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Desquamative gingivitis (DG) is characterized by erythematous gingiva, desquamation and
erosion of gingival epithelium, and blister formation. This term alone is not a diagnosis
rather is a specific clinical symptom. This article reports ongoing case of “Mucous Membrane
Pemphigoid” presenting as desquamative gingivitis.
A female patient reported with the chief complain of wounds and burning sensation on
gums since 4 months. Clinical findings along with tissue specimen sent for histopathological
examination and direct immunofluorescence provided the final diagnosis of Mucous Membrane
Pemphigoid. Subsequently, the management was done with regular follow ups.
Desquamative gingivitis can be the clinical symptom of some dermatitis and mucocutaneous
diseases therefore, underlying primary cause should be evaluated meticulously and should be
treated accordingly.
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INTRODUCTION

which cleave BMZ, usually at the level of the lamina lucida;

Desquamative gingivitis (DG) is a descriptive term
that indicates the presence of diffuse desquamation,
erythema, erosion, and blistering of the attached and
marginal gingiva.1It was first recognized and reported in
18942,and the term chronic desquamative gingivitis was

thus, sub epithelial split occurs. In most cases, immune
responses are directed against Bullous Pemphigoid(BP)
antigen 2; less often, against BP1, epiligrin (laminin 5),
and β4 integrins.4Scarring and associated loss of function
are majorsequelae.7

coined by Prinz in 1932.3 Approximately 50% of DG

In the present case report, we present the diagnosis

cases are localized to gingiva, although patients can have

and management of patient with MMP with chronic

4

involvement of other intraoral and extraoral sites. It
encompasses a broad clinical spectrum of mucocutaneous
disorders ranging fromimmune-mediated vesicobullous

generalized mild periodontitis.

CASE REPORT

diseases (VBDs) to various allergic reactions.5Lichen

The patient, a 52 years old female, presented to

planus and Mucous membrane pemphigoid (MMP)

Department of Periodontics, Kantipur Dental College and

account for 84% of theDG cases.6

Hospital complaining of blisters in her upper gum region;

Mucous membrane pemphigoidis a group of putative
autoimmune,

chronic

blisteringdiseases

inflammatory,

predominantly

sub-epithelial

affecting

mucous

membranes; characterized by linear deposition of IgG,
IgA, or C3 along the epithelial basement membrane
zone (BMZ).7 The clinical manifestations (blistering/
desquamation) are due to abnormal production, for
unknown reasons, of autoantibodies directed against
various components of BMZ (hemidesmosomes); followed
by complement activation and leukocyte recruitment

developed 4 months before and associated with burning
sensation and pain.No history of burning micturition or
pain on coitus. She had attended nearby clinicsfor the same
problem where she was prescribed with 0.1% chlorhexidine
gel, antibiotics, vitamin C and 1% clotrimazole gel which
could not relieve the symptoms.

Her medical history

revealed that she was under medication for pshycotic
disordersince 5 years (Risperidone 1 mg) and Hypertension
since 7 years (Losartan 50mg). Menstrual history revealed
of menopause 2 years back.
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Figure 1: Baseline presentation with blister, desquamation and ulcerations

Figure 2: Healing after 2 weeks
On base line examination, there werenot any significant
extraoral findings with no evidence of ocular involvement
and no lesions elsewhere in the body. Intra- oral
examination revealed generalized gingival erythema with
blister (1*1 mm2) on interdental papilla with respect to
(w.r.t) 11 and 21, multiple small ulcers on attached gingiva
w.r.t 24, 25, 26 and areas of desquamation on buccal

25 and sent for histopathological examination anddirect
immunofluorescence (michel’s solution). Patient was
prescribed with 0.1% triamcinolone acetonide gel (topical
corticosteroid) three times a day (TDS)and benzydamine
mouthwash (NSAID)twice a day (BD)and recalled after 2
weeks for evaluation.

and biopsy was performed on perilesional tissue w.r.t 24,

After 2 weeks, healing of the biopsy site was uneventful
with regression of gingival lesions (Figure 2) and mild pain
relief (VAS score 2/10). Disease control phase was achieved.
Histopathologic examination revealed parakeratinized
stratified epithelium with separation from basement
membrane suggestive of sub-epithelial splitting and
increased number of neutrophils and few lymphocytes and
plasma cells were appreciated sub epithelially (Figure 3).
And on direct immunofluorescence, IgG and C3 were
shown strong positive and IgA moderate positive at
dermo-epidermal junction. (Figure 4) The final diagnosis

Figure 3: Histopathological section showing
parakeratinized epithelium with sub- epithelial split and
connecting tissue with increased inflammatory cells

Figure 4: Immunofluorescence examination showing
IgG and C3 strong positive and IgA moderate positive
at dermo-epidermal junction.

attached gingiva w.r.t 17, 16, 15, 24, 25, 26, 37, 36, 35, 34
and on lingual attached gingiva w.r.t. 35 and 36(Figure 1).
Areas were tender on palpation. Nikolsky and AsboeHansen signs were positive. Because of the sensitivity of
gingiva (VAS score 5/10), the periodontal examination was
not completed. Provisional diagnosis of pemphigus vulgaris
was made with differential diagnosis of mucous membrane
pemphigoid, bullous pemphigoid and bullous lichen
planus. Patient was advised for routine blood investigations
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Figure 5: One and half month follow up with approximately 90% of healing

Figure 6: Four and half month follow up with complete healing
of MMP was given. Complete periodontal examination
revealed chronic generalized mild periodontitis. After
dermatological, ophthalmic and psychiatric consultation,
non-surgical periodontal therapy was performed, proper
brushing and flossing techniques were demonstrated and
soft bristle toothbrush was advised. The medication was
changed to Deflazacort (systemic corticosteroid) 36 mg
once a day(OD) for 10 days tapered as 30 mg followed
by 24 mg each OD for 10 days; along with Chlorhexidine
mouthwash 0.2% 10ml BD for 7 days.

