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ABSTRACT:
Objective: This study evaluated the effectiveness of free soft tissue graft in the treatment of resistant localized
oral lichen planus (OLP) lesions.
Study Design:A total of 18 biopsy-proven symptomatic OLP patients were selected for this study. The lesion
excised completely up to the sub mucosa layer and a graft sliced from healthy mucosa wasplaced. A Four-point
scale was used to evaluation of the outcome of the surgery and histopathological evaluation was done based on
punch biopsy.
Results:Seventy eight percent of subjects showed complete healing grade 3 and 22% showed grade 2. According
to final punch biopsy, 16% demonstrated recurrence of the lesion 1 year after the surgery. A partial to the
complete response was observed in all patients .
Conclusion: Considering the lack of side effects during the study period, free soft tissue graft may be a favorable
alternative treatment for resistant precancerous OLP lesions.

[I] INTRODUCTION
Lichen planus (LP) is a chronic inflammatory
disease involving the skin and mucous
membranes, first described by Erasmus Wilson
in 1869. (1) Various clinical forms and patterns
have been described for these lesions. The true
cutaneous lesions of LP are self-limiting;
however, oral lichen planus (OLP)can be painful
and recurrent. (2) Lesions of the reticular form
are asymptomatic, while those presenting as
atrophic and erosive types may produce a
variety of symptoms ranging from a mild
burning sensation to extreme pain. Interference
with speaking and cause difficulties during

eating and swallowing are common side effects
of the erosive and atrophic varieties (3).
Theprevalence is estimated to occur in 1–2% of
the population with a slight female predilection.
It affects middle-aged patientsbetween the ages
of 30 and 60 years old. (4,5) The etiology of
lichen planus is obscure but it seems to be an
immunologically mediated process. (6) Existing
confirmation proposes that the disease is related
to an alteration of cell-mediated immunity,
activated by endogenous or exogenous factors
such as anxiety, stress and depression, which
results in an altered response to autoantigens. (7)
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T-cells are suggested to play a key role in the
pathogenesis of LP, but the exact mechanisms in
its development remain unclear. The generally
accepted concept is that this lesion is a band like
infiltration of lymphocytes that resides in the
superficial lamina propria. The controversy
surrounding the malignant potential of OLP, its
transformation to squamous cell carcinoma is
regarded as an important concern for the patient
and
the
therapist(8)
Corticosteroids,
antimicrobials, immunomodulators, phenytoin,
retinoids, UV-radiation and CO2 lasershave
been utilized for the treatment of OLP, but they
are all nonspecific and only act shortly in
theresolution of the lesions. (5)A significantly
increased risk of oral cancer in comparison to
the general population has been reported in
patients with OLP. The risk is relevant to
carriers of reticular-plaque OLP and atrophicerosive types and is not controlled by
corticosteroids and anti-mycotic therapy.
Malignant transformation is reported in 0.4 to
5.6% whereas theprevalence of squamous cell
carcinoma is 0.4 to 2% has been reported as
well. Consequently, patients with OLP lesions
should be cautiously followed up to permit early
recognition of the onset of oral cancer
irrespective of clinical presentation and other
risk factors for oral cancer. (9) A recent
population-based
casereport
investigation
evaluated the effect of free soft tissue autograft
introduced by Sullivan and Atkins (10) in
periodontics but inthe treatment of gingival
lichen planus. Consistent with other authors,
basal epithelial layers of the graft remain intact
and represent the focus of re-epithelization. New
epithelial cells migrate from the basement
membrane. They will generate new epithelium.
The wound is re-epithelialized by proliferation
of surrounding healthy epithelial cells, thus, not
contaminated by modified antigens of the cell
membrane that are hypothetically responsible
for lymphocyte aggregation.The healthy graft
stays free of lesions and appears clinically
healthy (11).
The purpose of the present study is to determine
the efficacy of a free soft tissue autograft in the
treatment of precancerous and symptomatic
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localized lesions of OLP, which was resistant to
routine treatment modalities.
