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Abstract
Morphea is a subtype of scleroderma that does not involve Raynaud's phenomenon or internal organ
involvement. It is a connective tissue disease that features the excessive deposition of collagen in the dermis
and subcutaneous tissue, leading to a thickening of the dermis and subcutaneous tissue, eventually forming
a scar-like lesion.

We represent a 19-year-old male Saudi patient displaying a white patch on the marginal gingiva of tooth #21
and multiple yellowish papules on the outer surface of the lip. Both teeth #21 and #22 have experienced
recession and bone loss. The patient’s clinical history and histopathology revealed characteristic features of
localized scleroderma. A treatment was proposed involving immunosuppressants, methotrexate, and
pimecrolimus cream along with topical corticosteroids and excimer laser therapy (308 nm). The patient
followed the treatment plan for a full month and the white patch quickly improved for the patient.
Afterward, the patient has been taking only methotrexate with a significant but gradual improvement. In
this paper, we discuss the differential diagnosis to be considered and present an unusual occurrence of
localized scleroderma in the oral cavity.
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Introduction
Scleroderma is a condition that affects the connective tissue in the body, primarily affecting the mucous
membranes and skin, exhibiting an excessive amount of collagen deposits in the dermis and subcutaneous
tissue, resulting in increased thickness of the dermis and subcutaneous tissue. This eventually forms a scar-
like lesion. There are multiple types of scleroderma: morphea, which is the localized form, as well as plaque
morphea, bullous morphea, linear scleroderma, and systemic sclerosis or systemic scleroderma [1]. It has
been observed that both children and adults experience it at the same rate [2].

Morphea is an uncommon skin disorder, with rates of incidence ranging from 3.4 to 27 cases for every
100,000 individuals. It is prevalent to a greater extent in women than in men [3]. It is an uncommon
condition impacting mesenchymal tissues. Unlike systemic scleroderma, this condition does not involve
Raynaud's phenomenon, a disorder characterized by the narrowing of the blood vessels in the extremities,
leading to restricted blood flow and systemic organ involvement [4,5]. The etiology of morphea is yet
unknown trauma, autoimmunity, radiation, and infections such as Borrelia infection are considered to be
risk factors that may trigger the onset of morphea [1,2,6,7]. While the treatment options for oral mucosal
morphea are limited, current therapeutic approaches, including topical corticosteroids, immunomodulatory
agents, and phototherapy, aim to alleviate symptoms and improve patient quality of life [8].

Despite the available research, more studies are needed to further elucidate the mechanisms underlying oral
mucosal morphea and to develop effective therapeutic strategies. This introduction aims to provide a brief
overview of the condition, drawing on the relevant literature to underscore its significance in the realm of
oral health and dermatology. Here, we present an unusual occurrence of localized scleroderma in the oral
cavity.

Case Presentation
A 19-year-old Saudi male patient, unaware of any medical conditions, non-smoker with fair oral
hygiene, presented to the oral medicine clinic at King Saud University with a white patch on the marginal
gingiva of tooth #21 and discrete whitish papules on the outer surface of the lip (Figure 1). The lesions had
been progressively increasing in size over one year. Both teeth #21 and #22 experienced recession and bone
loss (Miller's class III) but it was more pronounced in tooth #21 (Figure 2 and Figure 3). Teeth were vital but
exhibited grade III mobility, a probing depth of approximately 5-6 mm was recorded around both teeth, and
the patient reported sensitivity, but no pain associated with the affected teeth. The patient had previously
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been seen by a dermatologist, who confirmed that no other areas were involved.

