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Unusual Palatal Presentation of Oral Psoriasis
(Manifestation palatale inhabituelle du psoriasis buccal)
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S o m m a i r e
Les lésions buccales du psoriasis sont rarement observées à l’examen clinique. D’après des rapports bien docu-
mentés sur le psoriasis buccal, les lésions varient. Elles se manifestent sous forme de plaques rouges ou blanches,
ou d’ulcères. Dans le présent article, on décrit une manifestation palatale inhabituelle du psoriasis buccal sous forme
d’arcs concentriques serpigineux. Le diagnostique du psoriasis intra-buccal s’appuie sur des découvertes cliniques et
microscopiques.
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P soriasis is a common dermatologic disease. It can occur at
any age but usually first develops during young adult life
and may persist throughout a person’s lifetime with periods

of exacerbation and remission.1 The exact etiology of psoriasis is
unknown, but it appears to be a multifactorial disease with both
genetic and psychosomatic factors.2 Various triggers, such as
trauma, infection and stress, may cause new episodes. The epider-
mal changes that occur in psoriasis seem to be related to a defect
in keratinocyte proliferation. The hyperproliferative state of the
affected epidermis produces a turnover rate that is up to eight
times greater than normal.1

Clinically, skin lesions appear as papules and plaques
covered by silvery scales. When the scales are removed, small pin-
point bleeding is seen (Auspitz sign).1 Skin lesions are predomi-
nantly found on the individual’s extremities and scalp.3

The microscopic appearance of psoriasis varies with lesion age
and activity. The early lesion shows parakeratosis and acanthosis
with budding at the tips of the rete ridges and thinning of the
suprapapillary plate. Polymorphonuclear leukocytes migrate
through the epithelium with the formation of intraepithelial
microabcesses.1,3,4 Although the formation of microabcesses
(Munro abscesses) is characteristic of psoriasis, it is not specific to
the disease nor are the microabcesses always present.3 Within the
connective tissue papilla, engorgement of the capillaries occurs
and a mixed inflammatory cell infiltrate is commonly seen.1,4 In
the oral cavity, this microscopic presentation, known as psoriasi-
form mucositis, is shared by psoriasis, Reiter’s syndrome (a disease

of unknown origin characterized by the triad of urethritis, arthri-
tis and conjunctivitis), benign migratory glossitis (also known as
geographic tongue) and erythema migrans (lesions that are clini-
cally and  histologically similar to geographic tongue but involve
oral mucosa other than the dorsum of the tongue).5

Oral lesions of psoriasis are rare clinical observations. Early
reports of intraoral psoriasis lacked microscopic confirmation of the
clinical findings. As a result, the number of cases reported and the
incidence of intraoral psoriasis cannot be accurately determined
from the literature. Reports of oral psoriasis that are well docu-
mented show no consistent lesion pattern. Patterns range from
raised, white, scaling lesions predominantly on the palate or buccal
mucosa to well-demarcated, flattened, erythematous lesions with a
slightly raised, white, annular or serpiginous border.5 These latter
lesions closely resemble geographic tongue. Oral lesions may disap-
pear quickly or they may undergo exacerbations or remissions con-
comitantly with skin lesions.5 Diagnosis of oral psoriasis is best made
when the clinical course of the oral lesion parallels that of the skin
disease and is supported by microscopic findings.5

This report presents an unusual palatal presentation of oral
psoriasis. The diagnosis of intraoral psoriasis is supported by clin-
ical and histopathologic findings.

Case Report
A 51-year-old male presented to the graduate periodontology

clinic for a complete periodontal evaluation. The patient’s medical
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history was evaluated by questionnaire and interview. The patient
had been diagnosed with a bipolar disorder in the early 1980s and
with psoriasis in the mid 1980s. There was no family history of
dermatologic problems. At the time of examination and
treatment, the patient was on gabapentin (Neurontin) 300 mg
3X/day for treatment of the bipolar disorder.