[II] PATIENT AND METHODS
A total of 18 patients with OLP including 12
females and 6 males were selected from those
referred to the Department of Oral Medicine,
school of Dentistry, Qazvin University of
Medical Sciences from 1 April 2008 to 1 Sep
2015. Inclusion criteria consisted of clinical and
histopathological diagnosis of OLP based on a
modified definition of the World Health
Organization (WHO)(13) an age range of 30-70
years, signing an informed consent approved by
the Ethics Committee of Qazvin University of
Medical Sciences, availability for appointments
in first week after surgery and every two month
up to 1year and the presence of symptoms such
as burning or pain in and around the lesions.
Previous routine treatment modalities had been
attempted
including
steroids
and
immunomodulatory or antioxidant agents. i.e.
patients who had resistant lesions to routine
treatment and who had localized precancerous
lesions such as atrophic-erosive/plaque like
lichen planus with no associated cutaneous
lesion were selected for this case series study.
Removal of possible triggering drugs was also
considered (Drugs such as beta blockers,
dapsone, oral hypoglycemic, non steroidalanti
inflammatory drugs (NSAIDs) penicillamine,
phenothiazines,sulphonylureas and gold salts
have been associated with oral lichenoid
reactions)(14)Participants who were unable to
undergo oral surgery or suffering from any
localized or systemic disease, Pregnant
patients,Smokers, and whom they could not
continue the study for private or social reasons
and patients with generalized oral lichen planus
and also patients who disagree to final punch
biopsy for histopathologicevaluation were
excluded from the study.
Surgical approach:
Local anesthetic was injected in the site of the
lesion using of lidocaine 2% (3.6 ml) with
epinephrine (1:100,000). A periodontal probe
and tongue blade was used to assess the size of
the lesions.The lesion was completely excised to
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the sub mucosa layer .The graft was harvested
from healthy palatal mucosa also to the
submucosalayer with the aid of scalpel, forceps,
and scissors. There was some bleeding which
was controlled by compression, suturing or, if
indicated, electrocautery. The graft was trimmed
on gauze soaked in saline and adapted to
recipient site. The graft was sutured in an
appropriateposition. Sutures were removed after
2 weeks. During these weeks patients rinsed
three times daily with 0.12% chlorhexidine
gluconate.
Follow up was performedat 1
week,this procedure was performed in upper
left, Upper Right and anterior buccal maxillary
area in three separated sessions with two months
healing time for each. Healing was uneventful
for all three grafts surgical complication such as
bleeding or necrosis or patient discomfort was
not reported. Follow up visits took place every
two months up to 1 year after the surgery.
During each appointment, oral examination
along with photography was performed and the
patients’ response rates were determined using
the 4-point scale:0= no improvement or
aggravation; 1= improvement but with extensive
erythema and/or symptoms; 2 =improvement
but with some erythema and no symptoms; and
3 = healing with neither erythema nor
symptoms. A punch biopsy was done at
approximately 1 year after surgery for
histopathologic investigation.
Pre-Operative Pictures:
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Pre Operative Histologic Evaluation:
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[III[ RESULTS
The study sample consisted of 12 females and 6
males with a mean age of 47.4 ±10.8 years
(range 30–70 years). The buccal mucosa was the
most common site for OLP.
The grafts were transplanted to the buccal
mucosa in 11 subjects and to gingival mucosa in
5 subjects and labial mucosa in 2 subjects.
Based on the outcome 14 subjects showed
healing score 3 and 4 subjects showed healing
score 2 at the last follow-up visit. All of the
subjects demonstrated score 2 of healing were
women. All transplants in 6 men showed
acceptable results. Final punch biopsy in 15
speciments were free of OLP, but 3 final punch
biopsy
demonstrated
a
histopathologic
appearance of OLP.
