-

Oral lichen planus (OLP) is a chronic immunologically

aged with a free gingival graft (FGG). The improvement

mediated mucocutaneous disease with an unknown etiol-

in the quality of the periodontal tissue allowed for a bet-

ogy [1]. Gingiva is one of the most frequently affected re-

ter prognosis of gingival OLP. The protocol of this study

gions in OLP. The prevalence of gingival involvement of

was approved by the Institutional Review Board of the

OLP ranges from 38.4% to 48% [2,3]. Atrophic OLP exclu-

Daejeon Dental Hospital of Wonkwang University (IRB no.

sively affecting the attached gingiva is presented as des-

W2208/002-001) and exemption of written informed con-

quamative gingivitis (DG). DG is characterized by atrophy

sent was obtained.

and erosion of the attached gingiva. Patients with painful
gingival OLP have difficulties controlling dental plaque [4].
Gingival OLP is usually misdiagnosed as plaque-induced
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periodontal disease and is combined with plaque-induced

A 44-year-old woman visited the Department of Oral

gingivitis or periodontal diseases. If the dental plaques and

Medicine at Wonkwang University Daejeon Dental Hospital

gingival OLP are not well controlled, the periodontal con-

with a chief complaint of pain and redness in the upper and

dition of the patient becomes worse. Thus, the clinicians

lower gingiva. She was diagnosed with OLP about 10 years

treating OLP should emphasize regular visits and provide

ago and had been experiencing pain since then. She had

Copyright Ⓒ 2022 Korean Academy of Orofacial Pain and Oral Medicine.
CC This is an open-access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/4.0/),
which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.

www.journalomp.org

162

J Oral Med Pain Vol. 47 No. 3, September 2022

been treated with topical corticosteroids for some years;

the patient had no cutaneous lesions. She underwent inci-

however, the regimen was not effective. Her symptoms

sional biopsy during her first visit and routine hematologic

had been waxing and waning over the years. The patient

investigations, including anti–hepatitis C virus and antinu-

reported no habits of smoking or drinking alcohol. There

clear antibodies.

was no specific medical history that could explain this.

The result of incisional biopsy was OLP, and the results of

She had a history of side effects of gastrointestinal distur-

routine hematologic investigations were within normal lim-

bance, insomnia, moon face, and face flushing on systemic

its. Patient was educated and made aware about her condi-

prednisolone.

tion. Symptomatic treatment was given first preference. As

During the intraoral clinical examination, erosive and

the lesions failed to respond to topical corticosteroid, taper-

atrophic areas on the bilateral buccal mucosa were ob-

ing oral prednisolone Solondo (Yuhan, Seoul, Korea; from

served. The periphery of the atrophic regions was bordered

15 mg to 2.5 mg) course was administered for 4 weeks.

by fine, white, and radiating striae. Atrophic areas were

Minocycline solution (minocycline 200 mg in 100 mL wa-

also detected in the upper and lower gingiva. There was

ter) was also administered topically. Symptoms and signs

no Nikolsky sign in the gingiva. The gingiva was swollen

improved after 4 weeks. The DI-S was 1.5, and the ODSS

with dental plaque accumulation and bled easily (Fig. 1).

was 35. There were no side effects of systemic prednisolone.

The simplified Debris Index (DI-S) was 2.1 [5], the simpli-

The patient was referred to a periodontist to manage her

fied Calculus Index (CI-S) was 0 [5], and the Oral Disease

periodontal condition. She showed a thin gingival biotype,

Severity Score (ODSS) was 48 [6]. The attached gingiva in

and the buccal attached gingiva was almost lost, but the

the buccal side of the posterior teeth was almost lost and

probing depth itself was not high (about 3-4 mm). During

A

B

C

Fig. 1. Clinical features of the case at the first visit. The atrophic lesions were found in all gingiva. The gingiva were swollen with easy
bleeding and dental plaque accumulation generally. The buccal gingiva in the posterior teeth was almost lost. (A) Right upper and lower
posterior gingiva. (B) Anterior gingiva. (C) Left upper and lower posterior gingiva.

