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ABSTRACT 

Autoimmune diseases comprise a heterogeneous group of chronic inflammatory disorders characterized by dysregulation of 
innate and adaptive immune responses, leading to tissue damage and progressive multisystem involvement. Early diagnosis 
remains challenging because these conditions often develop gradually and initially present with nonspecific systemic 
symptoms. The oral cavity represents an important yet frequently underrecognized diagnostic site due to its unique 
immunological environment, including rapid epithelial turnover, rich vascularization, constant antigen exposure, and 
complex microbiota. 
In many patients, early autoimmune activity manifests first as oral mucosal lesions, salivary gland dysfunction, gingival 
abnormalities, or characteristic inflammatory patterns before more typical systemic signs appear. This review summarizes 
the oral manifestations associated with major autoimmune diseases, including Sjögren’s syndrome, systemic lupus 
erythematosus, oral lichen planus, pemphigus vulgaris, mucous membrane pemphigoid, inflammatory bowel disease, 
systemic sclerosis, psoriasis, and celiac disease, and discusses their immunopathological basis. 
The paper highlights the critical role of dental professionals in early detection and emphasizes the importance of 
interdisciplinary collaboration among dentists and medical specialists. Strengthened medical–dental cooperation may 
improve diagnostic accuracy, reduce delays in treatment initiation, and contribute to better overall patient outcomes. 
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Introduction 

Autoimmune illnesses comprise a varied group of more than eighty known diseases marked by erratic 

immunological response towards body tissues. These situations result from failure of central and peripheral 

self-tolerance mechanisms to control autoreactive T and B lymphocytes. Therefore, the immune system 

mistakenly targets self-antigens, which causes chronic inflammation, gradual organ damage, and reduced 

performance of the targeted tissues. Autoimmune disorders are a major public health issue as their incidence 

has continuously risen over the last two decades. According to current epidemiological research, 5–8% of the 

world's population is afflicted; women make up roughly 80% of those found to have systemic autoimmune 

diseases. This obvious sex difference highlights the need of genetic, hormonal, and environmental factors in 

pathophysiology. 

Though the clinical manifestations of autoimmune disorders vary greatly, they share basic 

immunopathological themes. These range from aberrant T-cell signalling, polyclonal B-cell activation, 

synthesis of pathogenic autoantibodies, complement activation, and release of pro-inflammatory cytokines 

including TNF-α, IL-6, IL-17, and interferons. These mechanisms cause chronic inflammatory 

microenvironments over time, which damage normal tissue structure, speed cellular turnover, and impair 

physiological function. Frequently impacted organs include the kidneys, skin, gastrointestinal tract, connective 

tissues, blood vessels, and salivary glands. One anatomical region frequently disregarded, nevertheless among 

the earliest damaged, is the oral cavity. 

Highly specialised immunological interface the oral cavity is always exposed to mechanical stresses, 

dietary elements, airborne allergens, and a wide microbiome. Oral tissues have a lot of blood vessels, a lot of 

cells that show antigens, and a lot of epithelial renewal, which makes them very likely to get inflamed or cause 

an autoimmune disease. Changes in immune function quickly affect salivary glands, gingival tissues, the oral 

mucosa, and periodontal structures, sometimes causing noticeable clinical symptoms well before systemic ones 
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become visible. For instance, early indicators of Sjögren's syndrome, systemic lupus erythematosus, 

pemphigus vulgaris, or inflammatory bowel disease may be chronic xerostomia, desquamative gingivitis, 

repeated ulcerations, or aberrant mucosal fragility. 

Even though these symptoms are helpful for diagnosing problems, most healthcare systems don't have 

good coordination between dental and medical care. Few people get routine oral checkups during a systematic 

assessment, even if many patients see several doctors before they find out what's wrong. Conversely, dentists 

often see early indicators of autoimmune activity but may not have set up referral channels to medical 

specialists. Diagnostic delays, patient suffering, and disease progression all benefit much from this disparity. 

Research have revealed that for diseases including Sjögren's syndrome, pemphigus vulgaris, or Crohn's disease, 

the time between first symptom appearance and confirmed diagnosis typically spans more than several years. 

Understanding these difficulties, contemporary literature more and more stresses the critical function 

dental experts play not only in oral care but also in spotting systemic disorders. Often the first health 

professionals to notice minute changes in gingival resiliency, salivary gland function, or mucosal look are 

dentists. Early diagnosis is considerably more possible when these results are framed inside a wider medical 

viewpoint and presented clearly to doctors. Better interdisciplinary cooperation can significantly affect patient 

outcomes by allowing timely systemic treatment, avoiding irreversible problems, and raising general quality 

of life. 
The purpose of this review is therefore threefold: 

(1) to provide a comprehensive overview of the oral manifestations associated with major autoimmune 

diseases; 

(2) to explain the underlying mechanisms linking systemic autoimmunity to oral pathology; 

(3) to underscore the clinical importance of early recognition and interdisciplinary management. 

