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RESUMEN

Este articulo comenta las dificultades de hacer un diagnéstico
definitivo de psoriasis oral basado en la evidencia clinica e
histolégica. Se presenta un joven varén negro con multiples
lesiones que muestran erosiones, fisurasy escaras amarillentas
en el borde bermellon de ambos labios. También tenia areas
eritematosas-erosivas en laencia, unalenguafisuradaque mos-
trabaéreas grisiceas en su superficie ventral, lesiones blanque-
cinasy lesiones longitudinales en el paladar duro junto lesio-
nes entrelazadas en el paladar blando. Las biopsias del labio
inferior , laenciay € paladar blando mostraron hiperqueratosis,
espongiosis, acantosis, y elongacién de las crestas epiteliaes.
Ademas, se observaron micro-abscesos intraepiteliales de
Munro. Estos resultados son coincidentes con psoriasis oral.
Notenialaslesiones cutdneastipicas ni unahistoriafamiliar de
psoriasis.

Palabras clave: Diagnostico, lesiones orales, lesiones
psoriasiformes orales, psoriasis.

INTRODUCCION

Lapsoriasis es una enfermedad frecuente delapiel, que afecta
ahombresy mujeresigualmente, siendo mas prevalente en los
caucasianos, en un cincuenta por ciento de los casos aparece
antes de la segunda década de lavida (1-4). Laetiologiade la
enfermedad es desconocida pero tiene un fuerte componente
hereditario (4).

Laexistencia de verdaderas |esiones de psoriasis en la mucosa
oral se discute. Los problemas en el diagndstico de psoriasis
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oral se plantean por gque no se puede hacer ninguna distincion
histologica entre la psoriasis oral y otras enfermedades orales
como lalengua geogréfica, la estomatitis geogréfica, y las le-
sionesoralesdel sindromede Reiter (5-7). No hay ningln acuer-
do general ademés, acerca de lo que puede describirse como
unaverdadera lesion de psoriasis oral (1,4,7,8). A pesar de es-
tas dificultades, hay algun acuerdo entre los autores de que la
psoriasis oral, aunque rara, ocurrey el mejor diagnostico es el
curso clinico de las lesiones orales junto con las lesiones de la
piel y apoyado por lahistologia (7—10).

Laliteratura inglesainforma solo de 9 casos de psoriasis que
presentan exclusivamente lesiones orales (2,9,11-15). Noso-
tros informamos de un caso que presentd lesiones orales mul-
tiples que muestran rasgos histologicos de psoriasis pero nin-
guna historiafamiliar o lesiones en piel coexistentes.

CASO CLINICO

Un varén negro 13 afios de edad acudié alaclinicade Medici-
naOral, aladivision dedermatologiadel Hospital Clinico, de
laEscuelade Medicinade laUniversidad de S0 Paulo, para
valorar la escaras que tenia en sus labios durante 4 afios. Un
examen del borde bermellén del abio superior e inferior mos-
traba que estaban eritematosos, fisuradosy con escaras amari-
Ilentas. El inferior estaba ligeramente hinchado (Fig. 1).
Intraoralmente habiaedemay eritemageneralizado enlaencia
marginal e interproximal, y &reas de erosion en la encia. La
higiene ora era pobre. La lengua estaba fisurada y presento
areas grisaceas en la superficie ventral. El paladar duro tenia
una superficie blanquecina asociada con surcos longitudinales
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estrechosy el paladar blando presentaba |esiones blancas que
se disponian como lineas entrecuzadas, con un patrén circinado.
(Fig.2). El examen de la piel revel 6 papulas pequefias en los
muslosy enlazonainferior del tronco. Todaslaslesioneseran
asintomaticas. Su historia médica, socia y familiar no tenian
trascendencia. El paciente no erafumador. El recuento sangui-
neo del paciente era norma y la serologia paralasifilis era
negativa. Se realizaron biopsias del borde bermellén del 1abio
inferior del paladar blando, de la enciay del muslo.