FIGURE 1: The extra-oral photograph shows a linear, white, pale,
blanched appearance involving a central portion of the vermilion border
of the upper lip below the philtrum

FIGURE 2: The intra-oral photograph shows a linear white patch
involving the outer and inner surfaces of the upper lip, extending intra-
orally into the marginal gingiva and obliteration of the mucolabial
vestibule in relation to tooth #21
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FIGURE 3: The intra-oral photograph shows that both teeth #21 and #22
experienced recession and bone loss, but it was more pronounced in
tooth #21

To confirm the diagnosis, two incisional biopsies were performed, one from the gingival area and the other
from the labial mucosa fixed in formalin. The histopathological examination revealed characteristic features
of localized scleroderma. No immunohistochemistry markers were done, but clinical presentation and
histopathological findings were compatible with localized scleroderma. The specimens consisted of a wedge
of oral mucosa (bisected) (Figure 4). The mucosa was lined by two types of stratified squamous epithelium,
keratinized and non-keratinized with minimal subepithelial connective tissue. The non-keratinized mucosa
showed basal cell melanosis, a band of inflammatory cells in the superficial lamina propria, and a vague
band of hyalinization. The keratinizing mucosa exhibited thin, elongated, and reticulated rete ridges with
underlying dense hypocellular collagenous tissue. There were scattered blood vessels, some of which were
collapsed and a few nerve fibers were observed, These findings confirmed the diagnosis of localized
scleroderma, ruling out other potential differential diagnoses such as vitiligo or lichen sclerosis.
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FIGURE 4: Light microscopy of the biopsy specimens from the left
labial mucosa
A. Mild hyperkeratotic parakeratinized stratified squamous epithelium with variable thickness in addition to fibrosis
of the underlying connective tissue, (original magnification: 50x). B. Subepithelial hyalinization of hypocellular
dense amorphous eosinophilic material (indicated by the black arrow) (original magnification: 100x). C. Presence
of peri-vascular lymphocytic infiltrates (indicated by the blue arrows) (original magnification: 100x)

Following the diagnosis of localized scleroderma, the patient was prescribed triamcinolone and Dermovate
ointment for one month, as part of the treatment plan. Regular follow-up appointments were scheduled to
monitor their response to the treatment and assess disease progression.

Treatment
The patient underwent treatments in collaboration with his dermatologist that included
immunosuppressants, 15 mg once per week of Methotrexate 2.5 mg (Methotrexate SPC ®), and Elidel
(pimecrolimus MEDA, Germany ®) cream (1%) applied twice daily. The topical corticosteroids included
Kourzeq (triamcinolone acetonide, USP ®) paste 0.1% applied directly to the lips and Dermovate (Clobetasol
propionate GSK, Saudi Arabia ®) cream 0.05% applied intra-orally twice per day. Furthermore, topical

medicine has been used in conjunction with excimer laser therapy started at a dose of 50 mJ/cm2, increased

by 10 mJ/cm2, at each application, twice a week.
 
Over two months, following the treatment plan, the patient's white patch demonstrated significant progress
(Figure 5). Due to difficulty with commitment, the patient stopped using pimecrolimus cream, topical
corticosteroids, and excimer laser on his own. He continued with Methotrexate (15 mg weekly) only for
three more months. The next follow-up appointment was after six months, teeth #21 (the central) and #22
(the lateral) showed continuous progression in terms of bone resorption and recession (Figure 6), resulting
in a less favorable periodontal prognosis (Figure 7, Figure 8). The patient has fair oral hygiene, so oral
hygiene instructions were provided and scaling was done. Additionally, after consultation with his
periodontist, the suggested treatment plan was orthodontic extrusion to reposition the gingival margin,
extraction of teeth #21 and #22, bone graft, and implant placement.
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FIGURE 5: Extra-oral photograph showing a distinct improvement
following treatment

FIGURE 6: Intra-oral photo showing persistent recession and bone loss
on the involved teeth
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FIGURE 7: CBCT view
a1. Corrected coronal image of tooth #21, a2. Corrected axial image of tooth #21, a3. Corrected sagittal image of
tooth #21

b1. Corrected coronal image of tooth #22, b2. Corrected axial image of tooth #22, b3. Corrected sagittal image of
tooth #22