A

B

C

Fig. 2. Clinical features after primary periodontal treatment (2 years after the first visit). Gingival recession and irregularity of the marginal
gingiva were observed. (A) Right upper and lower posterior gingiva. (B) Anterior gingiva. (C) Left upper and lower posterior gingiva.

www.journalomp.org

163

HeeYung Chang et al. Management of Gingival OLP with Free Gingival Graft

each visit to the periodontist, soft and gentle dressing with

dissected, and the epithelium and connective tissues were

0.12% chlorhexidine solution was performed. Fig. 2 shows

positioned apically; (3) the healthy gingival graft was har-

the patient’s clinical features after primary periodontal

vested from the ipsilateral hard palate; (4) the graft was

treatment.

trimmed and adapted to the recipient site; (5) the graft

The periodontal condition with loss of attached gingiva

was sutured in position at the recipient site; and (6) the

made it difficult to control dental plaque. The higher the

donor site was covered with CollaTape (Zimmer Dental,

gingival recession, the higher the DI-S and the severity of

Mississauga, ON, Canada) for healing. The sutures were re-

OLP. To improve the quality of the tissue and prevent fur-

moved after 2 weeks. The patient showed normal tissue

ther gingival recession, FGGs were performed on the lower

healing. Along with FGG, the exposed root surfaces were

anterior incisors, upper left premolars, lower right premo-

restored with composite resin to make the surface smooth.

lars, first molar, and lower left premolars. Standard surgi-

Fig. 3 shows the FGG in the lower anterior teeth.

cal procedures were as follows: (1) local anesthetics were

During regular follow-up observations, it was observed

administered to the gingival and palatal mucosa; (2) the

that the marginal gingiva were arranged in harmony, and

gingival recipient site was prepared, where an incision was

the attached gingiva were formed at width of about 2 to

made on the mucogingival junction, the flap was partially

5 mm. Teeth with poor prognosis were extracted and an

A

B

C

Fig. 3. Free gingival graft (FGG) in the lower anterior teeth. Augmentation of the gingiva was observed, but the graft gingiva was changed to
clinically lichen planus–like gingiva after 1 month. (A) Recipient site before FGG. (B) Harvested graft from the hard palate was sutured in the
recipient site. (C) Recipient site after 1 month.

A

C

B

D

Fig. 4. Clinical features 3 years after free
gingival graft (5 years after the first
visit). Gingival recession was improved,
and augmentation of gingival tissues
was observed. (A) Lower anterior
gingiva. (B) Left upper gingiva. (C) Right
lower gingiva. (D) Left lower gingiva.
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Subsequently, the management of the periodontal condition was carried out. Even in the primary periodontal treatment, it was difficult to control dental plaque in the patient
due to the loss of the attached gingiva and irregularity of
the marginal gingiva. Therefore, it was necessary to correct
the patient’s periodontal environment for easy self-control
of dental plaque which was done by the implementation of
FGG. FGG is a periodontal plastic surgery used to improve
Fig. 5. Clinical features at the last visit (10 year after the first visit).
The atrophic OLP gingival lesions and dental plaque were well
controlled, and the marginal gingiva were arranged in harmony.

periodontal tissue quality, root coverage, and keratinized
tissue augmentation [15]. After FGG, the patient’s ability
to perform oral hygiene was improved. The symptoms and
signs of OLP also improved.

implant on the right upper first molar was inserted without

The implementation of FGG in the gingival OLP is not

any special problem. Improvement in the tissue environ-

commonly performed, and only a few cases have been re-

ment made it easier to control dental plaque (Fig. 4). The

ported [16-18]. All of these cases were refractory to cortico-

OLP was well controlled without any medication. Fig. 5

steroid treatment, including occlusive steroid therapy with

shows the state upon the final visit. The DI-S was 0.3, and

stent and topical steroid treatment without gingival reces-

the ODSS was 13.

sion. The connective tissue and epithelium were removed
completely, and a new normal tissue was transplanted.

DISCUSSION

From the theoretical background, when the recipient site is
prepared, the periosteum should be free of submucosal tis-

When the gingiva show erythema, desquamation, ero-

sue. New basal epithelial cells without any antigenic prop-

sion, and blister, the clinician should differentiate plaque-

erties grows in the graft. As a result, the graft remains free

induced gingival disease from non–plaque-induced gin-

of lesions and appears clinically healthy [16]. The results

gival disease, such as lichen planus, mucous membranous

of reported cases were somewhat satisfactory. Among 22

pemphigoid, pemphigus vulgaris, lupus erythematosus, and

grafts in 14 patients, three (13.6%) grafts were changed

so forth [7,8]. Because of pain in the gingiva, most patients

to generally OLP-like gingiva and six (27.3%) grafts were

have difficulty controlling dental plaque. Although OLP is

change to mild OLP-like gingiva, and 13 (59.1%) grafts

not a direct cause of periodontal diseases, patients with gin-

were unchanged. Although, the main purpose of FGG in

gival OLP show more gingival inflammation than patients

this study was to augment the keratinized tissue and pre-

who do not have the disease [9,10]. The patient in this study

vent more gingival recession, we expected the grafted gin-

suffered for a long time without medical aid and hence,

giva to remain clinically normal. Since the affected OLP le-

suffered from alveolar bone loss and severe gingival reces-

sions remained in the recipient site, the grafted gingiva was

sion on the buccal side. The deteriorated periodontal condi-

gradually changed to clinical OLP-like gingiva.

