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Dear Editor,
Hair transplant in scarring alopecia is challenging 
because of degenerative changes and reduced vascularity 
of scarred tissues. In addition, when scarring affects the 
safe donor area of the scalp, there is a lack of adequate 
number of grafts for appropriate coverage.

Surgical treatment of stable cicatricial alopecia includes 
hair transplantation primary excision of affected area, flap 
surgery, or scar reduction with tissue expansion.[1,2] In 
primary cicatricial alopecia due to inflammatory process 
such as lichen planopilaris, it needs to be ensured that the 
disease process has burned out before the transplant is 
attempted. It is generally recommended to wait at least 1 
year till there are no signs of disease activity.[3] The choice 
of treatment method depends on the type of cicatricial 
alopecia as well as additional interdependent factors such 
as the availability of donor hair, scalp laxity, the patient’s 
healing characteristics, vascular supply, and the location 
of the subsequent scar.[1,3]

Our patient was a 24-year-old male having inactive 
end-stage lichen planopilaris. The diagnosis of lichen 
planopilaris was made on the basis of lesion morphology 
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and confirmed on histopathological examination 
[Figures 1 and 2]. The atrophic irregular patches of 
lichen planopilaris measuring from 2 mm to 5 cm 
in diameter were scattered discretely in the frontal, 
temporal, parietal, vertex, and occipital areas in the 
scalp, with intervening noninvolved scalp showing 
normal hair growth. The patient was off medication 
for the past 2 years with no change in the existing 
patches or appearance of fresh patches indicating lack 
of disease activity. Initially, a test patch of 50 grafts 
was harvested from the unaffected normal scalp in 
the occipital donor area zone using the follicular unit 
extraction (FUE) method and implanted into a patch of 
lichen planopilaris in the frontoparietal area [Figures 3 
and 4]. One percent lignocaine without adrenaline was 
used for anesthesia in donor and recipient areas, normal 
saline without adrenaline were used for tumescence 
and motorized sharp punches of size 1 mm diameter 
were used. Stick-and-place method was utilized for 
graft implantation. Slits were made with a 18 Gauge 

Figure 1: Case of lichen planopilaris showing multiple irregular 
well-defined atrophic patches of scarring alopecia involving 
the frontal, temporal, parietal, vertex as well as occipital areas

Figure 2: Biopsy showing sparse perivascular lymphocytic 
infiltrate with complete absence of hair follicles. The sites 
of former hair follicles are marked by the presence of linear 
zones of fibroplasia or arrector pilorum muscle. The papillary 
dermis shows delicate fibroplasia and melanophages. The 
epidermis shows numerous flattening of rete ridges. The 
upper dermis shows numerous melanophages, some of which 
extend along fibrous tracts. Findings were consistent with 
cicatricial alopecia due to follicular lichen planus 
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Figure 6: Harvesting of follicles from the beard area 
(submandibular region)

needle at a 45° angle. Before insertion of grafts, oozing 
of blood was visualized in order to ensure vascularity in 
the scarred tissue. Grafts were placed at 18 cm2 density. 
Most of the harvested grafts were follicular units having 
multiple follicles. In the first sitting, only test patch was 
done. One mL of platelet rich plasma (PRP) was injected 
intradermally into the recipient area test patch just prior 
to graft implantation.

The PRP was made with using a two-step centrifugation 
process on benchtop centrifuge Remi model R4 at room 
temperature. The anticoagulant used was acid citrate 
A anticoagulant (ACD-A). 8.5 mL of whole blood 
was mixed with 1.5 mL of ACD-A anticoagulant to 
make 10 mL of anticoagulated whole blood per sterile 
centrifuge tube. Two-step centrifugation with a 15 
min duration of each step, first at 200 g and second at 
310 g forces were used for making PRP. A total of 5 
mL of PRP from 50 mL of whole blood was made by 

this method. After the procedure, 80% of transplanted 
follicles showed optimum regrowth in the test patch 
[Figure 5].

After 10 months of the successful transplant result in the 
test patch, the remaining patches of scarring alopecia 
were covered by FUE hair grafts from the beard area 
and unaffected donor area on the scalp in a single 
session. At the time of the second transplantation, 5 mL 
of PRP was injected in all recipient patches.

