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Introduction

There are various autoimmune disorders of oral cavity. One 

among them is mucous membrane pemphigoid (MMP) 

which can present with variety of clinical manifestations 

including both oral and skin lesions. The most common 

manifestation seen is desquamative gingivitis which can be 

suggestive of a systemic disease. The following case, 

reports a patient showing MMP as well as skin lesions due 

to contact dermatitis caused by occupational exposure to 

tobacco.

Case Report

A 53 year old female patient who is under thyroid therapy 

(thyronorm 75µg) reported to the department with the 

chief complaint of burning sensation in gums on 

consumption of hot and spicy food since one week. The 

patient was well built and nourished with no other 

systemic condition. The patient also reported with a history 

of working in a beedi rolling factory (tobacco maker). She 

had noticed the presence of ulcerations in her palate over 

the period of six months that regresses on its own and 

recurs after few days and she also presented with the 

peeling of the skin of the under surface of the foot, thumb 

and scalp since 4- 5 months for which  she was on 

alternative medication(fig 1,2,3). On intra oral 

examination, patient had a fair oral hygiene with 

generalized gingival recession and an erosive lesion was 

noticed on the posterior hard palate corresponding to the 

palatal mucosa in the region of right upper molars,  

measuring around 0.5 x 0.5 cm in dimensions, with 

erythematous borders and slough (fig 4). The lesion was 

non tender on palpation and did not bleed on touch. The 

marginal gingiva in relation to the maxillary and 

mandibular anteriors appeared erythematous and 

desquamated and the Nikolsky's sign was negative. Hence 

a provisional diagnosis of chronic generalized periodontitis 

and erosive lichen planus of right side posterior hard palate 
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with desquamative gingivitis of maxillary and mandibular 

labial mucosa was given. Exfoliative cytology was done and 

a thorough scaling and root planing along with palliative 

treatment was given. Patient was referred to dermatology 

for the diagnosis of skin lesions and was recalled after a 

week. After a week the symptoms persisted and patient 

continued to present with same clinical findings. Hence 

incisional biopsy was taken from the gingiva of the right 

upper molar for histopathological examination. The 

histopathological section showed the presence of stratified 

s q u a m o u s  o r t h o ke rat i n i s e d  e p i t h e l i u m  w i t h  

hyperkeratosis (fig 5). The epithelium appeared to be 

separated from the underlying connective tissue 

suggestive of a split at the interface with an intact 

basement membrane. Direct Immunofluorescence was 

further advised for the confirmation of vesiculobullous 

lesions which showed a linear pattern of Ig G, C3 and 

fibrinogen in the basement membrane (fig 6). Correlating 

with the clinical, histopathological and Direct 

immunofluorescence examination, a diagnosis of Mucous 

Membrane Pemphigoid was confirmed. The dermatologist 

confirmed  skin lesion was irritant contact dermatitis.The 

patient was put on topical steroids, 0.1% Triamcinolone 
Racetonide (Tenovate ) thrice daily for the gingival lesion 

?  and was recalled after a week. Triben B cream and 

cetrizine for dermal lesion was given. The mucosal and skin 

lesion reduced significantly within a month of follow up(fig 

7,8,9).Then patient was referred to department of 

prosthodontics for prosthetic rehabilitation and the 

patient is kept on a regular follow up.

Figures 1 : Lesion on feet

Figure 2 : Lesion on scalp

Figure 3 : Lesion on thumb

Figure 4 : Palatal Lesion

Figure 5 : Histopathology
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can exhibit a positive “Nikolsky's sign”with epithelial 
2sloughing and exposure of bleeding surfaces  but it was 

negative in the present case. Oral lesions rarely heal by 
1scarring . The case reported here had only oral mucosal 

manifestations. Ocular involvement and the rest of the 

clinical features were absent.

 Definitive diagnosis of Mucous Membrane Pemphigoid is 

done on the bas is  of  h istopathologica l  and 

immunofluorescence examinations. Histologically, it is 

characterized by the presence of subepidermal vesicles 
4,2and bullae with no evidence of acantholysis . The 

basement membrane appears to be detached from the 

underlying connective tissue with a sub- epithelial cleft. 

Direct Immuno fluorescence (DIF) features shows the 

Discussion

Mucous membrane pemphigoid presents with mucosal 

involvement at multiple sites with occasional skin 
1involvement . Oral mucosal involvement is most common, 

present in about 85% of the patients followed by ocular 

conjunctiva (65%), nasal mucosa (20-40%), skin (25-30%), 

anogenital area and pharynx (20%), larynx and oesophagus 
1(5-15%) . The most common oral manifestation is 

2 desquamative gingivitis which can also be seen in erosive 
3lichen planus  which lead us to the provisional diagnosis in 

the present case. A compliment mediated antibody 

induced process results in the detachment of epithelium 

from the underlying connective tissue within the basement 

membrane zone which can either be due to direct cytotoxic 
1effects or by the action of lysosomal proteolytic enzymes .          