Extraorally, the patient presented with psoriatic lesions on the
scalp and elbows (Figs. 1 and 2). No oral lesions were noted at the
time of initial presentation; however, at the second visit three
weeks later, asymptomatic red serpiginous linear lesions on the
posterior half of the hard palate were noted (Fig. 3). A diagnosis
of erythema migrans or intraoral psoriasis was made. After
informed consent was obtained, a confirmatory incisional biopsy
was taken using a 6-mm- diameter biopsy punch.

Microscopic examination (Fig. 4) revealed sections of mucosa
surfaced with hyperparakeratotic stratified squamous epithelium
with moderately developed rete pegs. Central portions of the
specimen exhibited mild psoriasiform mucositis consisting of “test
tube” rete pegs, thinning of the suprapapillary plate and engorge-
ment of capillaries in the connective tissue papilla. There was mild
exocytosis of inflammatory cells into the epithelium. The lamina

propria contained a mild chronic inflammatory cell infiltrate. Peri-
odic acid-Schiff (PAS) stain for fungal elements was negative.

The lesion resolved on its own and had disappeared completely
one month after the biopsy was taken.

The clinical and microscopic features of the palatal lesion were
consistent with psoriasiform mucositis, and the patient’s pre-exist-
ing cutaneous psoriasis supports the diagnosis of intraoral psoriasis.

Discussion
A biopsy was taken in this case to confirm the clinical impres-

sion of intraoral psoriasis. When more common causes of red
lesions are eliminated (fungal infection, denture irritation), a biopsy
enables the clinician to recognize and rule out more serious causes.
The diagnosis then directs the clinician to the most suitable treat-
ment for the patient’s condition. In this case, the lesion was diag-
nosed as intraoral psoriasis and was asymptomatic; therefore, no
treatment was provided. Symptomatic presentations of intraoral
psoriasis have been treated with topical or local injections of corti-
costeroids.6-8 Treating oral psoriasis is unnecessary unless the patient’s
symptoms require attention.

In 1997, Younai and Phelan8 reviewed the literature and pre-
sented a case of oral mucositis with features of psoriasis. Their

Figure 1: Psoriatic lesions on the patient’s scalp. The patient’s
cutaneous lesions presented as silvery scales.

Figure 2: Psoriatic lesions on the patient’s elbow.

Figure 3: Clinical presentation of the patient’s palate. The intraoral
psoriasis presented as red serpiginous linear lesions on the posterior
half of the hard palate.

Figure 4: Haematoxylon-and-eosin-stained section of tissue biopsied
from the patient (medium magnification). The specimen exhibits
elongation of the rete ridges into test-tube shapes, thinning of the
suprapapillary plate and engorgement of the capillaries in the
connective tissue papilla.
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review of the English-language and European literature identified
57 reported cases of oral psoriasis. This review excluded cases of
geographic tongue seen in patients with cutaneous psoriasis, result-
ing in a lower number than identified in the 1990 review by
Sklavounou and Laskaris.7 Younai and Phelan found that the 46
lesions reported in the English literature could be divided into two
large categories (20 white lesions and 11 erythematous lesions) and
five smaller categories (6 lesions with a mixed white and red appear-
ance, 5 ulcerative lesions, 2 vesicular lesions, 1 pustular lesion and
1 indurated lesion). The oral lesions presented on various surfaces
within the oral cavity, including the lip, the buccal mucosa, the
tongue, the gingiva, the palate and the floor of the mouth. The cases
of psoriasis on the palate had the appearance of erythematous
patches with or without ulcerations.5,9-13 The present case is there-
fore unique with its red serpiginous concentric arcs.

Weathers’ article5 on psoriasiform lesions discussed several patho-
logic conditions that can involve the oral cavity. Psoriasis, Reiter’s
syndrome, benign migratory glossitis and erythema migrans have
similar clinical and histologic findings.5 Therefore, when micro-
scopic examination reveals a psoriasiform lesion, it is important to
consider the clinical presentation of the patient. In the current
case, the presence of skin lesions, the clinical location of the oral
lesion, the microscopic presentation and the absence of the triad
of symptoms known to characterize Reiter’s syndrome support the
diagnosis of oral psoriasis.  a
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