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Psoriasis is a chronic inflammatory disease that may affect the skin and sometimes the 

joints. Owing to some similarities, the psoriasiform mucositis can be misinterpreted as a 

psoriatic lesion or vice-versa. However, some authors do not accept the occurrence of an 

oral psoriatic manifestation without associated skin lesions. The present case report des-

cribes a strictly oral manifestation of psoriasiform mucositis. The patient was a 24-year-old 

woman that complained of a reddish lesion in her palate. As the clinical presentation did 

not favor a provisional diagnosis, the final determination of the lesion occurred only after 

the clinical exam and the hematological and histopathological findings. In the authors' 

opinion, the psoriasiform mucositis depicted in the present report revealed an unusual 

manifestation of an erythematous bilateral lesion. The differential diagnosis of psoriatic 

lesion and psoriasiform mucositis may be challenging and require a careful study of each 

case. (Rev Port Estomatol Med Dent Cir Maxilofac. 2017;58(3):188-191)
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r e s u m o

Apresentação incomum de uma mucosite psoriasiforme na cavidade oral: 
caso clínico

Palavras-chave:

Mucosite oral

Mucosite psoriasiforme

Psoríase

A psoríase é uma doença inflamatória crónica que afeta a pele e pode ter reflexo nas articu-

lações. Devido a algumas semelhanças, a mucosite psoriasiforme pode ser mal interpretada 

como uma lesão psoriática ou vice-versa. No entanto, alguns autores podem não aceitar a 

ocorrência de uma manifestação psoriática oral sem lesões cutâneas. O presente relato de 

caso clínico descreve uma manifestação estritamente oral de uma mucosite psoriasiforme. 



A paciente era uma mulher de 24 anos que se queixava de uma lesão avermelhada em seu 

palato. Como a apresentação clínica não favoreceu um diagnóstico imediato, a determinação 

final da lesão ocorreu somente após a soma do exame clínico e dos achados hematológicos 

e histopatológicos. Na opinião dos autores, a mucosite psoriasiforme, descrita no presente 

relato, revelou uma manifestação incomum de uma lesão eritematosa bilateral. O diagnós-

tico da lesão psoriática e da mucosite psoriasiforme pode ser desafiador, exigindo um estu-

do cuidadoso de cada caso. (Rev Port Estomatol Med Dent Cir Maxilofac. 2017;58(3):189-191)
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Introduction

Psoriasis is a chronic immune-mediated inflammatory dis-
ease associated with a genetic background, that affects the 
skin and sometimes joints. A clinical polymorphism is ex-
pected, tending to be symmetrically distributed on extensor 
surfaces of the extremities. Its etiology is still incompletely 
understood. It affects both genders equally and about 1% to 
3% of the global population.1-3

Oral psoriasis is unusual, and its manifestation without oth-
er anatomic involvement has been questioned.3-6 Although some 
authors accept the existence of oral lesions as a manifestation of 
psoriasis based on their similarity with the skin lesions, others 
claim that the oral and skin lesions need to be found simultane-
ously in order to diagnose a psoriatic occurrence.4,5,7,8 Intraoral 
lesions are rarely reported, and the first-ever clinical findings 
reported had no microscopic confirmation. As a result, the num-
ber of case descriptions and the incidence of intraoral psoriasis 
cannot be accurately determined based on the literature.2,4,6,7

Psoriasiform mucositis presents a variable pattern and 
may be asymptomatic, revealing an erythematous aspect.5-7 

The diagnosis of psoriasiform mucositis is strongly supported 
by microscopic findings, and biopsy is an essential tool.4-6 Its 
microscopy shows hyperkeratosis, club-shaped elongation of 
the rete ridges, thinning of the suprapapillary epithelium, and 
a chronic inflammatory infiltrate consisting, predominantly, 
of lymphocytes or neutrophils, depending on the stage of the 
lesion.6 However, there is no specific microscopic presentation 
for oral psoriasis, and such features could be shared by other 
histologically similar diseases.2,4,6-8

This report describes a case of a strictly oral manifestation 
of a psoriasiform lesion and addresses the diagnosis and treat-
ment regarding its unusual presentation.