Through this lens, the review positions the oral cavity as a powerful diagnostic tool—one that, when 

utilized effectively, can greatly reduce diagnostic delay and serve as a cornerstone of comprehensive 

autoimmune disease care. 

 

Methodology 

Particularly emphasis was given to high-quality systematic reviews, meta-analyses, and clinical trials 

on the link between autoimmune illnesses and oral symptoms, this review drew from PubMed, Scopus, Web 

of Science, and Google Scholar. Only English-language papers related to autoimmune-related changes in the 

oral cavity were included. The search terms were “autoimmune diseases,” “oral manifestations,” “oral mucosal 

lesions,” “Sjögren's syndrome,” “pemphigus vulgaris,” “oral lichen planus,” “systemic lupus erythematosus,” 

“Crohn's disease oral lesions,” and “interdisciplinary diagnosis.” 

 

Oral Symptoms of Autoimmune Diseases 

Autoimmune diseases differ widely in their systemic course, organ involvement, and prognosis, yet a 

striking number of them share a marked tendency to affect the oral cavity. This is not accidental but reflects 

the unique biological properties of oral tissues. The oral mucosa is thin, highly vascularized, and constantly 

renewed; salivary glands secrete complex fluid with immune, lubricating, and antimicrobial functions; and 

periodontal tissues are in permanent contact with microbial biofilms. Together, these elements create an 

environment in which even subtle changes in immune regulation can manifest clinically. For some patients, 

oral abnormalities are the main complaint for months or years, even when systemic symptoms are mild or 

attributed to stress, aging, or medication side effects. Understanding these oral patterns is therefore essential 

for clinicians who aim to detect autoimmune diseases as early as possible. 

 

Sjögren’s Syndrome 

Given their especially high association with oral symptoms, Sjögren's syndrome is especially relevant 

in dental practice among the autoimmune disorders. It is marked by immune-mediated breakdown of the 

salivary and lacrimal glands, which causes dryness in the mouth and eyes. From the patient's point of view, 

the first sign is usually a constant feeling of dry mouth, which is not just a need to drink more water but also a 

feeling that food sticks to the oral surfaces, that swallowing dry foods like bread or crackers needs a lot of 

water, and that speaking for a long time becomes uncomfortable. Many patients stay away from particular 

foods, divide meals into tiny portions, or always have a bottle of water with them—without necessarily 

understanding that these actions show underlying illness. 
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The oral mucosa might look red, sticky, or lifeless when inspected. The tongue may have a smooth, 

depapillated, and fissured surface, and there may be practically no noticeable salivary pooling in the mouth's 

floor. Gentle palpation of large salivary glands by the doctor results in slow, little, or entirely nonexistent saliva 

expression. Severe hyposalivation causes widespread caries over time, especially on the cervical and root 

surfaces, and creates a typical pattern of carious lesions in people who would otherwise be at low risk. 

Particularly prevalent is candidiasis, which manifests as erythematous patches on the tongue's dorsum or palate 

or pseudomembranous plaques that may be easily removed. Patients could express concerns about taste 

changes, scorching sensations, or persistent halitosis unresponsive to standard dental hygiene techniques. 

Another crucial clinical indication is parotid gland enlargement, either transient or persistent. Usually 

painless, this swelling might sometimes come with fullness or pain. Dentists who see unexplained xerostomia 

coupled with parotid swelling or reoccurring infections should seriously consider Sjögren's syndrome as a 

possible diagnosis and suggest thorough examination as these characteristics can show up long before 

immunological tests show positive. Early diagnosis is essential for preserving general health as well as for 

controlling systemic problems as renal disease, pulmonary involvement, arthralgia, and the elevated lymphoma 

risk. From this angle, focusing on oral variations is a maybe life-saving action rather than only a question of 

regional convenience. 

 

Systemic Lupus Erythematosus 

SLE (systemic lupus erythematosus) is a typical multisystem autoimmune disease with oral symptoms 

making up a major part of its clinical spectrum. SLE's mucosal lesions range greatly and can be misleading. 

Many patients exhibit plaquelike lesions resembling lichen planus, erythematous patches, or shallow 

ulcerations with whitish or keratotic borders. Though they might occasionally damage the tongue or lips, they 

most frequently show on the gingiva, buccal mucosa, and hard palate. Underrecognition is enhanced by the 

typically asymptomatic or just somewhat symptomatic nature of these lesions. Their temporal association with 

systemic flares, however, provides a crucial diagnostic hint: sufferers might remark oral lesions get worse 

when fatigued, experience joint discomfort, fever, or elevated skin irritation. 

