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Lichen planus

Clinical features:
v OLP may contain both red and white elements and 

provide, together with the different textures, the 
basis for the clinical classification of this disorder. 
The white and red components of the lesion can be a 
part of the following textures:

Ø Reticulum
Ø Papules
Ø Plaque-like
Ø Bullous
Ø Erythematous
Ø Ulcerative



Lichen planus erosiva



Lichen planus
Clinical forms:

v Erythematous (atrophic) OLP is 
characterized by a homogeneous red 
area. When this type of OLP is present in 
the buccal mucosa or in the palate, striae 
are frequently seen in the periphery.

v Some patients may display erythematous 
OLP exclusively affecting attached gingiva. 
This form of lesion may occur without any 
papules or striae and presents as 
desquamative gingivitis. Therefore, 
erythematous OLP requires a 
histopathologic examination in order to 
arrive at a correct diagnosis.



Lichen planus



Lichen planus

Treatment, according to 
manifestation:

Ø Mild cases: Hydrocortisone 
2.5mg/Bethametasone sodium 
phosphate 0.5mg (pellets on the 
lesions) – 2-4 times/daily; local steroid 
creams (before sleep)

Ø Moderate cases: Cyclosporine or 
Tacrolimus in combination with local 
steroids (for vast erosive lesions)

Ø Severe cases: Systemic steroids, 
Azathioprine, Cyclophosphamide, 
Thalidomide or Cyclosporine.



Contact allergic stomatitis
v Hypersensitivity refers to undesirable 

reactions produced by the normal immune 
system, including allergies and autoimmunity. 
These reactions may be damaging, 
uncomfortable, or occasionally fatal. 
Hypersensitivity reactions require a pre-
sensitized (immune) state of the host. 

v The four-group classification was expounded 
by P. H. G. Gell and Robin Coombs in 1963.

v Later, types V and VI hypersensitivity were 
described.

v However, only two types of hypersensitivity 
are depicted in dental medicine, concerning 
mainly allergy to dental materials and 
medicines – type I (immediate allergy; 
antibody-dependent) and type IV (delayed 
type hypersensitivity; cell-mediated).



Contact allergic stomatitis

Allergic stomatitis caused by acrylic resins.



Contact allergic stomatitis

v Allergy to dental materials 
rarely appears through the 
mechanism of type I 
hypersensitivity. The main 
allergen in these cases is the 
latex protein, found in 
examination gloves and 
rubber-dam for example. 

v The result is erythema, edema 
or even anaphylactic shock.

v Local anesthetics, bonding 
agents, sealants could also 
lead to immediate allergy



Contact allergic stomatitis

Etiology:
Contact hypersensitivity in the 

oral cavity is triggered by foreign 
to the organism antigens, 
comprising in dentifrices (tooth 
pastes, mouth washes), chewing 
gum, local antimicrobial drugs, 
systemic drugs (antibiotics 
mainly), peppermint, cinnamon, 
dental materials, candies, food, 
etc.



Contact allergic stomatitis

Clinical findings in the oral cavity are varied:
Ø Erythema
Ø Petechiae
Ø Papulas
Ø Vesicles
Ø Bullas
Ø Erosions
Ø Ulcers

They are found on the mucosa mostly, but rarely 
on the gingiva. Local contact leads to topical 
allergic reaction.



Contact allergic stomatitis

Clinical findings:
vFixed drug reaction (eruptio fixa) is a localized 

or fixed allergic reaction, specific to allergic 
reaction to drugs. It occurs on oral mucosa in the 
form of localized, sharply demarcated erosion, 
with thick pseudomembranes. Most often, they 
are solitary or, at the most affecting two regions 
in different parts of oral mucosa. Localized 
lesions are to be expected on the hard palate 
mucosa, dorsum of the tongue, or on the lip. 
They always appear on the same spot, after 
repeated contact with the antigen.



Contact allergic stomatitis

Clinical findings:

v Stomatitis (cheilitis) venenata is a 
contact allergic reaction caused by 
different chemical and cosmetic 
substances, which cause inflammation 
of the lips and inflammation of the 
entire oral mucosa. They are 
manifested as inflammation with a 
highly pronounced edema, followed by 
small erosions, and usually appear in 
multiple forms. With chronic local 
irritation on the lips, exfoliative 
cheilitis with strong exudation can be 
expected.



Contact allergic stomatitis

vPatients’ complaints – tingling, pruritus, 
burning, pain, swelling, xerostomia, dysgeusia.

vDiagnosis – confirmed by laboratory diagnostic 
methods and epicutaneous (patch) testing.

vTreatment – removal of the triggering allergen, 
systemic antihistamines ( Zyrtec, Xyzal, Claritine, 
Ewofex – 1 tablet/daily per month), local steroids 
(Locoid sol., Elocom cr. – 3 times/daily).



Denture stomatitis

vDenture stomatitis is a well-known problem 
for dentists. Etiology is varied – traumatic, 
infectious, allergic, toxic or iritating. In most 
of the cases the causes are combined – badly 
adjusted denture, poor oral hygiene 
with/without Candida infection. 

vAccording to different studies the frequency
of denture stomatitis is 5.5%. Bulgarian 
authors determine higher frequency – 8-9%. 



Denture stomatitis



Erythroplakia

vErythroplakia is derived from Greek, meaning 
“flat red area,” and is a clinically descriptive 
term without specific histologic definition.

vOral erythroplakia is not as common as oral 
leukoplakia, and the prevalence has been 
estimated to be in the range of 0.02 to 0.1%. 
The gender distribution is reported to be 
equal, and age range is adults between 50 
and 70 years.



