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We report the case of a 51-year-old man who pre-
sented with an atypical inflammatory response of 
the gingiva and hard palate that was concomitant 
with widespread cutaneous psoriasis. The patient 
had discontinued taking adalimumab 6 months 
prior to presentation, having achieved satis-
factory management of his cutaneous lesions; 
however, he resumed 2 days prior to presenta-
tion due to recurrent disease. A gingival biopsy 
was consistent with oral psoriasis. At a 2-month  
follow-up, dramatic resolution of oral involvement 
was evident and the cutaneous psoriatic plaques 
were greatly reduced in size. The administration 
of adalimumab for cutaneous psoriasis may con-
currently modulate oral dissemination. 

Cutis. 2017;99:139-142.

Psoriasis is a chronic, relapsing, inflammatory 
systemic disorder of the skin with an inci-
dence of 2% to 3% and is estimated to affect  

125 million individuals worldwide.1 Environmental 
triggers of disease modulation may include cutaneous 
microbiota, smoking, alcohol use, drugs (ie, beta-
blockers, lithium, antimalarials), stress, and trauma.2 
Comorbidities associated with cutaneous lesions 
include psoriatic arthritis, Crohn disease, type 2 dia-
betes mellitus, metabolic syndrome, stroke, and car-
diovascular disease.3 In some studies, patients with 
psoriasis also had a 24% to 27% increased propensity 
for periodontal bone loss versus 10% of controls.4,5

Oral psoriasis is rare and case reports have been 
preferentially published in dental journals, usu-
ally with regard to glossal lesions, leaving gingi-
val and palatal psoriatic involvement infrequently 
reported in the dermatologic literature.6,7 In fact, 
oral assessments involving 535 psoriatic patients 
from a dermatology center only yielded cases of 
geographic and fissured tongue.8 Another study at 
a psoriasis clinic found 3.8% (21/547) of patients 
with geographic tongue, 3.1% (17/547) with buccal 
mucosal plaques, and only 0.4% (2/547) with palatal 
lesions.9 To extend the knowledge of oral psoriasis, 
we provide the clinical and histopathologic findings 
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PRACTICE POINTS
•	 A subset of patients with cutaneous psoriasis may be associated with oral psoriatic outbreaks.
•	  Oral psoriasis presents as an atypical inflammatory response, and histopathologic assessment is  

recommended for lesional identity.
•	 Use of adalimumab for management of cutaneous psoriasis may demonstrate efficacy for oral psoriasis. 
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of a patient with synchronous oral and cutaneous 
psoriatic lesions that responded well to the adminis-
tration of adalimumab for management of recurrent 
cutaneous disease.

Case Report
A 51-year-old man presented to the attending peri-
odontist for comprehensive treatment of multiple 
quadrants of gingival recession. His medical history 
was remarkable for psoriasis; Prinzmetal angina, 
which led to myocardial infarction; and diverticu-
litis. The cutaneous psoriasis began approximately 
18 years prior to the current presentation and was 
initially managed with various topical therapeutics. 
At an 11-year follow-up, the patient was experienc-
ing poor lesional control as well as severe pruritus 
and was prescribed etanercept by a dermatologist.  
His inconsistent compliance with frequency and  
dosing failed to achieve satisfactory disease suppres-
sion and etanercept was discontinued after approxi-
mately 2.5 years. Two years later the patient was 
switched to adalimumab by a dermatologist, and 
around this time he had developed psoriatic arthri-
tis of the hands and knees and pitting of the nail 
plates. The patient elected to discontinue adalim-
umab usage after 3 years due to successful manage-
ment of the skin lesions, cost considerations, and 
his perception that the psoriasis could “remain 
in remission.” After a 6-month lapse, the patient 
resumed adalimumab due to cutaneous lesional 
recurrence (Figure 1A). 

At the current presentation, an oral examination 
performed 2 days after the reinstitution of adalim-
umab revealed generalized severe gingivitis with 
an atypical inflammatory response that extended 
from just beyond the mucogingival junction to 
the marginal gingiva. The gingiva also appeared 
edematous with a conspicuously granular surface 
(Figure 1B). The hard palate displayed multiple 
red macules of varying sizes (Figure 1C). A maxil-
lary gingival biopsy demonstrated hyperkeratosis, 
parakeratosis, spongiosis, acanthosis, elongation of 
the rete ridges, numerous collections of neutrophils 
(Munro microabscesses), and abundant lympho-
cytes in the subjacent connective tissue (Figure 2). 
Periodic acid–Schiff staining was negative for fungal 
hyphae. These features were consistent with oral 
mucosal psoriasis. 

At a 2-month follow-up, the biopsy site had 
healed without incident and without loss of the 
gingival architecture. There was an almost-complete 
resolution of the gingival erythema (Figure 3A) and 
the patient has since noticed a lack of bleeding using 
floss. Additionally, the red macules on the palate 
were no longer present (Figure 3B). The cutaneous 

plaques were greatly reduced in size and the patient 
experienced a proportionate decline in pruritus. 
Based on the uneventful surgical biopsy procedure, 
the patient was advised to undergo gingival grafting 
and has not returned for periodontal care.

