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ABSTRACT

This article reports a case of oral lichenoid contact reaction (OLCR) in which a bilateral lesion involving the buccal
mucosa was observed. Its relevance lies on that the lesions could be misdiagnosed as an oral leukoplakia, since they
showed a typical feature of a homogeneous white plague; however, fortunately, this misjudgement was spared
because one of the lesions, on the right-buccal side, was in direct contact with an amalgam filling. Hence, the
suspicion of mucosal contact reaction was made and the patient successfully treated by amalgam replacement.
Comments on diagnosing of OLCR is also included is this report.
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INTRODUCTION

Oral mucosal contact reactions (OMCR) is not a very
common type of oral change, although the oral mucosa is
exposed on a daily basis to many potential products
capable of causing some allergic reaction.? The
amalgam filling, or better, its components, particularly
the mercury, is the most common substance in producing
OMCR. The reason is the long contact of amalgam
fillings with oral surfaces, which, eventually, may trigger
an oral mucosal reaction. Due to its delay nature, this
process falls in the category of a type 1V, cell-mediated,
hypersensitivity ~ reaction, also  called delayed
hypersensitivity.>* Concerning the particular event of a
contact reaction to amalgam, the mucosal changes are
called oral lichenoid contact reactions (OLCR) due to its
similarity, both clinical and histopathologically, to the
idiopathic oral lichen planus.**

At times, the clinical evaluation of hypersensitivity
reaction poses some difficulty because lesions, very

often, do not follow a specific clinical pattern. It helps the
diagnosis when a lesion is in direct contact with amalgam
restoration; otherwise, the investigation requires a very
sharp mind. This report describe a case showing in the
patient a combination of a contact lesion to amalgam
filling and another of more subtle recognition as OLCR.

CASE REPORT

A 28-year-old Brazilian-African woman was referred to
our oral medicine clinic for evaluation of white patches
on her oral mucosa. She was not aware of these lesions
until her dental surgeon had noticed them and asked her
to come to our clinical facility. Oral examination showed
white plaques on both buccal mucosa. At the right side,
there was a clear contact of the lesion with an extensive
amalgam filling. On the left side, there was also amalgam
filling but not in direct contact with the lesions (Figure
1A and B). There was no sign of erythematous areas in
combination with white patches. Some small areas of
physiological melanin pigmentation can also be seen. On
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medical records, she reported allergies to seafood,
jewelry and dypirona.

Figure 1 (A and B): The clinical presentation showing

Figure 1 (C and D): Shows great improvement with
the remission of the lesion on the buccal right side and

substantial reduction of the lesion’s size on the left

side after the amalgam replacement, within 3-month

white patches resembling leukoplakia lesion. On the foll
buccal right side, however, there is a clear contact of oflow-up.
the lesion to the amalgam filling.
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Figure 2: The Brazilian standard skin test showing positivity only for nickel sulphate (blue arrow) but negative for
thiomersal.

As a diagnosis of OLCR was very likely, a biopsy was at
this point deemed unnecessary. In order to investigate the
patient’s profile to some skin test, she was referred to a
dermatological center for a standard skin-patch test,

which revealed a positivity only to nickel sulphate
(Figure 2). Later on, after her consent, she had their
amalgam filing replaced by nonmetallic dental
restorations. The clinical aspects have improved
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substantially after 3 month following the amalgam
replacement (Figure 1C and D).

DISCUSSION

Lesions characterized as OLRC appear to be the result of
cell-mediated contact hypersensitivity that which occurs
in susceptible individuals, who have been sensitized
through long exposure to mercury, a component of the
amalgam dental fillings. According to the studies, OLCR
develops through a trans-epithelial route of entrance of
the metal haptens released from amalgam filling.>®

Most importantly, however, is the clinical recognition of
OLCR. This is not something that can often easily be
made, except for cases in which the lesion is direct
contact with the amalgam filling, as it was seen this
patent on her right buccal mucosa.**’

In general, OLCR or, broadly, OMCR, do not exhibit a
distinctive clinical pattern. They can appear as an oral
lichen planus-like lesion, or as a diffuse erythematous
lesion along with white patches or, even, as painful
ulceration.® A manifestation of an OLCR as leukoplakia
lesion, seen in the present case, is not anything unusual,
but it may mislead the clinician in considering as a true
leukoplakia, instead of a contact stomatitis, and rendering
it a wrong clinical intervention. In case in which may
linger some doubts to differentiate between OLCR and
leukoplakia on a clinical basis, a biopsy is able to rule out
a leukoplakia lesion as, for OLCR, the histopathological
feature is histopathologic findings are not specific; they
show inflammation in lamina propria with lymphocytes
and plasma cells, hyperkeratosis and acanthosis,
resembling to lichenoid reactions lichenoid reaction,
which, by a diagnosis standard, can definitely exclude
leukoplakia.*®

The treatment of a contact stomatitis is the removal of the
causal agent (in the present case was the amalgam). In
some instances, however, the agent associated with the
oral lesion is not apparent, and it becomes a challenge for
clinicians. In this respect, some authors suggest the skin-
patch test in order to confirm the allergy. Nevertheless,
they have pointed to some difficulties of this test, such as
the analysis of the positive result and the requirement of a
multidisciplinary team, besides the risk of false negative
results. In this present case, the skin test was only
positive for nickel sulphate but negative for thiomersal, a
substance that contain some amount of mercury.
Therefore, reinforcing some previous report that even in

very clear cases (as was this present one) in which there
is a direct contact of lesion to amalgam filing, the skin-
patch test may result negative for mercury.>>’

Finally, invasive and expensive investigation using skin-
patch test is recommended only for cases in which
extensive dental filling rehabilitation would be necessary
in order to observe is the lesion suspect of being a
hypersensitivity reaction would disappear after amalgam
replacement.
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