Erythroplakia

v Oral erythroplakia comprises an eroded red lesion with 
velvety appearance that is frequently observed with a 
distinct demarcation against the normal-appearing 
mucosa. 

v The lesions are flat or depressed below the level of the 
surrounding mucosa.

v Clinically, erythroplakia is different from erythematous 
OLP as the latter has a more diffuse border and is 
surrounded by white reticular or papular structures.

v Erythroplakia is usually nonsymptomatic, although 
some patients may experience a burning sensation in 
conjunction with food intake.



Erythroplakia

vAreas of erythroplakia may also coexist with 
leukoplakia in so-called “mixed” or “speckled” 
lesions (erythroleukoplakia).

vPathology: Erythroplastic lesions usually 
show epithelial dysplasia which may be 
severe. 

vEtiology: Tobacco smoking, alcohol 
consumption, Candida infection, Plummer-
Vinson syndrome are considered to be 
possible etiological factors.



Erythroplakia

Clinical features and diagnosis:
vThe incidence of severe dysplasia or 

carcinoma in these lesions is very high (80–
90%), and biopsy is mandatory. Care must be 
taken to obtain a representative biopsy 
specimen in such cases, with sampling of 
multiple areas within the lesion, as carcinoma 
may be present only focally. 

vMost frequent localizations – floor of the 
mouth, retromolar area, soft palate, tongue.



Erythroplakia
Treatment :

vCold-knife surgical excision, as well as 
laser surgery, is widely used to eradicate 
erythroplakia but will not prevent all 
premalignant lesions from malignant 
development. On the contrary, surgery 
has been strongly questioned as 
squamous cell carcinomas are almost 
equally prevalent in non–surgically 
treated patients as in patients subjected 
to surgery.



Erythroplakia

Follow-up:
Presently, no consensus has been developed 

regarding management and follow-up of 
erythroplakia. A general recommendation may be to 
reexamine the premalignant site irrespective of 
surgical excision every 3 months for the first year. 

If the lesion does not relapse or change in reaction 
pattern, the follow-up intervals may be extended to 
once every 6 months. 

New biopsies should be taken if new clinical features 
emerge. Following 5 years of no relapse, self-
examination may be a reasonable approach.



Erythroplakia



Infectious mononucleosis
Etiology:

v Infectious mononucleosis is an 
acute self-limited disease caused 
by the Epstein-Barr virus (EBV). 

v Primary CMV (Cytomegalovirus) 
infection presents similarly to 
infectious mononucleosis with 
marked lymphocytosis; 20% of 
patients with infectious 
mononucleosis–like symptoms 
have CMV rather than EBV 
infection. Unlike the more 
common EBV-associated 
infectious mononucleosis, there 
is fever but little 
lymphadenopathy or 
splenomegaly.



Infectious mononucleosis
Clinical features:

Ø Infectious mononucleosis is more 
common in children and young 
adults. The incubation period is 
about 30-50 days, followed by low-
grade fever, malaise, mild headache 
and fatigue.

Ø Generalized lymphadenopathy also 
begins early and is a common 
manifestation. Splenomegaly, 
hepatomegaly occur.

Ø A maculo-papular eruption usually  
on the trunk and arms is present 



Infectious 
mononucleosis

Clinical features:
Ø The oral manifestations are 

early and frequent (30% of 
cases), and the most constant 
features are palatal petechiae, 
uvular edema, tonsillar 
exudate, diffuse erythema of 
the oral mucosa, gingivitis and 
rarely ulcers.

Ø Sore throat, tonsillitis and 
pharyngitis may also occur in 
association with the oral 
lesions.



Oral radiation mucositis

§ Radiation therapy has a prominent place in 
the treatment of oral and other head and neck 
cancers. 

§ The most common form of radiation used is 
ionizing radiation, delivered by an external 
source or radioactive implants (gold, iridium, 
etc.). 

§ Ionizing radiation, in addiction to its therapeutic 
effect, can also affect normal tissues with a high 
cell turnover, such as those of the oral mucosa, 
the lining of the gastrointestinal tract and the 
bone marrow.



Oral radiation mucositis



Oral radiation mucositis

vThe oral mucosal side effects after radiation are 
mainly dependent on the dose and the duration 
of treatment and affect approximately 80% of 
patients. 

vThese radiation-induced mucosal reactions 
(mucositis) may be classified as early and late:

Ø Early reactions appear at the end of the first 
week of therapy and consist of erythema and 
edema of the oral mucosa.

Ø Late reactions: During the second week, 
erythema, erosions and ulcers may appear, 
which are covered by a whitish-yellow exudate.



Oral radiation mucositis



Lupus erythematosus

vDefinition: Lupus erythematosus (LE) is a 
chronic inflammatory autoimmune disease 
with a variable spectrum of clinical forms, in 
which mucocutaneous manifestations may 
occur with or without systemic 
manifestations.

vClassification: Two major forms of LE are 
recognized: discoid and systemic. An 
additional form, subacute cutaneous LE, is 
also recognized.



Discoid lupus erythematosus



Systemic lupus erythematosus
(SLE)
v The criteria are: malar rash, discoid 

rash, photosensitivity, oral ulcers,  
arthritis, serositis, renal, neurological, 
hematological and immunological 
disorders, and antinuclear antibody.

v The oral manifestations of  SLE include 
localized or extensive painful erosions 
or ulcers, petechiae,  edema, 
hemorrhages and xerostomia.

v The skin manifestations may be 
localized or widespread, similar to 
those seen in DLE, or even more severe.



Systemic lupus erythematosus