CBCT: cone beam computed tomography

FIGURE 8: Panoramic radiograph and periapical radiograph of the upper
anteriors
A. Periapical radiograph of the upper anteriors showing vertical bone loss on #21 and #22 and widening of the
periodontal ligament space with loss of lamina dura; B. Panoramic radiograph taken on the same day showed
sound dentition with no marginal alveolar bone loss detected on the first molars

Discussion
The presented case of morphea underscores the complex and multifaceted nature of this rare autoimmune
skin disorder [9]. Morphea is characterized by localized areas of skin hardening and thickening, typically
presenting as oval or linear-shaped lesions with variable coloration, ranging from white to reddish-brown or
purple. The exact etiology of morphea remains poorly understood, but it is thought to result from a
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combination of genetic, immunological, and environmental factors [10].

After examining more cases documented in the existing literature, it is evident that linear morphea affecting
the oral cavity generally includes the mucosal lip and upper front teeth, as observed in our case [11-13]. The
extent of gingival recession, alveolar bone loss, tongue atrophy, and tooth mobility varied among patients,
and it was related to how far the disease had progressed when first diagnosed [11-13].

The clinical features in our case align with the classic presentation of morphea, demonstrating the
diagnostic challenge it poses [9]. The diagnosis is mainly clinical, relying on the characteristic features of the
lesions and patient history [10]. This aligns with the recommendation that a histopathological examination
be considered in cases with atypical clinical features or when doubt exists about the diagnosis.

The complexity of differential diagnosis is due to the complicated clinical presentation combined with the
asymptomatic nature of the lesion, adding to the complexity of the decision-making. Morphea commonly
presents as pigmented mucosal lesions, described as scar-like or as an indurated whitish lesion [14]. These
clinical features may bear a resemblance to other persistent white patches on the oral mucosa characterized
by a plaque-like appearance such as plaque-like lichen planus, leukoplakia, chronic hyperplastic candidiasis,
and oral submucous fibrosis. Some of these conditions are recognized as premalignant lesions, adding to the
importance of a clinical assessment [15]. Lichen sclerosus et atrophicus (LSA) is an infrequently
encountered disorder of the oral cavity that usually presents clinically as a distinct white patch of the oral
mucosa-associated gingival recession, a widening of the periodontal space, a loss of periodontal attachment,
and potentially as tooth loss like our case. The microscopic features of LSA are sufficiently characteristic to
enable its distinction from localized scleroderma. However, in rare cases, overlapping histopathological
features do exist. There is epithelial hyperplasia with hyperkeratosis, focal hydropic degeneration of the
basal cells, subepithelial hyalinization, and a band-like lymphocytic infiltrate below the hyalinized area. The
subepithelial elastic fibers are reduced in LSA [16-19]. Unlike the typical presentation, our patient did not
exhibit a band-like infiltrate; instead, a noticeable perivascular lymphocytic infiltrate was apparent. For this
reason, the diagnosis of localized scleroderma was rendered.

The investigation into the malignant transformation of white lesions has been a major topic of research in
recent years. These studies have systematically identified and classified white lesions as premalignant
lesions, providing insight into their role as early indicators of progression toward malignancy. For example,
leukoplakia is a white lesion that appears in the oral mucosa. Traditionally, leukoplakia has been classified
clinically as homogeneous or non-homogeneous. In a homogeneous lesion, the lesion appears as a uniformly
white lesion with a flat (or slightly wrinkled) surface. In contrast, in a non-homogeneous lesion, it manifests
as a combination of white or red hues (commonly called “erythroleukoplakia”) with a flat, speckled, or
nodular surface [20].

The WHO’s 1978 definition delineates leukoplakia as a term employed to identify white plaques that do not
appear to be caused by any other known disease or disorder and that may or may not carry an increased risk
of cancer. Moreover, leukoplakia is a clinical term, and the histology of this lesion is non-specific,
showcasing potential features such as atrophy or hyperplasia (acanthosis). It also might or might not exhibit
epithelial dysplasia [21].