A total number of 850 grafts were harvested for a 
second session, out of which 500 were harvested 
from occipital, parietal, and temporal areas and 
remaining 350 grafts were harvested from the beard 
[Figures 6 and 7]. Methodology, punch size, and 

Figure 3: follicles harvested from unaffected occipital area 
of scalp

Figure 4: Test patch with 50 follicles harvested from scalp

Figure 5: Test patch showing hair growth of the harvested 
follicles after 3 months
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Figure 7: Beard area after FUE

Figures 10: Hair regrowth in scarred patches 10 months after 
second post 2nd session of transplant. The grafts from beard 
as well as scalp areas showing viable growth in scarred tissue 
providing reasonable coverage in cicatricial areas

Figure 8: Month after second session scarring alopecia patches 
circled in black have follicles harvested from the scalp, while 
white circles showing follicles harvested from the beard area

Figures 9: Hair regrowth in scarred patches 10 months after 
second session of transplant. The grafts from the beard as 
well as scalp areas showing viable growth in scarred tissue 
providing reasonable coverage in cicatricial areas

anesthesia remained the same as used during test 
patch 10 months earlier. Follicular units having more 
than two hair follicles per graft were selected from 
the scalp, while the beard hair grafts had mostly 
single hair follicles. A total of 900 hair follicular units 
equaling approximately 1,800 hairs at a density of 18 
FU/cm2 were transplanted, inclusive of two sessions. 
After transplant, minoxidil 5% application, twice daily, 

was advised. Ten months after procedure, 80% of the 
transplanted grafts from the scalp as well as from the 
beard area survived and showed optimal growth, 
providing a reasonable cover in the alopecia patches 
[Figures 8-11]. Compared to the scalp hair follicles, 
the transplanted follicles from the beard area showed 
faster hair growth. 

FUE method was preferred in this case for harvesting 



Correspondence

Journal of Cutaneous and Aesthetic Surgery - Jan-Mar 2016, Volume 9, Issue 154

because of the involvement of the cicatricial patches 
in the safe donor area on the scalp, as linear incision in 
such scarred donor area would have been problematic.[4] 
In addition, due to extensive involvement in frontal, 
temporal, vertex, and parietal areas, there was a lack of 
adequate donor grafts from the scalp and hence, after 
harvesting from a safe donor area, additional required 
grafts were harvested from the beard area using the 
FUE method. FUE method gives the added advantage 
of using body hair for transplant when donor area in the 
scalp is inadequate.[5]

Cicatricial alopecia patches are poor graft recipients 
because of reduced blood perfusion. The percentage of 
grafted follicles that survive depends in great measure 
on the blood supply of the vascular bed.[6] PRP is a rich 
source of anagen-maintaining factors, such as insulin-like 
growth factor 1 (IGF-1), basic fibroblast growth factor 
(bFGF), and vascular endothelial growth factor (VEGF). 
Injection of PRP has been demonstrated to improve 
cutaneous ischemic conditions and to increase vascular 
structures around hair follicles.[7] During a study using 
PRP during hair transplant in 20 male hair pattern 
baldness patients, Uebel et al. found a considerably 
significant effect of platelet growth factors on the yield 
of follicular units over non PRP used conventional hair 
transplants.[8] 

One of the precautions to be taken into account when 
performing a hair transplant on scarred tissue is that 
the density in units/cm2 must be less than on an area 
of normal scalp transplant (30-40 units/cm2), because 
of the risk of follicles competing for the reduced blood 
flow through the scar tissue.[9] In this patient, lower than 
normal hair density of 18 units/cm2 was utilized for 
transplanting hairs in the scarred patches.

About 80% of the transplanted follicles, harvested 
from both from the donor area in the scalp as well 
as the beard (body hair) displayed optimal survival 
and growth 10 months after procedure, providing a 
reasonable cover in the patches of cicatricial alopecia. 
Compared to the scalp hair follicles, the transplanted 
follicles from the beard area showed faster hair 
growth, consistent with shorter hair cycles in the beard 
area. Incidentally, it was observed that the quality of 
scarred tissue improved after transplant, as in the skin 
atrophy appeared to have reduced in the cicatricial 
patches. This can be possibly explained by the action 
of the PRP and additionally, the transplanted hair 
themselves cause neovascularization and dermal 
reorganization.[10]

Body hair from the beard areas can be used alone or 
in combination with donor hair from the scalp if there 
is widespread distribution of the cicatricial patches in 
the scalp producing a lack of adequate donor hair. The 
beard hair grafts have similar yields to grafts from the 
scalp and compare favorably with scalp hair in growth 
characteristics and can be considered a viable alternative 
for scalp hair in hair transplant procedures with paucity 
of donor grafts.