Petichiae, angular cheilitis, and a stinging feeling across the tongue or whole oral cavity are additional 

oral signs of SLE. Gingival inflammation can be quite severe even in the absence of rather small plaque 

accumulations, implying that systemic immune dysregulation is more significant than regional influences 

acting alone. Moreover, the medications used to treat SLE, including corticosteroids, antimalarials, and 

cytotoxic drugs, might cause mucous thinning, impaired wound healing, and secondary infections. The dental 

expert therefore has to understand oral results in light of treatment and illness. Regular contact with the treating 

rheumatologist helps to modify systemic treatment in cases when oral lesions are especially bad or keep 

coming back. 

SLE patients need to have their dental treatment planned very carefully because they are more likely to 

get heart disease, osteoporosis, and infections. Invasive treatments should be planned once a patient's immune 

state and drug profile are considered in pre- and post-operative instructions. Furthermore, systemic disease 

should be stable when these treatments are done. Recognition of oral lesions in this context serves as a 

diagnostic instrument and a sign of control over underlying illness. 

 

Oral Lichen Planus 

Oral lichen planus (OLP) is particularly important at the boundary between immunology, dental 

medicine, and dermatology. Largely mediated by T lymphocytes targeting basal keratinocytes, it is a chronic 

inflammatory disorder causing apoptosis and disturbance of the epithelial–connective tissue boundary. 

Although there is some argument about whether OLP should be considered a typical autoimmune disease, it 

is included in this review because it lasts a long time, is caused by the immune system, and often happens with 

other autoimmune diseases. 

OLP has a number of clinical presentations. Most often found in the buccal mucosa, the reticular type 

is usually bilateral and distinguished by delicate, white, lace-like lines called Wickham's striae. Retarular OLP 

patients could be totally symptom-free; occasionally, lesions are discovered by accident during regular dental 

checks. By contrast, the erosive and atrophic kinds are painful and have more clinical importance. Erosive 

lesions show up as patchy, crimson areas with a hole in the middle, usually surrounded by white lines. They 

could impact the tongue, gums, buccal mucosa, and sometimes even the lips. The clinical picture of 

desquamative gingivitis—very red, fragile tissue with spontaneous bleeding and significant pain while tooth 

brushing—results from gingiva being affected. 
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From a pathophysiological perspective, OLP shows a continuous immune response in which cytotoxic 

T cells target basal keratinocytes showing either changed self-antigens or outside haptens. Multifactorial and 

including hereditary susceptibility, mental stress, some drugs, liver disease, or exposure to dental materials are 

the triggering factors. Though somewhat low in absolute numbers, especially importantly, long-lasting erosive 

or atrophic OLP has a higher risk of malignant change to oral squamous cell carcinoma. Patients thus need 

frequent follow-up, picture documentation of lesions, and biopsy of any suspect sites altering in size, texture, 

or colour. 

Usually in the form of gels, creams, or mouth rinses given directly to lesions, topical corticosteroids 

continue to be the main treatment. Consideration may be given in intractable circumstances to calcineurin 

inhibitors or other immunomodulatory drugs. In addition to medication, effective pain management, thorough 

plaque control, and avoidance of irritants like alcohol and tobacco are crucial supplements. Olp is a paradigm 

disease for dentists and doctors both as it shows how sustained immune activation in the oral mucosa affects 

local function as well as general risk. 

 

Pemphigus Vulgaris 

Pemphigus vulgaris is a maybe lethal autoimmune blistering condition that often initially shows in the 

mouth cavity. Its etiology is driven by autoantibodies aimed at desmoglein-3, and occasionally desmoglein-1, 
which are major elements of desmosomes answerable for keratinocyte attachment. Targeting these chemicals 

causes intercellular junctions to fail, which leads to intraepithelial blister formation. Since the oral mucosa's 

epithelium is thin and prone to mechanical stress, it is frequently the first location damaged. 

Usually, patients show uncomfortable erosions rather than entire blisters since the latter break quickly 

because they are weak. Often accompanied by a burning feeling or excruciating discomfort that impairs 

speaking, eating, swallowing, and oral hygiene, lesions can compromise the buccal mucosa, soft palate, tongue, 

labial mucosa, and gingiva. Some patients say their lesions started as tiny blisters that would readily bleed 

when they brushed their teeth or chewed something, leaving open, bleeding surfaces. Usually present and quite 

indicative of pemphigus is positive Nikolsky's sign, in which mild pressure on perilesional mucosa causes 

superficial sloughing. 

Since early indications of pemphigus vulgaris can stay limited to the mouth for weeks or months, dentists 

are typically the first medical professionals to find the condition. Common misdiagnosis as aphthous stomatitis, 

traumatic ulceration, or candidiasis can cause improper topical treatments that prolong suitable systemic 

therapy. Therefore, one should be suspicious of persistent, widespread, erratic erosions that, even with standard 

treatment, do not heal or return. In such cases, early referral for direct immunofluorescence staining and biopsy 

is quite important. Usually, histopathology shows acantholysis-related suprabasal clefting; 

immunofluorescence reveals intercellular IgG and complement components. 