In a systematic review and meta-analysis of the malignant transformation rate by subtype, the clinical rate
of leukoplakia is underscored. The analysis reveals that 9.5% of these lesions undergo a malignant
transformation at a rate of 1.56% per year. The significant risk of malignant progression requires strict
surveillance measures and the implementation of appropriate management strategies [15].

Additionally, lichen planus is an oral potentially malignant disorder. Lichen planus is a chronic
inflammatory disease that exhibits several immune pathologies. It is a cell-mediated immune disease of an
unknown cause [21]. Mainly occurring in middle-aged persons, the incidence is higher in women. The
defining characteristic of oral lichen planus is that it appears as white papules that enlarge and coalesce to
form a reticular, annular, or plaque pattern in the presence or absence of atrophy or erosion [22]. In the same
systematic review previously referenced, lichen planus has a low risk of overall malignant transformation at
only 1.4%, undergoing a transformation rate of 0.28% annually [15]. Furthermore, another systematic review
and meta-analysis comprised 82 studies, and 26,742 patients reported a 1.14% probability of undergoing
malignant transformation for oral lichen planus. These results highlight the significance of appropriate
follow-up plans for all lichen planus patients to identify any changes in lesions that might indicate a
potential cancerous transformation [23].

Additional differential diagnoses that may exhibit similarities and clinical resemblance in presentation such
as chronic hyperplastic candidiasis, which is a prototypical oral lesion resulting from chronic Candida
infection. characterized by its typical presentation in the anterior buccal mucosa bilaterally with diffuse
margins [24,25]. There may also be frictional keratosis induced by mechanical irritation. Clinically, the
lesions may appear as indistinct areas of grayish or whitish papules and plaques. Peeling and shredded
keratin could be seen in the affected area, giving the area a macerated look [26]. Oral submucous fibrosis is a
chronic progressive scarring oral condition exhibiting a burning sensation in the mouth, stiffness of the oral
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mucosa, ulceration, and blanching of the mucosa, as well as a gradual restriction of the mouth opening [25-
27]. Oral submucous fibrosis is also known to have a significant rate of malignant transformation of 5.2%
and a yearly evolution rate of 0.98% to cancer. In the clinical diagnosis and therapy of such lesions, taking
into account this non-negligible risk of progression to cancer is essential [15]. Lastly, the snuff dipper’s
pouch usually results from the direct impact of smokeless tobacco on the oral mucosa, with a wrinkled or
fissured surface [25].

In the initial stages, both the symptoms and clinical signs, as well as the histological presentation, may lack
distinctive characteristics [28] and exhibit subtle histologic features that may resemble those observed in
psoriasis or lichen planus [28]. However, as the lesions mature, a distinct absence of elastic fibers is evident,
without the presence of a band of lymphocytes at the epithelium connective tissue junction, distinguishing
it from lichen planus [29].

The treatment of morphea is tailored to the patient's individual presentation and may include topical
corticosteroids, phototherapy, and systemic immunosuppressive agents [30].

Recent research in morphea is shifting toward patient-centered care, as reflected in this case. Patient-
reported outcomes, such as quality of life, pain, and psychological well-being, are now recognized as pivotal
endpoints in clinical trials [31]. The patient’s perspective and experience of the disease are gaining
importance in terms of guiding treatment decisions and improving overall patient care.

Additionally, genetics and biomarker research offers promise for the future [9]. Recent studies have
identified genetic susceptibility factor associations with morphea and found with the HLA class II allele
DRB1*04:04 and class I allele HLA-B*37 [2,10]. The possible presence of autoantibodies, such as antinuclear
antibodies (ANA), single-stranded DNA (SS DNA), and antihistone antibodies as biomarkers, supports a role
for autoimmune dysregulation [2,10], which may aid in early diagnosis and prediction of disease
progression. This suggests a potential avenue for more targeted and effective treatments in the future.

