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Background. The purpose of this paper is to describe two cases of desquamative gingivitis (DG) that were treated
with a topic gel containing clobetasol propionate and Calendula officinalis L in an acetate tray over two years.

Methods. Two patients with a diagnosis of lichen planus presenting as DG who had undergone previous treatments
for this condition with no significant results, were treated by a handling gel containing clobetasol, nystatin, Calendula

oficcinalis L and pectin in custom trays.

Results. Both patients had remission of symptoms while using the trays and after they stopped the treatment, the
symptomatic outbreaks were delayed and presented as less severe symptoms in the two years follow-up. The treatment
is aimed primarily at reducing the length and severity of symptomatic outbreaks desquamative gingivitis

Conclusion. This handling gel using a tray may be an efficacious treatment of desquamative gingivitis.

INTRODUCTION

The oral lichen planus (OLP) is a chronic inflam-
matory mucocutaneous disease with uncertain etiology
and auto-immune pathogenia'-®. The lesions are usually
multiple and almost always have a bilateral symmetrical
distribution, characterized by relapses and remissions
periods?>.

OLP affects approximately 1% to 4% of the popula-
tion, with a peak incidence in the 30-60 years age>’ and
women are more commonly affected than man?.

Most patients are usually asymptomatic, however
burning sensation and pain interference with speaking
and eating are common symptoms in the atrophic and
erosive forms’. Spontaneous remission is rare and many
lesions require treatment*. The most widely used agent in
treatment are corticosteroids, which can be used topically,
intralesionally or systemically*’.

Erythematous or ulcerated lesions that affect the en-
tire width of the attached gingiva cause a condition called
desquamative gingivitis (DG)? .

This article describes two cases of DG that were
treated with handling gel containing clobetasol propion-
ate, Calendula officinalis L, pectin and nystatin used in
bleaching - like custom-fitted ethylene vinyl acetate tray.
More than one-year follow up showed periodic recurrence,
however with longer disease-free periods and less severe
symptoms.

Case 1

A 40-year-old healthy white male was referred to the
Stomatology Diagnosis Service at Pontificia Universidade
Catolica do Parana with a chief complain of pain and
associated soreness of the gingiva for about three years,
with periods of exarcerbation and quiescence. Intraoral
examination revealed erythemathous and diffuse desqua-
mative lesions of the gingiva, which were generalized for
all maxillar region, bilaterally (Fig. 1a,1b). The associated
teeth had no mobility and no bleeding on probing, but
a variable amount of dental biofilm was observed.

Based on the clinical features a diagnosis of atrophic-
erosive OLP was made. Incisional biopsy was performed
and histopathological examination confirmed the diag-
nosis.

A prescription of a handling gel containing

0.05% clobetasol propionate, 3% Calendula officinalis
L extract, 100.000 IU/ml of nystatin and 5% pectin was
done. A custom-fitted tray was made with a 1.5 mm thick
ethylene vinyl acetate sheet, which covered the upper and
lower dental arch. The patient was instructed to fill the
tray with the gel and keep it in place for 15 min, three
times a day. He should refrain from eating and drinking
for at least 30 min after application.

Following completion of 2-weeks treatment, substan-
tial improvement was observed in the gingival lesions (Fig.
1c,1d). The patient reported reduction of pain.
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Fig. 1. Clinical aspect of the lichen planus on the upper gum, pre (a, b) and post (c, d) topic gel treatment,
one month and half later.

At this time he was referred to the Periodontology
Clinic to remove plaque and calculus deposits and to re-
ceive good oral hygiene instructions. He was seen weekly
till the remission of the gingival lesions, what occurred
one month later. Then the patient was instructed to stop
using the tray and was scheduled to return at 3 months,
but he failed and returned only approximately 7 months
later with lesions and symptoms similar to the initial
presentation. In this time the therapy was restarted for 4
weeks and 9 months after this period the patient remains
symptom free. The patient has been under continuous
care (more than 2 years) since the initial presentation.

Case 2

A 44-year-old healthy white female was referred by her
private periodontist to the same Service for evaluation
of persistent pain associated soreness of her gums for
four years. She was also complaining of gingival burning
during her oral hygiene. Intraoral examination revealed
severe, extensive and erythemathous desquamative lesions
of the gingiva, which were generalized for all maxillar and
mandibular teeth, bilaterally (Fig. 2a). Periodontitis was
not verified on clinical probing. The patient had good
oral hygiene.

Incisional biopsy was carried out and histopathologi-
cal examination confirmed the diagnosis of atrophic-ero-
sive OLP. The treatment prescribed for the patient was
the same described in case 1. She was seen weekly till
the remission of the gingival lesions, what occurred one
month and half later. During this period a good healing
of gingival lesions was noted with reduction in erythema
in some regions and complete resolution of pain (Fig. 2b).
She was oriented to stop using the trays and scheduled
for a return at 3 months, remaining asymptomatic thor-
oughout this period.

An outbreak emerged one month after follow-up visit
and the therapy was restarted for one month. Two years
follow-up shows periodics recurrence, each 4-6 months,
with less severe symptoms. The patient reported that
acute exacerbations were linked to periods of psychologi-
cal stress and anxiety. She continues to be on therapy,
when clinical symptoms reappear.