Patients who are diagnosed with this disease are often treated with corticosteroids and other medicines 

that either suppress the immune system or are biological, such as azathioprine, mycophenolate mofetil, or 

rituximab. While these treatments have significantly raised survival rates, they also make one more prone to 

infections and affect mouth healing. Dental experts have to modify therapy plans as necessary, reduce trauma, 

control opportunistic infections, and work closely with immunologists or dermatologists. 

 

Mucous Membrane Pemphigoid 

Another autoimmune blistering condition, mucous membrane pemphigoid (MMP), differs from 

pemphigus vulgaris in that it attacks the basement membrane zone instead of intercellular junctions. 

Autoantibodies target structural proteins like BP180 (type XVII collagen) or laminin-332, which causes 

subepithelial blisters to form. Clinically, this causes more resistant blisters that can linger for some time before 

they break. One of the main sites of involvement is the oral cavity, especially the gingiva. 

Patients with MMP often have desquamative gingivitis, which is when the gums are red and swollen, 

the skin peels off, and the gums are sore. Unlike basic plaque-induced gingivitis, the inflammation is out of 

proportion to the degree of biofilm buildup, and the tissues seem weak even with light pressure. Furthermore 

possible effects on the palate, buccal mucosa, and other mucous surfaces are blisters and erosions. Particularly 

in extraoral locations such the conjunctiva, where fibrosis may result in symblepharon formation and perhaps 

significant vision loss, repeated cycles of blistering and healing can cause scarring. 

Since oral symptoms of MMP could come before ocular or other mucosal involvement, dentists are quite 

important in early diagnosis. Persistent desquamative gingivitis unresponsive to standard periodontal treatment 

should not be dismissed as "refractory inflammation" but rather investigated for possible autoimmune 
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blistering disease. Direct immunofluorescence biopsy from perilesional tissue is crucial for differentiating 

MMP from pemphigus vulgaris and from other immune-mediated disorders including erosive lichen planus. 

Treatment usually starts with systemic or high-potency topical corticosteroids taken with other 

immunosuppressant medicines. Early identification and multidisciplinary interaction with ophthalmologists 

and dermatologists are essential to avoid permanent scarring and functional impairment. 

 

Inflammatory Bowel Disease (IBD) 

Often, inflammatory bowel disease, which includes Crohn's disease and ulcerative colitis, causes 

changes in the oral cavity that can either come before or mirror the severity of general inflammation, before or 

without gastrointestinal symptoms. Oral results hence frequently offer early, clinically relevant indications that 

could greatly cut the diagnosis time, especially in young patients who have not yet exhibited typical abdominal 

symptoms. Reflecting its typical granulomatous inflammatory pattern, the spectrum of oral anomalies is quite 

wide and unique among those with Crohn's disease. 

In Crohn's disease, the mucosa may show a cobblestoned look. Nodular thickening and deep fissuring 

produce an uneven surface that resembles the mucosa in the intestines. Usually seen on the buccal mucosa or 

along the labial vestibule, these changes are sometimes followed by discomfort or a feeling of mucosal 

thickness. Another characteristic sign is linear ulcerations. Following the line where the teeth come into contact 
with the mucosa, these lesions often arise along the buccal vestibule or lateral tongue. Unlike recurring 

aphthous ulcers, which usually resemble circles or ovals, Crohn's disease ulcers are long, well-defined, and 

usually more difficult to heal. 

Patients might also get mucosal tags, which are tiny fleshy projections that can appear on the lips, 

vestibule, or buccal mucosa. Though harmless, their presence usually points to granulomatous inflammation 

below. Another typical expression is granulomatous cheilitis, which manifests as ongoing lip swelling that 

varies but seldom completely disappears. Often misunderstood for allergies or angioedema, this swelling could 

be either unilateral or bilateral. Granulomatous lip swelling is a major sign of orofacial Crohn's disease when 

it coexists with linear ulcerations or mucosal tags. 

Malabsorption of iron, folate, or vitamin B12 causes nutritional shortages that aggravate other oral 

problems including angular fissures and a smooth, depapillated tongue. Especially in youngsters and teenagers, 

the persistence of these traits should make dental practitioners wonder whether they might be signs of an early-

stage inflammatory bowel disease. 

While ulcerative colitis causes fewer particular oral signs, a rare lesion called pyostomatitis vegetans is 

highly linked with the condition and regarded pathognomonic. It presents as several little pustules against a 

red backdrop, occasionally showing typical "snail-track" patterns. Though rare, finding these lesions should 

spur a prompt gastroenterological evaluation since they provide a clear indication of underlying disease activity. 