Limitations
Multiple treatment modalities were effective in this case but the patient faced difficulty in following the
treatment plan as a result of the combination of multiple treatments. This is why Methotrexate was the only
treatment chosen for the patient to continue with. Using multiple medications can make it challenging to
identify which one is delivering the desired effect but in this case, the dermatologist discontinued the other
medications and relied exclusively on Methotrexate, as it has appeared effective and a safe treatment option
for morphea patients [32], making it the most likely treatment responsible for the outcome.

Conclusions
This case of morphea underscores the complexity of its diagnosis and management. While the clinical
features are the primary diagnostic tool, a histopathological examination may be necessary in atypical cases.
Treatment options may vary, and the response can be unpredictable. A multidisciplinary approach to care,
including the involvement of rheumatologists and physical therapists, is essential. This case highlights the
evolving understanding of morphea with an increasing focus on patient-reported outcomes and promising
genetic and biomarker research, which may help prepare for more effective, personalized treatments in the
future.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Lama Y. Almashham, Hamad Albagieh, Rana S. Alshagroud , Bader Aldosari, Yara B.
Alburaykan , Afyaa A. Alqasem, Areen A. Alyahya, Nada I. Aboheimed, Abdullah M. Aladnan

Acquisition, analysis, or interpretation of data:  Lama Y. Almashham, Hamad Albagieh, Rana S.
Alshagroud , Bader Aldosari, Yara B. Alburaykan , Afyaa A. Alqasem, Areen A. Alyahya, Nada I. Aboheimed,
Abdullah M. Aladnan

Drafting of the manuscript:  Lama Y. Almashham, Hamad Albagieh, Rana S. Alshagroud , Bader Aldosari,
Yara B. Alburaykan , Afyaa A. Alqasem, Areen A. Alyahya, Nada I. Aboheimed, Abdullah M. Aladnan

Critical review of the manuscript for important intellectual content:  Lama Y. Almashham, Hamad
Albagieh, Rana S. Alshagroud , Bader Aldosari, Yara B. Alburaykan , Afyaa A. Alqasem, Areen A. Alyahya,
Nada I. Aboheimed, Abdullah M. Aladnan

2023 Albagieh et al. Cureus 15(12): e51202. DOI 10.7759/cureus.51202 8 of 10

javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)
javascript:void(0)


Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. King Saud University
Institutional Review Board issued approval E-23-8343. Conflicts of interest: In compliance with the ICMJE
uniform disclosure form, all authors declare the following: Payment/services info: All authors have
declared that no financial support was received from any organization for the submitted work. Financial
relationships: All authors have declared that they have no financial relationships at present or within the
previous three years with any organizations that might have an interest in the submitted work. Other
relationships: All authors have declared that there are no other relationships or activities that could appear
to have influenced the submitted work.

References
1. Distler O, Cozzio A: Systemic sclerosis and localized scleroderma—current concepts and novel targets for

therapy. Semin Immunopathol. 2016, 38:87-95. 10.1007/s00281-015-0551-z
2. Penmetsa GK, Sapra A: Morphea. StatPearls [Internet], Treasure Island (FL); 2023.

https://pubmed.ncbi.nlm.nih.gov/32644436/.
3. Sapra A, Dix R, Bhandari P, Mohammed A, Ranjit E: A case of extensive debilitating generalized morphea .

Cureus. 2020, 12:e8117. 10.7759/cureus.8117
4. Bielsa Marsol I: Update on the classification and treatment of localized scleroderma . Actas Dermosifiliogr.

