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Case Presentation

• 36 years old male presented to outpatient clinic, concerned for lesions on 

right upper and lower lips for 2 years

• Moved to USA from India 1 year ago, developed one more lesion on right 

lower lip, all pruritic, no associated symptoms 

• Past medical, surgical and family and social histories unremarkable

• On examination, right upper lip lesion measured 1.0 cm annular 

erythematous plaque and lower lip lesions are 2 small papules (Figure 1)

• 2 week follow-up showed right upper lip lesion was 1.0 cm annular 

erythematous plaque, developed secondary crust on nasolabial fold

• Lower lip had 2 more small 4mm dermal annular papules ( Figure 2).

• Shave biopsy showed squamous epithelium with lymphocytic 

inflammation and reactive atypia, and overall impression of Verruca 

vulgaris with fungal yeast in the dermis. 

• CBC revealed increased eosinophils 10.4% (Normal Range: 0-8%)

• CXR was negative, rest of the results were unremarkable. 

• At initial visit patient was treated with cryotherapy. After having Biopsy

results, patient was referred to incisional biopsy to rule out neoplastic

etiology . Final pathology was non-diagnostic leading towards interface

dermatitis. We treated with halobetasol ointment and minocycline x 2

months with good results.

• Patient came after 3 months for follow up visit doing well, and no

recurrence.

Discussion

• Verruca vulgaris or common warts of the skin caused by a 

human papillomavirus (HPV).

• Benign epidermal proliferations, hyperkeratotic, exophytic and 

dome-shaped papules or nodules. 

• Most commonly occurs on the fingers, toes, soles, and dorsal 

surfaces of hands and is mostly asymptomatic. 

• Rarely involves oral mucosa, incidence is approximately 3% and 

typically in early life. However, they are relatively more 

common in immunocompromised host. 

• Verruca lesions affect the oral mucosa which may be either 

benign or reactive. 

• Majority of oral HPV infections are subclinical and cleared 

within 1 to 2 years (median 6 months) . While the literature and 

methodologies vary, studies show a minority of individuals, in 

the 0–23.1% range, experience persistent infection. 

• Treatment options for verruca vulgaris are surgery, cryotherapy, 

electrocauterization, laser or topical agents, all of them use to 

eradicate the lesions, but the treatment strategy can be different 

and depending on the disease location, severity, and the patient’s 

immune status. 

Sometimes verruca vulgaris (Common wart) spontaneously 

resolve; therefore, treatment is not always necessary. Common 

reasons for treatment include:

•Associated pain, discomfort, or functional impairment

•Patient concern for cosmesis or anxiety related to perceived 

social stigma

•Persistent wart(s)

•Immunosuppression

•For patients with common or plantar warts, topical salicylic acid 

as first-line treatment . Cryotherapy is an alternative first-line 

treatment; however, tolerance for associated pain and other side 

effects (eg, hypopigmentation) limits use in some patients.

The best approach to patients with refractory cutaneous warts is 

unclear. Topical immunotherapy with contact allergens, 

intralesional bleomycin, or topical or 

intralesional fluorouracil may be useful for such patients.15

Figure (1):right upper lip lesion 

erythematous plaque, lower lip 

lesions are 2 small papules

Figure (2): Lower lip had 2 

more small 4mm dermal 

annular papules

Infection Cause/risk factors Clinical Presentation

Herpes simplex labialis Herpes simplex virus3 Painful blisters on lips3

Hand foot mouth disease Coxsackievirus4 Oral ulcer and vesicopapular 

rash on hands, feet, elbows, 

knees and buttocks4

Verruca vulgaris Human papilloma virus14 Dome shaped papules or 

nodules14

Syphilic lesion Treponema pallidum5 Painless ulcerated lesions5

Inflammation

Chronic actinic cheilitis Sun exposure6 Painless thickening and whitish 

discoloration of lips6

Granulomatous cheilitis Not fully understood. Current 

hypothesis is influx of 

inflammatory cells6

Intermittent or persistent lip 

swelling6

Plasma cell cheilitis Unknown6 Circumscribed and flat to 

slightly raised eroded area of the 

lip, or as erythematous-

violaceous, ulcerated and 

asymptomatic plaques which 

evolve slowly6

Bechet disease Etiology is not yet known, it is 

thought of viral or autoimmune 

genes but is not yet confirmed by 

relevant analysis7

Recurrent mucocutaneous 

ulcers7

Lichen planus Autoimmune8 Papules, plaques, ulcers, bullae8

Pyogenic granuloma Local irritation1 Rapidly growing erythematous, 

non-painful, smooth, often bleed 

with touch1

Neoplasm

Squamous cell carcinoma Tobacco, heavy alcohol use9 Non healing ulcers9

Basal cell carcinoma Sun exposure10 Nodules or papules with pearly 

shiny appearance, Scaly pink to 

red macule, patch, thin papule or 

plaque10

Melanoma Sun exposure, family history, 

acquired melanocytic nevi11

Alteration in shape, color, size of 

the lesion. Bleed and abnormal 

sensation which is difficult to 

describe by patient11

Actinic Keratosis Sun Exposure, Fair skinned 

population 12

Macules, papules, erythematous 

plaques12

Verruciform xanthoma Immunocompromised, Hepatitis 

C infection and 

Hypercholesterolemia13

Solitary or multiple cauliflower 

like lesions13

https://www.uptodate.com/contents/bleomycin-drug-information?search=Treatment+of+verruca+vulgaris&topicRef=4029&source=see_link
https://www.uptodate.com/contents/fluorouracil-drug-information?search=Treatment+of+verruca+vulgaris&topicRef=4029&source=see_link