Case Report

A 24-year-old woman attended an appointment with an oral 
and maxillofacial surgeon, in March 2015. At the consultation, 
the chief complaint was: “I noticed a red spot on my palate”. The 
patient stated that the lesion had been there for three months.

During anamnesis, the patient denied using prescription 
drugs and having hypersensitivity to drugs or systemic alter-
ations. Clinical examination revealed a flat erythematous le-
sion, with well-defined edges and bilateral symmetry, affecting 

the anterior mucosa of the hard palate (Figure 1). There were 
no other lesions on the skin or other mucosal surfaces.

A computed tomography scan (CT scan) was requested to 
evaluate a potential bone invasion. The exam was performed 
to rule out the possibility of neoplasia (lethal midline granu-
loma) or vasculitis (Wegener’s granulomatosis). The CT scan 
showed no bone lesion (Figure 2).

An incisional biopsy was performed to clarify the diagno-
sis. An ellipsoid specimen (measuring 1.1 x 0.4 cm) of the sus-
picious area and a margin was removed. The tissue was fixed 
in 10% formalin and sent for histopathological analysis.

The histopathological analysis of the specimen revealed a 
stratified squamous epithelium lining the sample. Acanthosis, 
spongiosis and club-shaped dilatation of the interpapillary 
ridges were observed. The papillae showed an inflammatory 
infiltrate composed of lymphocytes. The microscopic features 
favored a psoriasis-like lesion (Figures 3, 4 and 5).

Complementary exams were requested in May 2015, and 
an analysis of biomarkers of inflammation and antinuclear 
factor (ANF) was performed in order to track an active rheu-
matic disease. The results were as follows: erythrocyte sedi-
mentation rate = 43 mm/h (reference range: 0-15 mm/h), quanti-
tative C-reactive protein = 1.3 mg/dl (reference range: 0-6 mg/dl) 
and antinuclear factor = 1:80 (default: fine speckled pattern 

Figure 1. Erythematous flat lesion on the anterior hard 
palate. The edges are clearly well-defined and 
symmetrical.
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without staining in the cytoplasm, the mitotic apparatus and 
the chromosomal metaphase plate).

Treatment with a topical ointment consisting of betameth-
asone valerate (0.05%), gentamicin sulfate (0.1%), tolnaftate 
(1%) and clioquinol (1%), t.i.d. for 30 days, was prescribed. The 
follow-up, after the treatment, showed the remission of the 
lesion (Figure 6).

Discussion and Conclusions

The etiology of psoriasis remains unknown, even though it is 
clear that it has a genetic component.2 The disease affects both 
genders equally.2 Its lesions appear before the second decade of 
life in 50% of the cases and are more frequent in Caucasians.2

As a provisional diagnosis, this case could be diagnosed as 
a psoriatic lesion. However, the clinical and test findings point-
ed in another direction.

Some criteria have been proposed for the diagnosis of oral 
psoriasis, including a) a concurrent manifestation of oral and 

Figure 4. Histopathology revealing acanthosis, 
spongiosis and the presence of cells in the papillary 
dermis. The inflammatory infiltrate was composed of 
lymphocytes (HE, 100x – slide scanned with the 
Pannoramic DESK 3DHISTECH system).

Figure 2. Computed tomography scan (Cone Beam). To 
be noted the absence of bone changes. 

Figure 3. Panoramic microscopy revealing acanthosis, 
club-shaped dilation of interpapillary ridges, and 
papillae containing inflammatory cells (HE, 50x – slide 
scanned with the Pannoramic DESK 3DHISTECH system).

Figure 5. Histopathology revealing lymphocytes (red arrows) 
and delicate blood vessel (blue arrows) (HE, 400x – slide 
scanned with the Pannoramic DESK 3DHISTECH system).

Figure 6. Presentation of a healthy palate mucosa after 
treatment.
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skin lesions, b) a family history of skin psoriasis and c) a clin-
icopathological manifestation consistent with the disease.2,4,7,8 
Suspected lesions may be considered psoriasiform mucositis 
in the absence of the aforementioned diagnostic criteria.4 In 
the present case report, the differential diagnosis between oral 
psoriasis and psoriasiform mucositis took into account the 
characteristics proposed by the pertinent literature. Therefore, 
in the absence of psoriatic oral presentations and skin lesions, 
the diagnose was psoriasiform mucositis.