Histol 6gicamente, €l labioy tejidos de mucosa oral mostraron
un model o coincidente con lapsoriasis (Fig.3). Labiopsiadel
muslo mostrd sélo unahiperqueratosis superficia y acantosis
sin ninguin rasgo de psoriasis. Las biopsias del labio, paadar y
encia mostraron hiperplasiadel epitelio y acantosis. Las cres-
tas epiteliales coalesian en las bases con elongacion, edemay
presencia de capilares pequefios dilatados rodeados por un
denso infiltrado inflamatorio. Se observo espongiosis del epi-
telio y algunas areas de acantosis. Existian micro-abcesos de
Munro dentro de un epitelio paraqueratésico y pequefias pls-
tulas espongiformes ocasionales. Ningun granuloma fue ob-
servado. Latincion con acido periddico de Schiff (PAS) para
las hifas era uniformemente negativa.

Se comenzo un programa de mejorade higiene oral. Lostrata
mientosinicialescon un derivado delaVitaminaA y esteroides
tépicos mostraron ineficaciay por consiguiente fueron retira-
dos. Como el paciente no referiasintomatologiadelaslesiones
no se considerd necesaria ninguna medicacion. El paciente se
reviso regularmente durante 3 afios. Durante este periodo €l
aspecto clinico de las lesiones de la mucosa oral permanecie-
ron inalterados. La mejora de la apariencia de las lesiones del
labio se logré con una crema labial hidratante. Las lesiones
cuténeas permaneci eron inalteradasy no hubo ningiin signo de
psoriasis cuténea en este periodo.

DISCUSION

M uchos autores proponen un criterio estricto parael diagnosti-
codepsoriasisoral. El curso clinico delaslesiones orales debe
ser paralelo a delaslesionesen piel (7,9,16). También hasido
considerado de gran importancia, una historia familiar positi-
vay un HLA presente para el diagndstico de psoriasis ora
(2,9,14,15). Los antigenos HLA més frecuentemente asocia
dos con psoriasisson B13, B17, B37, Cw4 y Cwé6 (3,4,14,16).

Fig. 1. Lasfisurasy escaras de ambos|abios; €l labio inferior estaligeramente
hinchado y evertido.
Scales and fissuring of both lips; the lower lip is slightly swollen and everted.

Psoriasis oral /| Oral psoriasis

Fig. 2. Areashlancasy surcoslongitudinales en lamucosadel paladar duro, y
lesiones blanquecinas con patrén circinado en la mucosa del paladar blando.
Shows whitish areas and longitudinal sulci on the hard palate mucosa and
whitish lesions, with a circinate pattern, on the soft palate mucosa.

-"_"“al.

Fig. 3. A: Laslesionesdel paladar presentan hiperplasiadel epitelioy crestas
epiteliales en formade tubo de ensayo. El epitelio estabafoca mente adel gaza-
do en las papilas situadas encima del tgjido conjuntivo (H&E). B: vistaama-
yor aumento de una coleccion de neutréfilos en la zona superior del epitelio
(micro-absceso de Munro) (H&E).

A. Palatal lesionsexhibiting epithelial hyperplasiaand “ test-tube” reteridges.
The epithelium was focally thin over the connective tissue papillae (H&E). B,
Close-up view of collection of neutrophilsinthe upper epithelium (micro-abscess
of Munro) (H&E).
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Latipificacion del HLA en este paciente no fue posible.

Otras enfermedades como lalenguageografica, estomatitisgeo-
gréficay el sindrome de Reiter, histol égicamente similaresala
psoriasis deben excluirse (6,14,16). En este caso el sindrome
de Reiter se excluyo porque el paciente no tenia ningin otro
sintoma de la triada asociada con este sindrome. Las biopsias
orales mostraron un modelo psoriasiforme, pero la apariencia
clinica de las lesiones no era de estomatitis geografica. Tam-
bién seexcluyeron lacandidiasisoral y lasifilis secundariaque
pueden parecerse a la psoriasis. No se encontraron hifas
flngicas. Laslesionesddl labioy lalenguafisuradasemejan el
sindrome de M elkersson-Rosenthal pero no habia confirmacion
histolégica. Laclinicay los resultados de la histologia de este
caso hicieron pensar, en un diagndstico de psoriasisoral . Con-
tra este diagnostico, sin embargo, estaba la ausencia de lesio-
nes en piel, la falta de una historia familiar de psoriasis y la
ausencia de tipificacion de HLA. De los 9 casos que se infor-
man en la literatura que presentan psoriasis oral sin lesiones
cuténeas, solo 2 de ellos (14,15) cumplian cuatro de los cinco
criterios diagnosticos basados en la histopatologia, la historia
familiar, la tipificacion de HLA vy el descartar procesos
histol 6gicamente similares.