2013, 104:654-66. 10.1016/j.adengl.2012.10.012
5. Temprano KK: A review of Raynaud’s disease . Mo Med. 2016, 113:123-6.
6. Fett N, Werth VP: Update on morphea. Part I. Epidemiology, clinical presentation, and pathogenesis . J Am

Acad Dermatol. 2011, 64:217-28; quiz 229-30. 10.1016/j.jaad.2010.05.045
7. Laetsch B, Hofer T, Lombriser N, Lautenschlager S: Irradiation-induced morphea: x-rays as triggers of

autoimmunity. Dermatology. 2011, 223:9-12. 10.1159/000330324
8. Teske NM, Jacobe HT: Morphea (localized scleroderma). Scleroderma. Springer, Amsterdam, Netherlands;

2017. 91-113. 10.1007/978-3-319-31407-5_8
9. Singh, B., Walter, S., Callaghan, D. J.: Autoimmune and connective tissue disease in skin of color .

Dermatoanthropology of Ethnic Skin and Hair. Springer, Amsterdam, Netherlands; 161-195. 10.1007/978-3-
319-53961-4_12

10. Kreuter A, Krieg T, Worm M, et al.: German guidelines for the diagnosis and therapy of localized
scleroderma. J Dtsch Dermatol Ges. 2016, 14:199-216. 10.1111/ddg.12724

11. Hørberg M, Lauesen SR, Daugaard-Jensen J, Kjær I: Linear scleroderma en coup de sabre including abnormal
dental development. Eur Arch Paediatr Dent. 2015, 16:227-31. 10.1007/s40368-014-0148-6

12. Niklander S, Marín C, Martínez R, Esguep A: Morphea "en coup de sabre": an unusual oral presentation . J
Clin Exp Dent. 2017, 9:e315-8. 10.4317/jced.53151

13. Baxter AM, Roberts A, Shaw L, Chapple IL: Localized scleroderma in a 12-year-old girl presenting as gingival
recession. A case report and literature review. Dent Update. 2001, 28:458-62. 10.12968/denu.2001.28.9.458

14. Tang MM, Bornstein MM, Irla N, Beltraminelli H, Lombardi T, Borradori L: Oral mucosal morphea: a new
variant. Dermatology. 2012, 224:215-20. 10.1159/000337554

15. Iocca O, Sollecito TP, Alawi F, et al.: Potentially malignant disorders of the oral cavity and oral dysplasia: a
systematic review and meta-analysis of malignant transformation rate by subtype. Head Neck. 2020, 42:539-
55. 10.1002/hed.26006

16. Jiménez Y, Bagán JV, Milián MA, Gavaldá C, Scully C: Lichen sclerosus et atrophicus manifesting with
localized loss of periodontal attachment. Oral Dis. 2002, 8:310-3. 10.1034/j.1601-0825.2002.02858.x

17. Kaur S, Thami GP, Kanwar AJ, Mohan H: Linear oro-facial lichen sclerosus. Clin Exp Dermatol. 2002, 27:467-
70. 10.1046/j.1365-2230.2002.01068.x

18. Jiménez Y, Gavaldá C, Carbonell E, Margaix M, Sarrión G: Lichen sclerosus of the oral mucosa: a case report .
Med Oral Patol Oral Cir Bucal. 2008, 13:E403-6.

19. Azevedo RS, Romañach MJ, de Almeida OP, et al.: Lichen sclerosus of the oral mucosa: clinicopathological
features of six cases. Int J Oral Maxillofac Surg. 2009, 38:855-60. 10.1016/j.ijom.2009.03.710

20. Carrard VC, van der Waal I: A clinical diagnosis of oral leukoplakia; a guide for dentists . Med Oral Patol Oral
Cir Bucal. 2018, 23:e59-64. Accessed: Medicina oral, patologia oral y cirugia bucal, 23, e59:
10.4317/medoral.22292

21. Warnakulasuriya S, Johnson NW, van der Waal I: Nomenclature and classification of potentially malignant
disorders of the oral mucosa. J Oral Pathol Med. 2007, 36:575-80. 10.1111/j.1600-0714.2007.00582.x

22. Carrozzo M, Porter S, Mercadante V, Fedele S: Oral lichen planus: a disease or a spectrum of tissue
reactions? Types, causes, diagnostic algorhythms, prognosis, management strategies. Periodontol 2000.
2019, 80:105-25. 10.1111/prd.12260