Psoriasiform mucositis’ lesions show variable manifesta-
tions and may be white or erythematous, with serpiginous or 
annular edges.4,6,8,9  The oral lesions may affect any part of the 
oral mucosa, but the palate and gingiva are unusual sites.4,6-8 

This report presents a flat erythematous lesion on the mucosa 
of the hard palate. According to the literature, psoriasiform 
lesions are uncommon in the palate. This case presents itself 
as very unusual due to the symmetrical and erythematous 
lesion, thus not favoring a prompt clinical diagnosis. In order 
to rule out some diseases, such as vasculitis (Wegener’s gran-
ulomatosis) and neoplasia (lethal midline granuloma), a cone-
beam tomographic exam was performed.

The differential diagnosis between psoriasiform mucositis 
and other diseases, such as psoriasis, Reiter’s syndrome, benign 
migratory glossitis and migratory erythema, may be very challeng-
ing since they can share similar clinical or histological find-
ings.3,4,6-8 However, the examiner can rule out the non-psorias-
iform lesions by assessing the clinical presentation in association 
with the microscopic findings.3,4,6-8 On microscopic examination, 
psoriasiform mucositis presents some features such as acanthosis 
and parakeratosis.4,6,8 Moreover, the epithelium may show exocy-
tosis, and the connective tissue may exhibit leukocyte infiltration 
and vascular congestion in the papillary region.2 The intraepithe-
lial microabscess, known as Munro abscess, is also typically seen 
in psoriasis.2 In this case, a biopsy specimen was obtained for the 
microscopic analysis of the lesion. Munro abscesses were not pres-
ent. However, the histopathology disclosed a psoriasis-like lesion 
by revealing typical features of acanthosis, club-shaped dilation 
of the interpapillary ridges, swollen connective tissue papillae and 
an inflammatory infiltrate composed of lymphocytes.

To establish a careful evaluation of the case, some blood 
tests were ordered in an attempt to rule out psoriatic arthrop-
athy. The antinuclear factor found indicated a very little 
chance of an autoimmune rheumatic disease. According to 
Dellavance et al.,10 the nuclear fine speckled pattern, as found 
in the present case, is predominantly associated with a lack of 
autoimmune disease. In the absence of clinical arthropathy, 
and since the histopathology did not support psoriasis, psori-
atic arthritis was excluded. Also, the positive laboratory find-
ings of erythrocyte sedimentation rate and C-reactive protein 
were not sufficient to support a diagnosis of psoriasis.

There is no standard treatment for psoriasis-like lesions. 
Both steroids and retinoids help to control the disease.4 Richard-
son et al.6 and Tarakji et al.11 described the use of corticosteroids 
successfully, while Reis et al.9 used retinoids with success. Rich-
ardson et al.6 reported that asymptomatic cases do not require 
medication. In this report, the patient was asymptomatic in ev-
ery consultation. However, the patient’s complaint resulted in 
an investigation and treatment. The patient was treated with 
topical ointment consisting of betamethasone valerate (0.05%), 

gentamicin sulfate (0.1%), tolnaftate (1%) and clioquinol (1%), for 
30 days. The result was a remission. After the pharmacological 
treatment, the patient no longer showed signs of the disease.

The clinical case described did not favor a diagnosis after 
the initial clinical examination. A biopsy was performed, and 
the microscopy revealed psoriasiform mucositis. Since there is 
some controversy between psoriasiform mucositis and psoria-
sis, a diligent evaluation of the case was conducted. Clinical, 
hematological and histopathological findings were then cor-
related with the final diagnosis of psoriasiform mucositis. In the 
authors’ opinion, the present case revealed an unusual mani-
festation of an erythematous bilateral lesion on the palate.

Ethical disclosures

Protection of human and animal subjects. The authors de-
clare that no experiments were performed on humans or an-
imals for this study.

Confidentiality of data. The authors declare that no patient 
data appear in this article.

