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ABSTRACT
Morphea or localized scleroderma, primarily involves skin induration but can have significant oral and maxillofacial
implications. This article reviews the pathophysiology, clinical manifestations, diagnostic considerations and management
strategies for morphea in the context of dental health.
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INTRODUCTION

Morphea, (localized scleroderma), is a chronic autoimmune 
connective tissue disorder characterized by inflammation 
and fibrosis primarily affecting the skin and sometimes the 
underlying structures such as subcutaneous tissue, bone 
and mucosa [1,2]. Since its initial clinical descriptions, 
understanding of morphea has evolved to recognize 
various subtypes, including linear Morphea and en coup de 
Sabre, which may involve the orofacial region [3,4]. The 
disease’s clinical manifestations in the oral cavity, although 
uncommon, can lead to gingival recession, alveolar bone 
loss and mucosal sclerosis, posing challenges for dental 
practitioners [5,6].

Epidemiological data indicate an incidence ranging from 
0.4 to 2.7 cases per 100,000 individuals, with higher 
prevalence in females and children, underscoring the 
importance of early recognition and management [1,7].
Morphea is a rare connective tissue disorder characterized 
by localized skin hardening. Although its systemic form, 
scleroderma, is well-documented, the localized variant's 
impact on oral and dental health is less understood. This 
article aims to elucidate the effects of morphea on oral 
structures, emphasizing diagnostic and therapeutic 
considerations for dental professionals.

CASE PRESENTATION

A 36-year-old female with a history of morphea for four 
years. No known allergies. She was referred by dermatology 
department to dental clinics to rule out bone involvement. 
She is complaining of gingival recession and mobility related 
to lower right teeth. She is also complaining from tissue 
hardening on the right check with deep scar tissue on the 
chin.

She is following with dermatology clinics. Received 
methotrexate for approximately three years without any 
response. She also received tocilizumab injections 
(immunosuppressants medication) for around one year 
with no improvement. And has been treated with topical 
tacrolimus and topical calcipotriene betamethasone and 
emollients (Figures 1 and 2).

Figure 1: Hypopigmented atrophic patches on the 
lower check. A): Lip and chin; B): With erythema 
surrounding.
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Figure 2: Missing molars and gingival recession 
around premolars.

She had dental extraction of #45 one year ago followed 
by bone augmentation. Biopsy has been done confirming 
the diagnosis.
Extra-oral examination (Figure 1): Multiple well 
defined white-brown plaques with atrophy and erythema 
of the right check, distal mandible and chin with sever 
deformity in the chin.

Intra-oral examination (Figure 2) revealed missing 
posterior teeth and gingival recession.

Investigations done including Orthopantomogram (OPG) 
and ultrasound. No significant abnormality has been 
detected. Liver function test and lipid profile were 
normal.
Patient is not taking any active medications.
Soft tissue biopsy has been done. Diagnosis: Morphea 
plaque type. Dental diagnosis: Reduced periodontium.

Treatment involved patient education of soft tissue biopsy, 
explaining possible effects of facial morphea on the gingival 
tissue which appears clinically as hyperkeratosis and 
fibrosis of tissue.

RESULTS AND DISCUSSION

Morphea (localized scleroderma), is a rare autoimmune 
connective tissue disorder characterized by excessive 
collagen deposition in the skin, resulting in thickened, 
hard and discolored patches. Morphea mainly affects the 
skin and, in some cases, it may extend to underlying 
tissues, bones or muscles. Involvement of oral mucosa 
and teeth has been rarely reported.
Morphea can affect individuals of any age, but it is most 
commonly diagnosed in children and middle aged adults.
The precise cause of morphea is unknown, but current 
researches suggest that it involves an abnormal immune 
response leading to collagen overproduction and fibrosis. 
Several factors may contribute to morphea, autoimmune 
mechanisms: The immune system mistakenly targets the 
skin’s connective tissue. Genetic predisposition: Family 
history may increase susceptibility. Environmental 
triggers: Infections, radiation, trauma or certain 
medications have been implicated as potential triggers.

Vascular abnormalities: Blood vessel dysfunction might 
contribute to the localized inflammation and fibrosis.
The interplay of these factors results in inflammation 
followed by excess collagen deposition, leading to the 
characteristic sclerotic plaques.
In our case, the patient was living in a rural area and 
relocated to the city to access hospital follow-up after 
experiencing symptoms. Unsatisfied with the initial 
diagnosis, she continued to visit multiple dental clinics, 
believing her condition was related to her dental health, 
leading her to extract teeth unnecessarily. It wasn’t until 
she consulted the dermatology department that her 
condition was correctly identified. Up on clinical 
examination, there was no involvement of her oral 
tissues; however, she requires ongoing monitoring and 
regular dental visits to ensure comprehensive care.

Diagnosis of morphea involves medical history and 
physical exam: Evaluation of lesion appearance, distribution 
and progression. Skin biopsy: Crucial for confirming 
diagnosis, revealing thickened collagen bundles, flattened 
epidermis and an inflammatory infiltrate. Laboratory 
tests: Often normal, but autoimmune markers such as 
Antinuclear Antibodies (ANA) may be present. There is no 
specific laboratory test definitively confirms morphea.

Differential diagnosis may include: Scleroderma 
(systemic), linear dermatoses, ligament or joint-related 
conditions mimicking skin changes and other fibrosing 
skin diseases.

Currently, there is no consensus on the treatment 
approach for localized scleroderma. Various therapeutic 
strategies have been explored in clinical studies, including 
the use of topical or oral vitamin D,D-penicillamine, 
phenytoin, cyclosporine, corticosteroids, methotrexate and 
interferon therapies, along with psoralen-UVA 
photochemotherapy [8].

There is also no standard treatment for intraoral 
scleroderma. Topical calcineurin inhibitors, such as 0.1%
tacrolimus ointment, have been effective in reducing skin 
thickening, hyperpigmentation, hardness, erythema and 
contraction. According to German guidelines, using 
topical and intralesional corticosteroids for 1 to 3 months 
has yielded positive outcomes. Additionally, good results 
have been reported with the application of a vitamin D 
analogue combined with phototherapy using low-dose 
ultraviolet A1, alongside 0.005% calcipotriol ointment 
applied twice daily [9].
The diagnosis of morphea or localized scleroderma, is 
based on the rapid and advanced progression of skin 
lesions. Systemic treatment may be necessary, with 
methotrexate and steroids being the first-choice drugs. 
Therefore, evaluating disease activity and subtype is 
crucial before initiating treatment.

CONCLUSION

While morphea is a chronic condition without a 
definitive cure, individualized treatment strategies can
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help manage symptoms effectively. Consultation with
healthcare professionals specializing in dermatology is
crucial for optimal care.
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