Oral pathology sheet 
Lab 7

23-7-2012

In this lab we’ll continue talking about the cysts, then we’ll discuss the hyperplasia & the tumors, I may include pictures from the blackboard & others from the internet to make everything clear (
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*Description: infant with upper & lower lip appearing elevated tongue (ventral surface of the tongue), round swelling (2-3cm in diameter) on the right side of the floor of the mouth, it’s unilateral, (may cross the midline), bluish in certain areas, smooth surface with dilated capillaries resembling the frog belly 

*Diagnosis: Ranula (mainly it’s mucous extravasation cyst) it originates from the submandibular gland or sublingual gland due to this it’s large in size, usually it’s above the mylohyoid muscle.
*How to confirm the diagnosis clinically?

By aspiration if we have a fluid it’s mucous extravasation no fluid this means that it’s a tumor; so here we will have mucous by making the aspiration.
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*Description: we can see a child with primary teeth except the lower central incisors & the 1st molar are permanent so he is about 7 years,  round swelling in the floor of the mouth extending beyond the midline but not covering the whole floor & the ventral surface of the tongue, color is normal (pinkish) 

*Differential diagnosis: it may assemble the ranula, extravasation mucocele or dermoid cyst or epidermoid cyst.
*Histopathology: orthokeratinized stratified squamous epithelium lining it has the skin appendages (sebaceous gland) so we call it dermoid cyst, it differs from the ranula & mucocele by the histopathology; there is no epithelium in the ranula.

It’s consistency like the dough because it has keratin inside it.
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*Description: adult female with swelling in the lateral side of the neck parallel to the thyroid gland with normal color (same color as the skin), unilateral its extension from the mid line to the angle of the mandible.
*Diagnosis: Lymphoepithelial cyst due to epithelial proliferation inside the lymph nodes.
*Histopathology: it’s cystic lesion (cavity) filled with a fluid in the lymph nodes lined with stratified squamous epithelium may be columnar or cuboidal.
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*Description: swelling above the thyroid gland in the mid line of the neck below the hyoid bone, about 2 cm in diameter, round , covered by normal skin.

*Differential Diagnosis: Thyroglossal cyst, Thyroid gland swelling 

*Diagnosis: Thyroglossal cyst

*Confirmed by histopathological studies by its wall; it’s normal lymphoid tissue with respiratory or st. sq.epi. Lining there is no inflammation so no chronic cell infiltrate.
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*Description: upper & lower permanent teeth with abnormal reddish mass on the cervical region of the right central & lateral incisors we may also say on the gingival region, soft 1.5 cm in diameter.
*Diagnosis: Vascular Epulis  

*Etiology : due to chronic irritation in the gingiva by abnormal alignment of the teeth causing plaque accumulation, malocclusion of the canine; in this case the canine won’t occlude in its same normal position because the lateral is going lingualy in addition to the bad oral hygiene the will induce the occurrence of this lesion.

***We have to find the cause & eliminate it then surgical removal.

*Histopathology: polypoid lesion with vascular spaces lined by epithelial cells containing RBC & all the black dots are epithelial cells so there is proliferation of the epithelial cells.
*patient complains about bleeding.
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*Description: adult male with upper & lower permanent teeth upper & lower lip swelling in the labial gingiva of the lower central incisors (enlargement of the interdental papilla), pale pink in color, small round , size .5 cm .

*Diagnosis: Fibrous Epulis.

*Histopathology: polypoid lesion composed of collagen fibers (dense fibrous connective tissue) covered by St. Sq. epithelium with chronic inflammatory cells.
*Prognosis: least recurrence rate about 2%. Low recurrence rate so it’s removed by surgery.

*cause: calculus, restoration, food impaction.
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***The picture is not the case; it’s another case with the same diagnosis 

*Description: lower jaw of adult patient, permanent molar region of the right side, elevated soft red polypoid lesion, badly destructed molar, ulceration of the lesion, size 3 mm in diameter.
*Differential Diagnosis: Giant cell Epulis, vascular epulis.

*we can differentiate between them by histopathology; this lesion has proliferation of giant cell (multinucleated cells, epithelial cells, vascular spaces, mononuclear cells) but in the vascular lesion; blood vessels & endothelial cells also the recurrence rate in the giant cell epulis is more than vascular epulis but the giant cell epulis is less common.