Right to privacy and informed consent. The authors have ob-
tained the written informed consent of the patients or sub-
jects mentioned in the article. The corresponding author is in 
possession of this document.

Conflicts of interest

The authors have no conflicts of interest to declare.

r e f e r e n c e s

1.	Brasileiro Filho G. Bogliolo: Patologia. 8th ed. Rio de Janeiro: 
Guanabara Koogan; 2011.

2.	Migliari DA, Penha SS, Marques MM, Matthews RW. 
Considerations on the diagnosis of oral psoriasis: a case 
report. Med Oral. 2004;9:300-3. 

3.	Sociedade Brasileira de Dermatologia. Consenso Brasileiro de 
Psoríase 2012: guias de avaliação e tratamento. 2nd ed. Rio de 
Janeiro; 2012.

4.	Fatahzadeh M, Schwartz RA. Oral Psoriasis: An Overlooked 
Enigma. Dermatology 2016;232:319-25. 

5.	Ganzetti G, Campanati A, Santarelli A, Pozzi V, Molinelli E, 
Minnetti I, et al. Involvement of the oral cavity in psoriasis: 
results of a clinical study. Br J Dermatol. 2015;172:282-5. 

6.	Richardson LJ, Kratochvil FJ, Zieper MB. Unusual palatal 
presentation of oral psoriasis. J Can Dent Assoc. 2000;66:80-2.

7.	Yesudian PD, Chalmers RJ, Warren RB, Griffiths CE. In search 
of oral psoriasis. Arch Dermatol Res. 2012;304:1-5. 

8.	Khan S, Zaheer S, Gupta ND. Oral psoriasis: A diagnostic 
dilemma. Eur J Gen Dent 2013;2:67-71. 

9.	Reis V, Artico G, Seo J, Bruno I, Hirota SK, Lemos Júnior C, et 
al. Psoriasiform mucositis on the gingival and palatal 
mucosae treated with retinoic-acid mouthwash. Int J 
Dermatol. 2013;52:113-5. 

10.	Dellavance A, Leser PG, Andrade LEC. Importância do padrão de 
fluorescência na interpretação do teste do FAN: o caso do padrão 
pontilhado fino denso. Rev Assoc Med Bras 2007;53:439-45. 

11.	Tarakji B, Umair A, Babaker Z, Eghaiby SNA, Gazal G, Sarraj F. 
Relation Between Psoriasis and Geographic Tongue. J Clin 
Diagn Res 2014;8:6-7.

191rev port estomatol med dent cir maxilofac . 2017;58(3) :188-191

http://www.medicinaoral.com/pubmed/medoralv9_i4_p300.pdf
http://www.medicinaoral.com/pubmed/medoralv9_i4_p300.pdf
http://www.medicinaoral.com/pubmed/medoralv9_i4_p300.pdf
http://doi.org/10.1159/000444850
http://doi.org/10.1159/000444850
http://doi.org/10.1111/bjd.13201
http://doi.org/10.1111/bjd.13201
http://doi.org/10.1111/bjd.13201
http://www.cda-adc.ca/jcda/vol-66/issue-2/80.html
http://www.cda-adc.ca/jcda/vol-66/issue-2/80.html
http://doi.org/10.1007/s00403-011-1175-3
http://doi.org/10.1007/s00403-011-1175-3
http://www.ejgd.org/text.asp?2013/2/1/67/106822
http://www.ejgd.org/text.asp?2013/2/1/67/106822
http://doi.org/10.1111/j.1365-4632.2010.04739.x
http://doi.org/10.1111/j.1365-4632.2010.04739.x
http://doi.org/10.1111/j.1365-4632.2010.04739.x
http://doi.org/10.1111/j.1365-4632.2010.04739.x
http://doi.org/10.1590/S0104-42302007000500021
http://doi.org/10.1590/S0104-42302007000500021
http://doi.org/10.1590/S0104-42302007000500021
http://doi.org/10.7860/JCDR/2014/9101.5171
http://doi.org/10.7860/JCDR/2014/9101.5171
http://doi.org/10.7860/JCDR/2014/9101.5171