The medication was continued and the patient was kept
on regular follow up visits. Over the due course of 4
and half months, gingiva showed complete healing and
periodontal parameters were consistent with periodontal
health (Figure 6).

DISCUSSION
McCarthy (1960) suggested that DG is not a specific
disease entity instead isa gingival response associated
with variety of conditions; Lichen planus, cicatricial

On 1 and half month follow up, 90% of the oral lesions
showed healing of the desquamative areas (Figure 5).
No new lesions were seen. End of consolidation phase
was achieved. But she developed swelling of face. It was
identified as the side effect of systemic corticosteroid.
The medication was then changed to Prednisolone gargle
(10mg tablet in ½ glass of water) 10 minutes BD for 2
weeks and 0.1% triamcinolone acetonide gel (topical
corticosteroid) TDS.

pemphigoid, other mucocutaneous autoimmune conditions
(e.g., bullous pemphigoid, pemphigus vulgaris, linear
immunoglobulin A disease, dermatitis herpetiformis, lupus
erythematosus, chronic ulcerative stomatitis). Without a
systematic diagnostic approach, the cause of DG cannot
be elucidated. Among patients who first see a dentist,
the eyes are affected in approximately 25% whereas,
among patients who first see a dermatologist, 66% have
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conjunctival lesions and in ophthalmic studies, 100% of

severe and persistent disease, require aggressive treatment

patients have ocular involvement.4

with systemic corticosteroids and longer follow ups.11

In our case, the patient first reported to the dentist as oral

After correct diagnosis, there are no strict guidelines for

lesions are first to show and last to go. There were no ocular

the choice of therapy for MMP. However, some guidelines

involvements. Timely diagnosis and management was

have been purposed (Figure 7).12 It is suggested patients

done which minimized the systemic complications. The

with localized oral lesions often responds effectively

medication initially prescribed was topical corticosteroid

to topical treatment.4Triamcinolone acetonide 0.1%,

(group III). Due to unresponsiveness of the patient, the

fluocinonide (0.05%) and clobetasol propionate (0.05%)

medication was changed to systemic corticosteroid which

can be used TDS for up to 6 months for mild to moderate

was later again changed into topical corticosteroid gel with

lesions with no systemic involvement.13 Prednisolone is

the steroid mouth-rinse due to the adverse effects of edema

the drug of choice for systemic corticosteroid therapy by

of face. Our case highlights the important role of dentists

practioners. However, deflazacort is being tried due to its

forearly diagnosis of vesicobullous lesions and timely

lower side effects and better pharmacokinetics and lesser

management such that severe systemic manifestations can

side effects.14 In our case, we also prescribed deflazacort.

be prevented.

But it also showed side effects despite of resolving the

The initial step in diagnosis is the exclusion of differential
diagnosis on the basis of clinical manifestations. MMP
shows a predilection for women (average age 60 years) with
oral, conjunctival, nasal, esophageal, laryngeal or vaginal

lesion. Whenever the administration of corticosteroids is
sought, the practitioner needs to be concerned about the
side effects. Low dose, dose tapering and lag periods are
advisable.

mucosa.8 However, confirmation via histopathological and

Studies show positive correlation between DG and

immunofluorescence studies is essential.9 Site selection for

periodontitis. Indirect mechanism of impaired oral hygiene

gingival biopsies is important to obtain diagnostic samples

and direct mechanism of shared pathogenetic mechanisms/

in patients with DG.Biopsy site should be chosen from an

mediators have been hypothesized.15Therefore, apart from

area of intact epithelium including lesion and/or perilesion

pharmacotherapy, the oral hygiene is utmost important

tissue. A stab-and- roll biopsy has been shown to preserve

in cases of DG. Plaque and its retentive factors should be

epithelium during biopsy procedures in DG casesrather

eliminated and patient should be provided with proper oral

than conventional techniques. Regarding site for biopsy,

hygiene instructions. The compliance and maintenance

there is no significant difference in immunofluorescence

of the patient should be accessed and reinforced in every

detection rate between perilesional and distant sites.10

visit.

Patients with positive immunofluorescence present with

Figure 7: Guidelines for the management of MMP
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CONCLUSION
Early diagnosis of DG holds a great value in minimizing
the severe cases and systemic complications. Therefore,
dentists should be aware of the systemic conditions
predisposing to the gingival manifestations. Underlying
conditions should be ruled out before any diagnosis is
made. In cases of MMP, oral hygiene and periodontal

for the resolution. Patients should be kept on long term
follow ups to track the disease recurrence.
CONFLICT OF INTEREST
This case report has been presented by the first author in
7th PG Convention of Nepalese Society of Periodontology
and Oral Implantology in 8th January 2021.

health holds importance as significant as pharmacotherapy
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