Aside from disease-specific lesions, many IBD patients get long-term immunosuppressive therapy, 

including corticosteroids, azathioprine, methotrexate, and several biologic medicines, which raises sensitivity 

to opportunistic infections, changes mucosal healing, and could lead to oral discomfort and repeated ulceration. 

Dental professionals must therefore work closely with gastroenterologists to guarantee safe and efficient care, 

including monitoring for candidiasis, assessing mucous integrity before dental operations, and giving thorough 

oral hygiene instructions to reduce the side effects of systemic therapy. 

 

Systemic Sclerosis 

Scleroderma—also known as systemic sclerosis—is a complicated autoimmune connective tissue 

disorder characterized by excessive collagen deposition, microvascular abnormalities, and progressive fibrosis 

impacting the skin and internal organs. One of the most severely affected areas is the oral cavity; changes here 

can be difficult for both patients and doctors. Often among the first medical practitioners to see these changes 

are dentists; several of these changes considerably affect everyday functioning. 

Microstomia—which is a decrease in oral opening brought on by increasing fibrosis of the perioral 

tissues—is among the first and most distinctive results. Many patients complain of having trouble opening 

their mouth wide, which makes it hard to eat, talk, brush their teeth, and get regular dental care. Poor flexibility 

can cause the lips to seem tight and thin, with radial wrinkles all around the mouth. This tightening 

progressively causes functional limits, which increases the technical difficulty of operations including 

endodontic therapy, restoration work, or impression taking. 

Many people also have limited mandibular movement, sometimes together with stiffness or discomfort 

in the area of the temporomandibular joint. The fibrosis affecting oral tissues extends to the mucosa, which 
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may appear pale, stiff, and less flexible. These developments lead to pain, problems chewing, and overall oral 

constraint. 

Another major sign of systemic sclerosis is salivary gland involvement. Decreased salivary flow and 

xerostomia from fibrosis of the salivary glands raise caries risk, weaken taste perception, and increase 

susceptibility to opportunistic infections including candidiasis. Some patients may say they feel like their 

mouth is always dry, like it's burning, or that they can't eat spicy or acidic foods. Since xerostomia compromises 

the protective function of saliva, these people are quite prone to fast developing caries, especially around the 

root surfaces and cervical margins. 

Resorption of the mandibular angle is a very clear radiographic marker linked to systemic scleroderma. 

Its discovery, albeit not found in every patient, can be a helpful early indication especially when paired with 

mucosal stiffness and small mouth. Dentists who see these X-ray results in people who haven't been diagnosed 

with anything should think about systemic sclerosis as a possible diagnosis and send the patient to see a 

rheumatologist. 

Quality of life is largely determined by the oral symptoms of systemic sclerosis. A cycle of limited oral 

opening, mucosal stiffness, and trouble doing oral hygiene causes dental disease to advance more quickly. 

Therefore, maintaining oral function and avoiding difficulties depends critically on proactive management 

including routine dental checkups, fluoride treatments, and approaches to raise oral aperture including physical 
therapy routines. 

 

Psoriasis 

Though psoriasis is mostly known as a chronic inflammatory skin condition, studies show more and 

more that it also impacts the mouth. Although they might be slight, temporary, and readily missed, these 

indicators provide crucial insight into the degree of systemic inflammation. 

Geographic tongue, sometimes referred to as benign migratory glossitis, is among the most frequent oral 

indications of psoriasis. Irregular erythematous patches on the dorsum of the tongue define this disorder; they 

are bordered by somewhat raised, yellowish or white keratinized margins. These regions are areas of 

depapillation that move around over time to make the tongue look like a map. Though not harmful, some 

patients suffer burning feeling or sensitivity to acidic or spicy foods, particularly during active psoriatic flares. 

Another common observation is fissured tongue, sometimes regarded as a variation or related disorder. 

The dorsal tongue surface has deep grooves or fissures that can hold dirt or cause halitosis. Though most of 

the time fissured tongue doesn't cause any problems, patients have to be taught how to keep their tongue clean 

in order to avoid irritation or build-up of germs. 

Besides tongue changes, the buccal mucosa or lips could show ulcer-like lesions or erythematous 

patches. These lesions typically vary in intensity and can worsen in cases of systemic psoriatic exacerbations, 

therefore backing the hypothesis of shared immunological pathways between oral and cutaneous illness. The 

connection between psoriasis and periodontal disease has garnered more attention recently as epidemiological 

research shows that psoriasis sufferers run much greater risk of periodontitis. Both disorders may be improved 

with biological treatments targeting TNF-α, IL-17, and IL-23, inflammatory mediators driving them. 

These data underscore for dental experts the need of regular periodontal evaluations and early treatment. 

Patients ought to be taught about their higher susceptibility to periodontal inflammation and urged to keep 

rigorous dental hygiene. For patients undergoing systemic therapies that can affect oral immunity, in particular, 

better integrated care may result from improved communication between dentists and dermatologists. 