CONCLUSION

Nuestro caso demuestralas dificultades de hacer un diagnésti-
co de psoriasis basado exclusivamente en lesiones en mucosa
oral y labio. El examen histolégico de tres zonas orales dife-
rentes mostraron rasgos de psoriasis, ninglno de candidiasis
ni otros aspectos clinicos como el sindrome de Reiter, lengua
geogréficay estomatitis geografica. Nuestra conclusion es que
este es un caso de psoriasis oral sin historiafamiliar identifica-
day lesiones cutaneas solo en €l limite del bermellon de los
labios.

ENGLISH

Considerations on the
diagnosis of oral psoriasis:

A case report

MicLiarl DA, PenHA SS, MArRQuEs MM, MATTHEWS RW.
CONSIDERATIONS ON THE DIAGNOSIS OF ORAL PSORIASIS: A CASE
REPORT. MED ORAL 2004;9:300-3.

ABSTRACT

Thispaper discussesthe difficultiesin making adefinitive diag-
nosis of oral psoriasis based upon clinical and histological
evidence only. A young black male presented with multiple
lesions showing erosions, fissures, and yellowish scales on the
vermilion bordersof both lips. Heal so had erythematous-erosive
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areas on the gingivae, afissured tongue showing greyish areas
on its ventral surface, whitish lesions and longitudinal sulci in
the hard palate with lacelikelesions on the soft pal ate. Biopsies
from the lower lip, gingiva and soft palate showed hyperkera-
tosis, spongiosis, acanthosis, and elongation of rete ridges. In
addition, collections intragpithelial micro-abscesses of Munro
wereobserved. Thesefindingsare consistent with oral psoriasis.
Typical cutaneouslesionsand afamily history of psoriasiswere
absent.

Key words: Diagnosis, oral lesions, oral psoriasiformlesions,
psoriasis

INTRODUCTION

Psoriasisisacommon skin diseasethat affects men and women
equally, being more prevalent in caucasians with fifty percent
of cases appearing before the second decade of life (1-4). The
aetiology of the disease is unknown but a strong hereditary
component isimplicated (4).

The existence of true psoriatic lesions of the oral mucosa is
disputed. Problems with the diagnosis of oral psoriasis arise
from the fact that no distinction can be made on histological
grounds between oral psoriasis and other oral diseases such as
geographic tongue, geographic stomatitis, and the oral lesions
of Reiter’s syndrome (5-7). In addition, there is no consensus
as to what can be described as a true lesion of oral psoriasis
(1,4,7,8). Despite these difficulties, there is some agreement
among authors that oral psoriasis, athough rare, does occur
and the diagnosis is best made when the clinical course of the
oral lesions paralels that of skin lesions and is supported by
histological examination (7-10).

The English-language literature reportsonly 9 cases of psoriasis
presenting exclusively oral lesions(2,9,11-15). Wereport acase
that presented with multiple oral lesions showing histological
features of psoriasis but no family history of the condition or
concurrent skin lesions.