DISCUSSION

The gingiva is a target of autoimmune diseases and
about 10% of patients with OLP have the disease confined
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Fig. 2. Clinical aspect of the lichen planus on the upper and lower gums, pre (a) and post (b) topical gel treatment,
one month and half later.

to the gingiva, clinically named desquamative gengivitis
(DG)% DG can present as reticular, erosive or atrophic
subtypes'® however, the clinical appearance of DG is not
pathognomonic and may represent the gingival manifesta-
tion of many others autoimmune diseases'®. Exacerbations
of DG have been associated to periods of psychological
stress, anxiety and mechanical trauma.* Chronic low-grade
irritation from dental biofilm, calculus, may also cause
exacerbation of DG'!. The presence of gingivitis and peri-
odontitis can complicate the symptoms of DG*.

Certain local factors including plaque and calculus
deposits are associated with a significantly higher inci-
dence of erythemathous and erosive lesions, whereas
good oral hygiene is essential and can enhance healing®!.
However, the periodontal treatment fails to completely
resolve the lesions®, maybe due to the immune nature of
lichen planus. On the other hand, other authors', sug-
gested in global terms that periodontal status in lichen
planus is no worse than that observed among healthy con-
trols, therefore, periodontal attachment loss was found
to be very similar in lichen planus patients both with and
without gingival involvement. They failed to demonstrate
that lichen planus patients have increase long -term risk
of periodontal disease.

There is a large amount of available treatments due
to recurrence, high prevalency and risk for malignant
transformation of oral lichen planus*. Anti-inflammatory
agents mainly topical corticosteroids are the most widely
used in the treatment of OLP!?. Other therapeutic agents
that have been investigated are acitretin, retinoids, imuno-
suppressants such as cyclosporin, azathioprine, mycophe-
nolate mofetil, tacrolimus and pimecrolimus, thalidomide,
interferon alpha, levamisole and phototherapy'.

Corticoesteroids suppress cell mediated immune activ-
ity>-*12, but therapeutic responsiveness may differ between
patients'>'3. This aside, they can be effectively applied to
the lesions with minimal potential for systemic damage.

Previous reports have already shown the effectiveness
of clobetasol propionate in the management of OLP".
It is the most potent of all topical steroids, exerts antiin-

flammatory, immunosuppressive and antimitotic effects
influencing the growth, differentiation and function of
various cells and inhibiting cytokines!*. Clobetasol inhib-
its the production of phospholipase A, and subproducts
as lipooxygenase and ciclooxygenase', this would explain
its greater effectiveness.

The application of corticoesteroids by means of a tray
in the treatment of severe atrrophic-erosive gingival le-
sions has already been reported as an efficacious thera-
py"®. The use of trays allows good control over the contact
time between the medication and the lesion. Besides, with-
out their use the clinician cannot be sure that the patient
will place the medication on all the gingival lesions or that
the desired contact time will be maintained.

The pharmaceutic form (gel basis) and the time of
adherence enable it to be easily spread over gingival tis-
sues. Furthermore, the topical use may enhance the local
drug absorption, improve the anti-inflammatory action
of clobetasol and Calendula, not leading to undesirable
side-effects. Continuing improvements in topical corticoid
formulations aimed at maximizing penetration of the epi-
thelium, will foreseably improve efficacy. However, there
are no definitive data to prove that topical antiinflam-
matory agents in gel bases are more effective than other
preparations.

Calendula officinalis L is a medicinal plant that has
bactericide, antiseptic and anti-inflammatory properties'.
The plant parts used for pharmaceutical and cosmetic
purposes are the dried flower heads or the dried ligulate
flowers. The ligulate flowers contain triterpene saponins,
triterpene alcohols and their fatty acid esters, carotenoids,
flavonoids, coumarins, essential oil and hydrocarbons
and fatty acids'e. The herb and pharmaceutical prepara-
tions derived from it have been positively reviewed for
the promotion of wound healing and as a topical anti-
inflammatory'®. Evidence demonstrates that Calendula
used in a variety of concentrations might be effective in
shortening the duration of wound healing!"!® .

The anti-inflammatory properties of Calendula flowers
have been attributed to the triterpenoid fatty acid esters.
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Of these, the lauryl, myristoyl and palmitoyl esters of fa-
radiol are the most abundant'®.

After a review of the literature, no reports on the as-
sociation of Calendula and clobetasol in the treatment of
LP were found. A case of recurrent exfoliative cheilitis
successfully treated with topical Calendula officinalis L
ointment 10% were reported.

Nystatin was added to the gel basis in order to prevent
oral candidosis, one of the most frequent side effects in
long term use of corticosteroid therapy?; the occlusive
nature of the tray method could induce oral candidiasis.
Pectin is used as gelling and thickening agent to bind cells
together and regulate water. It is also used in wound heal-
ing preparations and specialty medical adhesives. It helps
to maintain the drug in contact with the gingival mucosa.

Patients with desquamative gengivitis should be moni-
tored throughout life, in view of the chronic nature of this
disorder, with frequent reactivations. Control of symp-
toms, burning sensation to severe pain and functional in-
capacity in DG is particularly important. The application
of this handling gel by means of a tray may be an effica-
cious treatment of desquamative gingivitis.

In summary, additional studies should be performed
to elucidate the pharmacological action of Calendula of-
ficinalis L in the management of the desquamative gingi-
vitis, as clobetasol has proven its effectiveness in several
studies*’. A study showing the results of a larger group
of patients will be provided in future.

CONCLUSION

The results presented allow the authors to consider the
association between clobetasol and Calendula officinalis L
as a potential therapy in cases of desquamative gengivitis.
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