Comment
Psoriasis of the oral cavity is rare and typically occurs 
on the tongue and less frequently on the hard palate, 

Figure 1. Pruritic, erythematous, white, thickened, scaly 
plaques on the right hand (A). Intensely inflamed and 
edematous maxillary gingiva (B). Erythematous macules 
on the hard palate (C).
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lip, buccal mucosa, and gingiva.2,7 The lesions are 
almost always concordant with cutaneous psoriasis, 
and only sporadic examples exclusive to the oral 
mucosa have been recognized.7,10 Gingival psoriasis 
usually is described as intensely erythematous and 
occasionally laced with white scaly streaks involv-
ing the marginal gingiva that extend toward the 
mucogingival junction. In general, the erythematous 
presentation of gingival psoriasis may not be com-
mensurate with the degree of inflammation induced 
by dental plaque-based periodontal disease. Doben11 
documented gingival psoriasis as appearing “deeply 
stippled and grainy” and commented that the tissue 
was “friable” and incapable of maintaining a “clean 
incision line” during periodontal surgery. In our 
patient, the gingiva also had exhibited a granular 
surface. Patients with oral psoriasis often report sore-
ness or a burning sensation of the gingiva, which 
may easily bleed on manipulation or brushing the 
teeth, whereas other patients are asymptomatic,12 
as in our case. Psoriasis of the hard palate usually 
presents as multiple painless red macules. Unlike 
cutaneous psoriasis, oral lesions rarely evoke pru-
ritus.10 Histopathologically, oral psoriasis bears a 
striking resemblance to its cutaneous counterpart. 
The epithelium has a pronounced parakeratinized 
surface with elongated rete ridges and aggregations 
of Munro microabscesses. The connective tissue 
often is composed of dilated capillaries that closely 
approximate the epithelium as well as infiltrations of 

lymphocytes. Specimens suspected for oral psoriasis 
should routinely be stained with periodic acid–Schiff 
to rule out candidiasis coinfection. The microscopic 
findings of our patient were congruent with prior 
reports of oral psoriasis.7,10-12 Some clinicians have 
questioned if psoriasis can actually occur in the oral 
cavity, but most authorities in the field have rec-
ognized its true existence, as evidenced by various 
shared HLA antigens, specifically HLA-Cw.13

Another group of oral lesions collectively 
referred to as psoriasiform mucositis, notably geo-
graphic tongue (benign migratory glossitis, erythema 
migrans) and its extraglossal variant geographic 
stomatitis,14,15 have histopathologic features and 
HLAs similar to those seen in cutaneous pso-
riasis.13 Interestingly, geographic tongue has been 
found in 3.8% to 9.1% of cohorts with cutaneous 
psoriasis,8,9 but in the extant population, the vast 
majority of patients with oral psoriasiform muco-
sitis do not have cutaneous psoriasis. Other dif-
ferential diagnoses for gingival psoriasis are lichen 
planus, human immunodeficiency virus–associated 

Figure 2. Photomicrograph of maxillary gingival psoria-
sis demonstrating hyperkeratosis, parakeratosis, acan-
thosis, elongated rete ridges, Munro microabscesses 
in the epithelium, and robust lymphocytic infiltrate at 
the epithelial–connective tissue interface (H&E, original 
magnification ×10). 

Figure 3. Dramatic reduction in mucosal erythema of 
the maxillary gingiva (A) and hard palate (B) was seen  
2 months after adalimumab treatment was resumed.
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periodontitis, desquamative gingivitis, plasma  
cell gingivitis, erythematous candidiasis, mucous 
membrane pemphigoid, pemphigus vulgaris, leuke-
mia, systemic lupus erythematosus, granulomatosis 
with polyangiitis, orofacial granulomatosis, localized 
juvenile spongiotic gingivitis hyperplasia, and pri-
mary gingivostomatitis. 

Management of gingival psoriasis focuses on strat-
egies to reduce inflammation and discomfort and 
measures to achieve meticulous oral plaque control. 
Judicious efforts should be exercised to avoid oral 
soft-tissue injury when performing periodontal scal-
ing, although it has not been established whether 
gingival psoriasis is associated with the Köbner phe-
nomenon, as seen with cutaneous lesions. Adjunctive 
measures employed for symptomatic patients have 
involved the use of corticosteroids (eg, lesional 
injection, oral rinse, systemic) and oral rinses with 
retinoic acid, chlorhexidine gluconate, and warm 
saline.7,10,16 Prolonged utilization of corticosteroids, 
however, may necessitate supplemental administra-
tion of antifungal agents.

This case report represents a rare documenta-
tion of a successful outcome of gingival and palatal 
psoriasis subsequent to the reinstitution of adalim-
umab solely for treatment of recurrent cutaneous 
disease. There likely is a pharmacologic basis for 
the amelioration of oral psoriasis in our patient. 
Adalimumab is a bivalent IgG monoclonal antibody 
that binds to activated dermal dendritic cell recep-
tors of tumor necrosis factor α, thereby attenuat-
ing a cytokine-derived inflammatory response and  
apoptosis.17 In fact, patients with rheumatoid arthri-
tis showed notable reductions in both gingival 
inflammation and bleeding following a 3-month 
regimen of adalimumab.18 

Conclusion
Practitioners should be aware of the phenotypic 
overlap of cutaneous and oral psoriasis, particularly 
involving the gingiva and palate. It is recommended 
that psoriasis patients routinely receive a dental 
prophylaxis and engage in oral hygiene efforts to 
reduce the presence of oral microbiota. Furthermore, 
it is emphasized that psoriatic patients who main-
tain an atypical erythematous presentation on the 
oral mucosa undergo a biopsy for identification of 
the lesions and correlation with disease dissemina-
tion. Prospective studies are needed to character-
ize the clinical courses of oral psoriasis, ascertain  
their correlative behavior with cutaneous flares,  
and determine if lesional improvement can be 
achieved with the use of biologic agents or other 
therapeutic modalities. 
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