CASE REPORT

A 13-year-old black maewasreferred to the Ord MedicineClinic,
Division of Dermatology of the Hospital das Clinicas, University
of S&o Paulo School of Medicine, for evaluation of scaleson his
lips that had been present for 4 years. On examination the
vermilion bordersof the upper and lower lipswere erythematous,
fissured with yellowish adherent scales. Thelower lip wasdlightly
swollen (Fig. 1). Intraorally there was generalised oedema and
erythema of the marginal and interproximal gingival mucosa,
and areas of erosion on the attached gingiva. Ora hygiene was
poor. Thetongue was fissured and presented greyish areason its
ventral surface. The hard palate had awhitish surface associated
with narrow longitudinal sulci and the soft pal ate presented white
lesions displaying a lacelike/circinate pattern (Fig.2). Skin
examination revealed some small papular areas on the upper
thighsand lower trunk. All of thelesionswere symptomless. His
medical, social and family histories were unremarkable. The
patient was a non-smoker.
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The patient’s blood count was normal and serological tests for
syphilis were negative. Biopsies from the vermilion border of
thelower lip, the soft pal ate, gingivaand thigh were performed.
Histologically, thelip and oral mucosal tissues showed apattern
consistent with psoriasis (Fig.3). Thethigh skin biopsy showed
only hyperkeratosis and acanthosis without any features of
psoriasis. The labial, palatal and gingival biopsies showed
hyperplasiaof the epithelium and acanthosis. Neighbouring rete
ridges were seen to coalesce at their bases with elongation,
oedema and the presence of dilated tortuous capillaries
surrounded by a dense plasma cell infiltrate. Epithelial
spongiosis was observed and some areas showed acanthosis.
Micro-abscesses of Munro within the parakeratotic epithelial
layer and the occasional small spongiform pustuleswere present.
No granulomaswere observed. Periodic acid-Schiff (PAS) stain
for fungal hyphae was uniformly negative.

A programme of oral hygiene improvement was commenced.
Initial treatmentswith Vitamin A derivativesand topical steroids
proved ineffective and therefore withdrawn. As the patient
experienced no discomfort from the lesions, no further
medication was considered necessary. The patient was reviewed
regularly for 3 years. During this period the clinical aspects of
the oral mucosalesions remained unchanged. Improvement of
the appearance of hislip lesions was achieved with a cosmetic
moisturising cream. His skin lesions remained unchanged and
there were no signs of cutaneous psoriasis over this period.

DISCUSSION

Many authors propose strict criteria for the diagnosis of oral
psoriasis. Theclinical course of the oral lesions should parallel
that of the skin lesions (7,9,16). Additionally, a positive family
history and HLA typing have also been considered of great
importance in supporting a diagnosis of oral psoriasis
(2,9,24,15). The HL A antigens most frequently associated with
psoriasis are B13, B17, B37, Cw4 and Cw6 (3,4,14,16). HLA
typing of this patient was not possible.

Other diseases such as geographic tongue, geographic stomatitis
and Reiter’s syndrome, histologically similar to psoriasis must
be excluded (6,14,16). In this case Reiter’s syndrome was
excluded asthe patient had none of the other triad of symptoms
associated with this syndrome. The oral biopsies showed a
psoriasiform pattern but the clinical appearance of the lesions
did not match that of geographic stomatitis. Oral candidosis
and secondary syphilis, that can resemble psoriasis, were also
excluded. No fungal hyphae were found. The lip lesions and
fissured tongue resembl ed M el kersson-Rosenthal syndrome but
this was not supported histologically. The clinical and
histological findings of this case strongly suggested a diagno-
sisof oral psoriasis. Weighing against this diagnosis, however,
are the absence of skin lesions, the lack of afamily history of
psoriasisand the absence of HLA typing. Of the 9 casesreported
in the literature presenting oral psoriasis without cutaneous
involvement, only 2 of them [14,15] fulfilled four of the five
aspectsof thediagnostic criteria—namely histopathology, family
history, HLA type and exclusion of histologically similar
conditions.
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CONCLUSIONS

Our case demonstrates the difficulties involved in making a
diagnosis of psoriasis based upon exclusive oral mucosa and
lip lesions. The histological examination of three different oral
sites all showed features of psoriasis, no candidosis and other
clinical aspectsruled out Reiter’s syndrome, geographic tongue
and geographic stomatitis. Our conclusion is that this a case of
oral psoriasis with no identified family history and cutaneous
involvement limited to the vermillion border of thelips.
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