It is not possible to conclude by a single case report the 
efficacy of the PRP. The PRP with its action of tissue 
regeneration and remodeling with angiogenesis has 
the potential to revitalize the scarred tissue, improve 
its vascularity to make it more receptible for transplant 
and help increase the donor yield. Such PRP can serve 
as adjuvant to hair transplant in compromised recipient 
areas as seen in scarring alopecias and more studies 
should be undertaken to further explore its utility in 
combining it with hair transplant in cases of cicatricial 
alopecia.
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Figures 11: Hair regrowth in scarred patches 10 months after 
second post 2nd session of transplant. The grafts from beard 
as well as scalp areas showing viable growth in scarred tissue 
providing reasonable coverage in cicatricial areas



Correspondence

Journal of Cutaneous and Aesthetic Surgery - Jan-Mar 2016, Volume 9, Issue 1 55

This is an open access article distributed under the terms of the 
Creative Commons Attribution-NonCommercial-ShareAlike 3.0 
License, which allows others to remix, tweak, and build upon the 
work non-commercially, as long as the author is credited and the 
new creations are licensed under the identical terms.

Access this article online

Quick Response Code:
Website:  
www.jcasonline.com

DOI:  
10.4103/0974-2077.178562

How to cite this article: Saxena K, Saxena DK, Savant SS. Successful 
hair transplant outcome in cicatricial lichen planus of the scalp by 
combining scalp and beard hair along with platelet rich plasma. J Cutan 
Aesthet Surg 2016;9:51-5.

Address for correspondence: Dr. Kuldeep Saxena, Dr. Sandeep S Savant, 
Cosmazone, 413, Neo Corporate Plaza, Ramchandra lane extension, 

Malad west, Mumbai 400064, Maharashtra, India. 
E-mail: cosmazone1@gmail.com

REFERENCES

1.	 Kutlubay Z, Murat K, Engin B. Hair transplantation in the cicatricial 
alopecias. Hair Ther Transplant 2013;3:109.

2.	 Harries MJ, Sinclair RD, Macdonald-Hull S, Whiting DA, Griffiths CE, 
Paus R. Management of primary cicatricial alopecias: Options for 
treatment. Br J Dermatol 2008;159:1-22.

3.	 Unger W, Unger R, Wesley C. The surgical treatment of cicatricial 
alopecia. Dermatol Ther 2008;21:295-311.

4.	 Rassman WR, Harris J, Bernstein RM. Follicular unit extraction. In: Haber 
RS, Stough DB, editors. Hair Transplantation. Elsevier Saunders 2006. 
p. 133-7.

5.	 Saxena K. Body hair FUE. In: Saxena K, Saxena D, editors. FUE Hair 
Restoration Major Procedures Minor Incisions. India: Cosmazone Pvt 
Limited; 2012. p. 169-73. 

6.	 Unger WP, Shapiro R. Hair Transplantation. New York, NY: Marcel Dekker 
Inc; 2004.

7.	 Li ZJ, Choi HI, Choi DK, Sohn KC, Im M, Seo YJ, et al. Autologous 
platelet-rich plasma: A potential therapeutic tool for promoting hair 
growth. Dermatol Surg 2012;38:1040-6.

8.	  Uebel CO, da Silva JB, Cantarelli D, Martins P. The role of platelet plasma 
growth factors in male pattern baldness surgery. Plast Reconstr Surg 
2006;118:1458-67.

9.	 Meyer-Gonzalez T, Bisanga C. Body-hair transplant for cicatricial 
alopecia. Actas Dermo-Sifiliográficas (English Edition) 2012;103:163-5.

10.	 Jiménez F, Garde C, Poblet E, Jimeno B, Ortiz J, Martínez ML, et al. A 
pilot clinical study of hair grafting in chronic leg ulcers. Wound Repair 
Regen 2012;20:806-14.

Author Institution Mapping (AIM)

Please note that not all the institutions may get mapped due to non-availability of the requisite information in the Google Map. For AIM of other 
issues, please check the Archives/Back Issues page on the journal’s website.

Administrator
Rectangle