 

Celiac Disease 

Celiac disease is an immune-mediated enteropathy triggered by exposure to gluten in genetically 

susceptible individuals. While it is primarily associated with gastrointestinal symptoms, many patients—

especially children—first exhibit signs in the oral cavity. These oral manifestations can provide essential clues 

for earlier diagnosis, particularly because celiac disease often remains undetected for years due to subclinical 

or atypical presentations. 

One of the most distinctive oral features of celiac disease is enamel hypoplasia. Defects may appear as 

horizontal grooves, pits, opacities, or areas of enamel discoloration. These abnormalities typically affect the 

permanent dentition symmetrically and may be mistaken for fluorosis or early caries unless carefully evaluated. 

Because enamel does not regenerate, these changes serve as a permanent record of developmental disturbance 

occurring during tooth formation and may remain visible long after gastrointestinal symptoms resolve. 
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Delayed tooth eruption is also common in pediatric patients and may interfere with occlusion or lead to 

prolonged retention of primary teeth. Recurrent aphthous stomatitis occurs more frequently in individuals with 

celiac disease than in the general population. Unlike typical minor aphthae, these ulcers may appear more 

frequently, last longer, or be more painful, significantly affecting oral comfort and quality of life. 

Glossitis and mucosal atrophy represent additional clues. Patients may describe a burning sensation, 

altered taste, or heightened sensitivity, attributed to deficiencies in iron, folate, or vitamin B12 caused by 

malabsorption. Angular cheilitis is another common finding, often related to nutritional deficiencies. When 

these oral signs appear together or in combination with a history of chronic fatigue, bloating, or anemia, 

clinicians should consider the possibility of celiac disease and recommend appropriate medical testing. 

Importantly, many oral manifestations improve or completely resolve with adherence to a strict gluten-

free diet. The responsiveness of oral lesions to dietary modification highlights the diagnostic value of the oral 

cavity and reinforces the importance of timely detection. 

 

Discussion 

The findings of this review underscore the central role of the oral cavity as an early and often highly 

sensitive indicator of autoimmune disease activity. Across a wide range of conditions—including Sjögren’s 

syndrome, systemic lupus erythematosus, oral lichen planus, pemphigus vulgaris, mucous membrane 
pemphigoid, inflammatory bowel disease, systemic sclerosis, psoriasis, and celiac disease—oral tissues 

frequently exhibit clinical changes before other organ systems show overt signs of disease. This observation 

reinforces the idea that dental professionals are not only guardians of oral health but also front-line clinicians 

in the recognition of systemic illness. 

A recurring theme in the literature is the diagnostic ambiguity created by autoimmune-related oral 

lesions, which frequently mimic common benign disorders. Xerostomia, for example, is often attributed to 

aging, stress, psychotropic medications, or dehydration rather than considered as a potential sign of Sjögren’s 

syndrome. Recurrent ulcers may be assumed to represent simple aphthous stomatitis rather than early mucosal 

manifestations of SLE, Crohn’s disease, or celiac disease. Desquamative gingivitis is frequently interpreted as 

plaque-induced gingivitis, even when pain and epithelial sloughing are disproportionate to the amount of local 

biofilm. 

These misinterpretations can lead to prolonged diagnostic delays, during which patients receive multiple 

symptomatic treatments while the underlying autoimmune process remains unrecognized. The clinical 

consequences of such delays are substantial. Persistent, uncontrolled inflammation contributes to progressive 

tissue damage, more extensive organ involvement, and greater treatment complexity once a diagnosis is finally 

made. Early recognition of atypical oral patterns—such as bilateral lesions, chronic ulcerations, unusual 

fragility, or failure to respond to standard therapies—is therefore critical for initiating timely systemic 

evaluation. 

In several autoimmune diseases, the oral cavity not only displays local pathology but also reflects overall 

disease activity. In SLE, oral ulcerations may coincide with systemic flares and can therefore provide a non-

invasive indicator of disease progression. In IBD, oral findings such as mucosal tags, cobblestoning, and 

angular fissures may worsen during periods of heightened gastrointestinal inflammation. Similarly, in psoriasis, 

fluctuations in geographic tongue or oral discomfort may parallel cutaneous disease severity. These links 

support the inclusion of regular dental examinations in the broader monitoring of autoimmune patients. 

Autoimmune blistering diseases provide a particularly striking example of the diagnostic value of oral 

manifestations. In many cases of pemphigus vulgaris and mucous membrane pemphigoid, oral lesions precede 

skin or ocular involvement by months. Early recognition of pemphigus vulgaris in the dental setting can be 

life-saving, as untreated disease carries considerable morbidity and mortality. Dentists who recognize signs 

such as positive Nikolsky’s sign, persistent erosions, and unexplained mucosal fragility can facilitate rapid 

biopsy and initiation of systemic therapy. Likewise, early oral identification of mucous membrane pemphigoid 

is essential to prevent irreversible ocular damage and vision loss. 