Patients usually present with burning sensation, with 

gingival erythema and loss of stippling. Presence of a 
2,6vesicle, bullae or ulceration can also be noticed . Patients 

Figure 6 : Immunofluorescence

Figure 7 : Healing after 7 days.

Figure 8 : Healing after 7 days

Figure 9 : Healing after 7 days
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presence of tissue bond basement membrane zone 

antibodies with a liner deposition of Ig G, Ig A, and C3 at the 
4, 2basement membrane . The immunologic tolerance to 

structural proteins is lost in the basement membrane zone 
1that leads to the development of auto antibodies .The 

histopathological and immunofluorescence reports of the 

present case also had the similar presentation.  

Management depends upon the location, severity and rate 

of progression of the disease. The first international 

consensus on MMP had categorized the patients into “low 
5, 6risk” and “high risk” depending on the sites involved . Low 

risk patients are those having only oral mucosal and skin 

involvement, similar to the present case. Such patients are 

treated with topical corticosteroids like 0.1% triamcinolone 

acetonide, 0.05% fluocinolone acetonide, or 0.05% 
2, 7clobetasol propionate for 3-4 times a day for 9-24 weeks . 

Similarly, the present case has also been treated with 0.1% 

Tenovate ®  (0.05% clobesatol propionate) three times a 

day for two weeks and is kept on a regular follow up.

The skin lesion presented here was different from the skin 

lesions associated with mucus membrane pemphigoid as 

they commonly occur in head and neck region. 

Occupational exposures to exogenous agents are the most 

common cause of irritant dermatitis. Similarly our patient 

presents with a history of working in a beedi rolling factory. 

Resolution of the lesion was observed once the exposure to 

the occupational hazard was reduced. In this case the 

contact dermatitis was mainly caused due to tobacco, 
8hence the term tobacco dermatitis.

The earliest reports of tobacco dermatitis are anecdotal 

only. Blaisdell (1924) described a middle aged male cigar 

roller with a work-related hand dermatitis and Davis (1924) 

a 56-year-old cigar salesman with an episodic hand 
8dermatitis, which spread to his face and trunk . 

Only 2 studies analyzing the relationship between mucosal 

pemphigoid and smoking have been published, neither of 
9,10 which found any significant association .Hence a 

diagnosis of irritant dermatitis depends on careful clinical 

examination, patient history and assessment of exposure 

to irritants including occupational and non-occupational 

exposures. 

Conclusion

MMP can present with a variety of clinical manifestations 

including skin lesions. Till date there has not been any 

documented cases showing an association of tobacco and 

its affect on autoimmune disorders like vesiculobullous 

lesions. Proper history taking and a thorough 

histopathological examination plays a key role in the 

diagnosis. Further research and studies have to be 

conducted and more emphasis should be given in order to 

find a possible causal association between mucous 

membrane pemphigoid and tobacco dermatitis.

References
1. Xu H-H, Werth VP, Parisi E, Sollecito TP. Mucous Membrane 

Pemphigoid. Dental clinics of North America. 2013; 57(4):611-30.
2. Hasan S, Kapoor B, Siddiqui A, Srivastava H, Fatima S, Akhtar Y. Mucous 

membrane pemphigoid with exclusive gingival involvement: Report of 
a case and review of literature. J Orofac Sci 2012; 4:64-9.

3. Neville WB, Damm DD, Allen CM, Bouquot JE. Oral and Maxillofacial 
Pathology. 3rd ed. Elsevier; 2009. p. 771-74.

4. Shafer EG, Hine MK, Levi BM. A textbook of Oral Pathology.6th Ed (R 
Rajendran, Sivapathasundaram). Philadelphia: WB Saunders; 2009. 
P.822-25.

5. Chan LS, Ahmed AR, Anhalt GJ, Bernauer W, Cooper KD, Elder MJ, et al. 
The first international consensus on mucous membrane pemphigoid: 
Definition, diagnostic criteria, pathogenic factors, medical treatment, 
and prognostic indicators. Arch Dermatol 2002;138:370-9.

6. Vijayan V, Paul A, Babu K, Madhan B. Desquamative gingivitis as only 
presenting sign of mucous membrane pemphigoid. J Indian Soc 
Periodontol 2016;20:340-3.

7. Knudson RM, Kalaaji AN, Bruce AJ. The management of mucous 
membrane pemphigoid and pemphigus. Dermatol Ther 2010;23:268-80.

8. R. J. G. Rycroft .Tobacco dermatitis .British Journal of Dermatology 
(1980) 103, 225 .

9. Silverman S, Gorsky M, Lozada-Nur F, Liu A. Oral mucous membrane 
pemphigoid. A study of sixty-fivepatients. Oral, Surg, Oral, Med, Oral, 
Pathol.1986;61:233-7. 

10. Alexandre M, Brette MD, Pascal F, Tsianakas P, Fraitag S, Doan S, et al. A 
prospective study of upper aerodigestive tract manifestations of 
mucous membrane pemphigoid. Medicine (Baltimore). 2006;85:239-
52.