23. González-Moles MÁ, Ruiz-Ávila I, González-Ruiz L, Ayén Á, Gil-Montoya JA, Ramos-García P: Malignant
transformation risk of oral lichen planus: a systematic review and comprehensive meta-analysis. Oral
Oncol. 2019, 96:121-30. 10.1016/j.oraloncology.2019.07.012

24. Lorenzo-Pouso AI, Pérez-Jardón A, Caponio VC, et al.: Oral chronic hyperplastic candidiasis and its
potential risk of malignant transformation: a systematic review and prevalence meta-analysis. J Fungi
(Basel). 2022, 8:1093. 10.3390/jof8101093

25. Kakko T, Salo T, Siponen MK: Oral lichen sclerosus: a systematic review of reported cases and two new
cases. Int J Dermatol. 2018, 57:521-8. 10.1111/ijd.13870

26. Müller S: Frictional keratosis, contact keratosis and smokeless tobacco keratosis: features of reactive white
lesions of the oral mucosa. Head Neck Pathol. 2019, 13:16-24. 10.1007/s12105-018-0986-3

27. Chole RH, Gondivkar SM, Gadbail AR, et al.: Review of drug treatment of oral submucous fibrosis . Oral
Oncol. 2012, 48:393-8. 10.1016/j.oraloncology.2011.11.021

28. Regauer S, Liegl B, Reich O: Early vulvar lichen sclerosus: a histopathological challenge . Histopathology.
2005, 47:340-7. 10.1111/j.1365-2559.2005.02209.x

2023 Albagieh et al. Cureus 15(12): e51202. DOI 10.7759/cureus.51202 9 of 10

https://dx.doi.org/10.1007/s00281-015-0551-z
https://dx.doi.org/10.1007/s00281-015-0551-z
https://pubmed.ncbi.nlm.nih.gov/32644436/
https://pubmed.ncbi.nlm.nih.gov/32644436/
https://dx.doi.org/10.7759/cureus.8117
https://dx.doi.org/10.7759/cureus.8117
https://dx.doi.org/10.1016/j.adengl.2012.10.012
https://dx.doi.org/10.1016/j.adengl.2012.10.012
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6139949/
https://dx.doi.org/10.1016/j.jaad.2010.05.045
https://dx.doi.org/10.1016/j.jaad.2010.05.045
https://dx.doi.org/10.1159/000330324
https://dx.doi.org/10.1159/000330324
https://dx.doi.org/10.1007/978-3-319-31407-5_8
https://dx.doi.org/10.1007/978-3-319-31407-5_8
https://dx.doi.org/10.1007/978-3-319-53961-4_12
https://dx.doi.org/10.1007/978-3-319-53961-4_12
https://dx.doi.org/10.1111/ddg.12724
https://dx.doi.org/10.1111/ddg.12724
https://dx.doi.org/10.1007/s40368-014-0148-6
https://dx.doi.org/10.1007/s40368-014-0148-6
https://dx.doi.org/10.4317/jced.53151
https://dx.doi.org/10.4317/jced.53151
https://dx.doi.org/10.12968/denu.2001.28.9.458
https://dx.doi.org/10.12968/denu.2001.28.9.458
https://dx.doi.org/10.1159/000337554
https://dx.doi.org/10.1159/000337554
https://dx.doi.org/10.1002/hed.26006
https://dx.doi.org/10.1002/hed.26006
https://dx.doi.org/10.1034/j.1601-0825.2002.02858.x
https://dx.doi.org/10.1034/j.1601-0825.2002.02858.x
https://dx.doi.org/10.1046/j.1365-2230.2002.01068.x
https://dx.doi.org/10.1046/j.1365-2230.2002.01068.x
https://pubmed.ncbi.nlm.nih.gov/18587302/
https://dx.doi.org/10.1016/j.ijom.2009.03.710
https://dx.doi.org/10.1016/j.ijom.2009.03.710
https://dx.doi.org/10.4317/medoral.22292
https://dx.doi.org/10.4317/medoral.22292
https://dx.doi.org/10.1111/j.1600-0714.2007.00582.x
https://dx.doi.org/10.1111/j.1600-0714.2007.00582.x
https://dx.doi.org/10.1111/prd.12260
https://dx.doi.org/10.1111/prd.12260
https://dx.doi.org/10.1016/j.oraloncology.2019.07.012
https://dx.doi.org/10.1016/j.oraloncology.2019.07.012
https://dx.doi.org/10.3390/jof8101093
https://dx.doi.org/10.3390/jof8101093
https://dx.doi.org/10.1111/ijd.13870
https://dx.doi.org/10.1111/ijd.13870
https://dx.doi.org/10.1007/s12105-018-0986-3
https://dx.doi.org/10.1007/s12105-018-0986-3
https://dx.doi.org/10.1016/j.oraloncology.2011.11.021
https://dx.doi.org/10.1016/j.oraloncology.2011.11.021
https://dx.doi.org/10.1111/j.1365-2559.2005.02209.x
https://dx.doi.org/10.1111/j.1365-2559.2005.02209.x