Another key issue is the impact of immunosuppressive therapy on oral health. Many patients with 

autoimmune diseases require long-term treatment with corticosteroids, antimetabolites, calcineurin inhibitors, 

or biologic agents. While these medications are essential for systemic disease control, they may alter salivary 

flow, impair mucosal immunity, and disrupt microbial homeostasis. As a result, patients become more 

susceptible to candidiasis, herpesvirus reactivation, mucositis, delayed healing, and drug-induced lichenoid 

reactions. Differentiating disease-related lesions from medication side effects requires careful clinical 

judgment and, often, close collaboration between dental professionals and prescribing physicians. 



2(50) (2026): International Journal of Innovative Technologies in Social Science  

 

e-ISSN: 2544-9435 9 

 

Emerging research on the oral microbiome adds further complexity and promise. Dysbiosis—an 

imbalance in microbial communities—has been linked to oral lichen planus, Sjögren’s syndrome, IBD, and 

psoriasis. Altered microbial composition may influence mucosal barrier integrity, antigen presentation, and 

local cytokine production, thereby contributing to chronic inflammation and autoimmune activation. Although 

therapeutic applications remain largely experimental, microbiome-based interventions such as probiotics or 

targeted antimicrobial strategies may eventually complement conventional treatments in selected patients. 

Interdisciplinary collaboration consistently emerges as a central requirement for optimal care. 

Autoimmune patients frequently consult multiple specialists, and without structured communication, oral 

findings may be overlooked or inadequately integrated into overall management. Conversely, dentists may 

suspect systemic disease but find it difficult to initiate appropriate referrals. Developing clear referral pathways, 

shared electronic health records, and joint educational initiatives can help bridge these gaps. Rheumatologists, 

dermatologists, gastroenterologists, and primary care physicians benefit from dental input when assessing 

disease activity, monitoring treatment side effects, or planning immunosuppressive regimens. Likewise, 

dentists gain essential context regarding systemic status, medication history, and laboratory findings. 

Patient education also plays a crucial role. Many individuals underestimate the significance of oral 

symptoms, accepting dryness, soreness, or recurrent ulcers as inevitable. Encouraging patients to report 

persistent or unusual oral changes—and explaining their potential systemic implications—can promote earlier 
diagnosis and reduce complications. Personalized self-care strategies, including hydration, saliva substitutes, 

tailored oral hygiene practices, and avoidance of irritants, can substantially improve comfort and reduce 

disease burden. 

Finally, this review highlights the need for continued research at the interface of oral medicine and 

systemic autoimmunity. Despite growing recognition of the diagnostic value of the oral cavity, oral medicine 

remains underrepresented in autoimmune research agendas. Future studies focusing on salivary biomarkers, 

mucosal immune cell profiles, gene expression patterns, and microbiome signatures may yield more precise 

diagnostic tools and facilitate individualized treatment strategies. 

In summary, the oral cavity functions both as an early warning system and a dynamic barometer of 

autoimmune disease activity. Thorough oral examination and heightened clinical awareness by dental 

practitioners are indispensable components of early diagnosis and long-term monitoring. When combined with 

improved interdisciplinary collaboration and informed patient participation, these efforts can significantly 

reduce diagnostic delays, optimize systemic management, and enhance the overall quality of life for 

individuals living with autoimmune diseases. 

 

Conclusions 

Autoimmune diseases are a broad and complex group of conditions in which dysregulation of the 

immune system results in chronic inflammation, tissue damage, and variable degrees of functional impairment. 

The oral cavity is a main site where early indications of immune dysregulation become apparent even if these 

disorders vary greatly in clinical phenotype, severity, and organ distribution. The review's combined data 

emphasizes the degree to which oral tissues serve as extremely sensitive markers of systemic autoimmune 

activity rather than only as passive inflammation targets. Oral tissues often exhibit clinical changes that either 

mirror or come before systemic symptoms because of their continuous exposure to antigenic stimuli, special 

immune composition, and fast epithelial turnover. 

The oral cavity offers a useful diagnostic starting point among the autoimmune disorders investigated 

including Sjögren's syndrome, systemic lupus erythematosus, oral lichen planus, pemphigus vulgaris, mucous 

membrane pemphigoid, inflammatory bowel disease, systemic sclerosis, psoriasis, and celiac disease. Oral 

lesions show themselves years or perhaps months before the start of systemic symptoms in a number of these 

cases. For instance, early signs of Sjögren's syndrome can be xerostomia and salivary gland malfunction, 

usually well before tiredness, arthralgia, or extraglandular problems show up. Likewise, chronic oral mucosa 

erosions might be the first sign of pemphigus vulgaris, which in a sizable number of cases appears before 

cutaneous involvement. Granulomatous lesions of the lips or cobblestoning of the buccal mucosa can manifest 

in Crohn's disease years before gastrointestinal symptoms reach a diagnostic threshold. These findings 

underscore how important oral changes are for early detection of autoimmune disease and support the case 

that dentistry is absolutely vital in the early identification of autoimmune pathology. 