tion made the severity of OLP worse. The patient was in a

Although many disease scoring systems for OLP have

vicious cycle. Previous studies reported that plaques might

been reported, there is no standard system for uniform use

prevent gingival OLP lesions from healing, which chang-

[19]. The measure used in this study is the ODSS [6]. This

es the characteristics of the lesions into more aggressive

scoring system was developed as a standardized outcome

forms, such as erosive lesions [11], whereas plaque control

measure of OLP treatment. The oral cavity is divided into

improves the painful symptoms of gingival OLP [12-14]. To

17 sites, and criterion-based numerical scores for each site

break the vicious cycle, controlling severe OLP symptoms

are given. The scale consists of site score (extent of the le-

and signs was prioritized. Hence, the ODSS and DI-S de-

sion), activity score (severity of the lesion at each site), and

creased after the administration of systemic corticosteroids.

pain score. The possible maximum score for site score is
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Table 1. Criteria of the simplified oral hygiene index score
Calculus score criteria

Score

Debris score criteria

No calculus present
Supragingival calculus covering not more than one-third of the
exposed tooth surface being examined

O
1

Supragingival calculus covering more than one-third but not
more than two-thirds of the exposed tooth surface, or the
presence of individual flecks of subgingival calculus around
the cervical portion of the tooth
Supragingival calculus covering more than two-thirds of
the exposed tooth surface or a continuous heavy band of
subgingival calculus around the cervical portion of the tooth

2

No debris or stains present
Soft debris covering not more than one-third of the tooth
surface or presence of extrinsic stains without other debris
regardless of the area covered
Soft debris covering more than one-third but not more than
two-thirds of the exposed tooth surface

3

Soft debris covering more than two-thirds of the exposed
tooth surface

Six representative teeth: four posterior and two anterior teeth. Facial surface of the right upper first molar, right upper incisor, left upper first
molar, left lower incisor; lingual surface of the right lower first molar, left lower first molar.

24, activity score is 72, and pain score is 10. The maximum

prednisolone (from 10 mg to 5 mg) was also administered

combined score is 106. The ODSS is easy to use, reproduc-

two weeks before surgery to prevent erosion at the recipi-

ible, and sensitive for detecting clinical responses to ther-

ent site, and tapered prednisolone was administered for one

apy. When we evaluate the disease severity of OLP or the

week after surgery. As a result, the patient showed a normal

responses to therapy, it is better to use outcome measures

wound-healing course.

such as the ODSS, which can be applied easily in clinical
practice, along with quality-of-life measures.

The patient’s efforts and compliance are important in disease management. The patient was not properly managed

The simplified Oral Hygiene Index (OHI-S) evaluates oral

in the first 10 years after diagnosis, resulting in severe gin-

hygiene [5]. The OHI-S is simple and easy to score. The

gival recession and painful symptoms. As a result of regu-

OHI-S consists of two parts, including the Debris Index

lar visits and efforts over the next 10 years, her OLP is now

(DI) and Calculus Index (CI), which measure the amount of

well controlled without special medication. Because OLP is

plaque and calculus present on the surface of six represen-

an intractable disease, constant observation and manage-

tative teeth in each region of the mouth (Table 1). Debris

ment should be emphasized through patient education.

scores are summed and divided by the number of exam-

In this article, we reported the management of gingival

ined teeth. The average score is the DI-S. The same process

involvement of OLP for 10 years. The patient’s great efforts

is used to calculate the CI-S. In this case, the patient’s DI-S

and compliance resulted in a good prognosis. Poor control

was 2.1 during the first visit, which decreased to 1.5 after

of dental plaque can affect the prognosis of OLP. Therefore,

one week of systemic corticosteroid therapy. In the mainte-

it is very important to alleviate the symptoms of OLP using

nance phase after FGG, the DI-S was 0.3 to 1. Additionally,

proper medications and to modify the periodontal environ-

OHI-S, a measure of oral hygiene, should be recorded at

ment to make dental plaque management easy.

all regular visits to evaluate the patient’s ability to manage

CONFLICT OF INTEREST
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disturbance, insomnia, moon face, and face flushing. Thus,
we prescribed corticosteroids with tapering. When severe
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by systemic corticosteroids. The patient showed no particular side effects due to controlled administration. Tapered
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