29. Jensen T, Worsaae N, Melgaard B: Oral lichen sclerosus et atrophicus: a case report . Oral Surg Oral Med Oral
Pathol Oral Radiol Endod. 2002, 94:702-6. 10.1067/moe.2002.129185

30. Fett N, Werth VP: Update on morphea: part II. Outcome measures and treatment . J Am Acad Dermatol.
2011, 64:231-42; quiz 243-4. 10.1016/j.jaad.2010.05.046

31. Breitbart EW, Choudhury K, Andersen AD, et al.: Improved patient satisfaction and diagnostic accuracy in
skin diseases with a Visual Clinical Decision Support System--a feasibility study with general practitioners.
PLoS One. 2020, 15:e0235410. 10.1371/journal.pone.0235410

32. Rattanakaemakorn P, Jorizzo JL: The efficacy of methotrexate in the treatment of en coup de sabre (linear
morphea subtype). J Dermatolog Treat. 2018, 29:197-9. 10.1080/09546634.2017.1341615

2023 Albagieh et al. Cureus 15(12): e51202. DOI 10.7759/cureus.51202 10 of 10

https://dx.doi.org/10.1067/moe.2002.129185
https://dx.doi.org/10.1067/moe.2002.129185
https://dx.doi.org/10.1016/j.jaad.2010.05.046
https://dx.doi.org/10.1016/j.jaad.2010.05.046
https://dx.doi.org/10.1371/journal.pone.0235410
https://dx.doi.org/10.1371/journal.pone.0235410
https://dx.doi.org/10.1080/09546634.2017.1341615
https://dx.doi.org/10.1080/09546634.2017.1341615

	Morphea Involving the Lips and Gingiva: A Rare Case Report
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: The extra-oral photograph shows a linear, white, pale, blanched appearance involving a central portion of the vermilion border of the upper lip below the philtrum
	FIGURE 2: The intra-oral photograph shows a linear white patch involving the outer and inner surfaces of the upper lip, extending intra-orally into the marginal gingiva and obliteration of the mucolabial vestibule in relation to tooth #21
	FIGURE 3: The intra-oral photograph shows that both teeth #21 and #22 experienced recession and bone loss, but it was more pronounced in tooth #21
	FIGURE 4: Light microscopy of the biopsy specimens from the left labial mucosa
	Treatment
	FIGURE 5: Extra-oral photograph showing a distinct improvement following treatment
	FIGURE 6: Intra-oral photo showing persistent recession and bone loss on the involved teeth
	FIGURE 7: CBCT view
	FIGURE 8: Panoramic radiograph and periapical radiograph of the upper anteriors


	Discussion
	Limitations

	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