Preoperative histologic evaluation showed
hyperortho- or parakeratosis, presence of a
marked stratum granulosum, liquefaction
degeneration of the basal epithelial layer, and a
bandlikejuxtaepithelial infiltrate dominated by
lymphocytes. These findings were not
noticeable on histologic evaluation post
operatively.A significant amount of fibrous
tissue is noticeable on postoperative histologic
evaluation, which is a common finding of free
soft tissue autografts.
Post Operative Pictures:
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Post Operative Histologic Evaluation:
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[IV] DISCUSSION:
Oral lichen planus (OLP) isan inflammatory
disease of stratified squamous epithelium with
an indefinite etiopathogenesis. Expansion of
OLP is at the interface between the epithelium
and corium in specific susceptible areas. The
exogenous or endogenous agents that stimulate
basal cells to express given antigenic
determinants on their surface remain unknown.
CD4+ and CD8+ lymphocytes are unsuccessful
to identify basal cells as normal cells and
generate a cytotoxic reaction against them,
creating necrotic phenomena.(15). Relief of the
symptoms and minimization of the functional
impact of the disease are the principle goals in
the treatment of OLP. Non-specific treatment is
often effective for cases of OLP because its
source is unclear. Hence, treatment is
individualized for each patient. (16) Use of
immunosuppressive
drugs,
especially
corticosteroids is the chief and most common
treatment approach for OLP. Furthermore, other
agents have also been employed in the
management of this disease. However, all these
medicaments have exhibited undesirable side
effects, were ineffective or had impermanent
effects. (17) Treatment of some affected patients
with OLP can be challenging. Since the etiology
is still unknown, symptoms have to be managed
by different remedies. A broad range of such
remedies have been recommended and
examined. (11)
For isolated plaques or non-healingerosions,
surgical excision has been suggestedsince it
provides excellent tissue specimens for
histopathologic confirmation of diagnosis and
may cure localized disease, whichhas
thepotential for malignant transformation.(17).
In studies published from 1924 to 2007,
estimates of the malignant transformation of
OLP ranged from 0-12.5%(18). Even though the
fact that reticular OLP is asymptomatic, there is
always a chance that it may transform to
atrophic or erosive subtypes; hence the
resolution of all types of this lesion can be
regarded as success. (17) In this study the results
of mucosal transplantation are presented. One
case of a similar method, transplantation of
healthy gingiva to a gingival lichen planus site,
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has previously been published, describing a
successful result after an observation time of 3.5
years. (20) The other case of autologous tissue
grafting was executed in 1992 by Tamizi, et al
who successfully managed gingival lichen
planus by using a gingival graft (21). In the
present study, histological evaluation was
undertaken. In this sequence of transplantation,
the autogenous graft material was obtained from
the healthy mucosa in hard palate. This healthy
site is far less a target for OLP reactions. Of note
is that the new basal epithelial cells that were
present in OLP lesions do not have any
antigenic properties in the graft (22).
Additionally, there may likely be a guiding
function of the connective tissue of the donor
tissue in the differentiation procedure of the
epithelium resulting in a healthy looking mucosa
after transplantation. (11) This takes advantage
of the principle of “dermal specificity” first
suggested by Karring. (12) The surgical
technique is rather uncomplicated. However,
gentle handling of the tissues and short extraoral
time of the graft would seem beneficial in this
technique. Postoperative pain, swelling, and
bleeding are the most common complications
following soft tissue grafting procedures
(23)Bleeding can be immediate or delayed but
can be managed easily. (24)
[V] CONCLUSION
In conclusion, free soft tissue autografts can be
beneficial in the management of OLP. It may be
considered as an alternative in the treatment of
resistant or recurrent symptomatic oral lichen
planus lesions. In addition, since no adverse
effects were found during the entire study
period, it seems that free soft tissue
autograftsmay be less traumatic to patients for
treatment of this precancerous condition.
Nevertheless, further investigation with a larger
sample size and prolonged follow-up period is
proposed in order to confirm the efficacy of free
soft tissue autografts in the treatment of OLP.
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