The overlap between autoimmune-related lesions and typical harmless oral disorders is another recurrent 

motif in this study that presents a rather significant diagnostic difficulty. Dehydration or drug usage could 

cause xerostomia; aphthous-like ulcers could be mistaken for recurring aphthous stomatitis; desquamative 
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gingivitis is often confused with plaque-induced gingival inflammation. Such diagnostic uncertainty could 

impede the discovery of the underlying autoimmune processes. Delayed diagnosis can have significant clinical 

effects since it prolongs inflammatory activity, speeds up tissue damage, and might make long-term treatment 

more challenging. Therefore, physicians and dentists need to be especially watchful while treating lesions that 

are unusual, persistent, resistant to treatment, or followed by systemic symptoms. 

Furthermore emphasized in this review are the more general institutional consequences of oral 

presentations. Oral lesions sometimes point to general disease activity rather than only mirror local tissue 

involvement. For instance, oral results in IBD—such as angular fissures or mucosal tags—may change with 

gastrointestinal inflammation, while the severity of erythematous or ulcerative lesions in lupus may match 

systemic flare-ups. Early oral diagnosis of pemphigoid or pemphigus can help to avoid possibly fatal extraoral 

consequences including eye scarring and vision loss under circumstances like pemphigoid or pemphigus. 

Understanding how oral and systemic indications interact helps doctors to better track disease progression, 

predict problems, and quickly change treatment plans. 

One important idea stressed throughout the article is the absolute need of cross-disciplinary cooperation. 

People with autoimmune disorders often visit several experts, and dental results are either missed or not 

properly conveyed. Improving diagnostic accuracy and treatment results depends on strengthening the 

connection between medicine and dentistry. Effective cooperation calls for shared patient records, organized 
referral pathways, and more awareness among doctors of the diagnostic value of oral indications. When 

necessary, dentists ought to feel free to refer patients for immunologic, dermatologic, gastroenterologic, or 

rheumatologic assessment. Similarly, doctors should include regular oral examination in the follow-up of 

autoimmune disease patients to see if oral lesions can show how well the treatment is working or if the disease 

is coming back. 

Management of autoimmune-related oral manifestations also needs great thought of therapeutic 

interactions. Long-term immunosuppressive treatment including corticosteroids, biologic medications, 

antimetabolites, and calcineurin inhibitors is relied upon by several patients. These therapies have the 

possibility to change oral immunity, slow healing, affect microbial balance, or increase susceptibility to 

opportunistic infections. Therefore, dental treatments should be planned knowing the hazards linked to 

immunosuppression, and doctors should work together to see whether prophylactic measures or changes to 

medication regimens are necessary. Likewise, dentists have to modify their techniques for patients with fragile 

mucosa, a small oral aperture, or poor salivary function, so stressing atraumatic treatments, moisture control, 

and preventive measures. 

Review of patient education revealed it to be as important for effective control of autoimmune disorders. 

Many people either minimize the significance of oral symptoms or accept pain including dryness, soreness, or 

mucosal irritation as normal. Encouragement of patients to disclose fresh or ongoing lesions, education of them 

on the systemic relevance of oral observations, and advocacy of individualized home-care techniques can 

significantly enhance long-term outcomes. A comprehensive care plan starts with preventive measures 

including saliva replacements, dietary counseling, fluoride treatments, and antibacterial rinses. 

Emerging studies on the oral microbiome ultimately provide great chances for understanding 

autoimmune pathogenesis. In conditions including oral lichen planus, Sjögren's syndrome, IBD, and psoriasis, 

dysbiosis could cause aberrant immune activation, chronic inflammation, and mucosal sensitivity. Even if this 

area is still in its early stages, the growing interest in salivary biomarkers, microbial sequencing, and host–

microbe interactions points to the possibility that the oral cavity could soon become much more important in 

precision diagnosis and tailored treatment for autoimmune patients. 

In essence, this review supports the idea that the oral cavity is a crucial diagnostic and therapeutic 

gateway to autoimmune illness. Early, easily accessible, and medically significant signs of immunological 

dysfunction are oral signs. Their awareness improves patient-centered care, interdisciplinary decision-making, 

and monitoring as well as facilitates earlier diagnosis. Improving outcomes and advancing holistic healthcare 

for people with autoimmune illnesses for both dentistry and medicine alike depends on appreciating the 

diagnostic worth of oral findings and include dental knowledge into the management of systemic disease. 
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