* We must take the radiograph to differentiate between the central & the peripheral giant cell granuloma; which is Giant cell epulis.
*We do hyperparathyroidism  biochemistry test; because we may have lesions look the same as giant cell epulis in the gingiva with the same histopathology,so someone who has multi giant cell epulis must be tested for calcium,phosphate&parathyroid hormone because he might have a brown tumor of parathyroidism.
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*Description: part of the dorsum of the tongue, upper & lower permanent molars , buccal mucosa of the left side with round polypoid,firm mass (pedunclated)about1.5- 2 cm in diameter, it has the same color of the mucosa(pink in color) ;may have traces of whitish colored surface due to keratin presence, its location exactly on the middle of the buccal mucosa parallel to the occlusal line; it’s important to be known because this area is important for occlusion so the source of irritation.

*Diagnosis: Fibro-epithelial polyp.
*Histopathology: surface epithelium is hyper keratinized St.Sq epith. Because normally the epith of the buccal mucosa is non-keratinized; because the keratinized epith is protective epith.

*Management by elimination the causative factor.
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*Description: upper edentulous jaw had a previous denture; two leaves shaped elongated elevated folds on the right side of the buccal & labial vestibule “alveolar vestibule”, there’s a deep fissure between the 2 folds, they are separated from each other, mainly occur in the canine region & the premolar region, pale in color, bilateral

*Diagnosis: Denture irritation hyperplasia

*It’s due to ill-fitted denture or old denture when the alveolar bone resorption occur, over extended periphery affecting the vestibule due to wrong impression during prostho treatment. If it was early we can see redness, ulcer & swelling.

*we can see those two folds due to the growth of the mucosa above the denture & other below it.

*in this cases we have to take a radiograph & every tissue removed must be sent to the lab to be sure that this lesion is not malignant.
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*Description: edentulous upper jaw, on the hard & soft palate there’s a redness ,multi small nodular structures 1-2 mm supported by red mucosa on the whole area, it’s like a field of mushroom

*Diagnosis:  Papillary hyperplasia of the palate.
*Causes: poor denture hygiene, loose denture. Ill-fitting denture& patient may sleep with the denture will cause candida infection “Saliva won’t reach the palate”.

**Not always red in color, if there’s a candida infection it will be red in color other cases like in mouth breathers & people with high palate vault it will be white so it depend on the causative agent .

**sometimes it may be misdiagnosed with invasive squamous cell carcinoma due to the presence of pseudo-epitholmatous hyperplasia.
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*Description: swelling in the tongue on the tip & on the left side, bluish.
*Diagnosis: Haemangioma or vascular malformation

**we can differentiate between them that the ((Haemangioma)) in children “5 years old “but the cavernous vascular malformation appear at birth & persist till adulthood.

*complications: Enlargement of the tongue, bleeding due to trauma & thrombosis inside the blood vessels then the thrombosis may calcify.
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*Description: infant, with an irregular red to purple in color lesion on his left cheek, flat, unilateral, well defined borders , not crossing the midline**,it’s the maxillary branch of trigeminal nerve region, smooth surface.
*Diagnosis: Port wine stain; it’s a vascular malformation mostly a capillary type.
*Prognosis: it appears early age & persists in comparison with the haemangioma it appears after birth & it will disappear later on in life .

***It’s one of the features of Struge-Weber syndrome: it’s port-wine syndrome+contralateral convulsion+ipsilateral intracranial haemangioma/calcification. Also he has vascular malformation in the meninges in the same side in addition to bleeding of the bone (intrabony haemangioma) & epilepsy.
*complications: vascular malformation of the bone during teeth extraction, bleeding of the buccal mucosa during applying the matrix band for example, also having mental retardation & epilepsy may affect our treatment.
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*Description: adult with both lips & checks appearing, we can notice the presence of multiple red spots on the lip (vermilion zone) also on the tongue.

*Diagnosis: Hereditary Hemorrhagic Telangiectasia; vascular knots with defect in the vascular wall.

*complications: susceptible bleeding like nose bleeding (mucous membranes in general), chronic blood loss, iron deficiency anemia.

*affect the dental treatment mainly by chronic bleeding.
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*Description: swelling of the tongue on the left side, there’s nodularity on the surface, it appear like there’s small vesicles (frog or fish eggs like vesicles) containing clear fluid on the surface especially if the lesion near the surface
*Diagnosis: Lymphangioma; lymphatic malformation.
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**This picture is not what mentioned in the lab, it’s another case with the same issue.
*Description: adult patient, swelling in the lower lip mucosa, round in shape, normal mucosa 2 cm in diameter.

*Differential diagnosis: C.T tumor like the lipoma, Neurofibroma, schwannoma or cystic lesion or due to minor salivary gland.

*need aspiration & biopsy.

This one is lipoma, capsulated yellowish lesion soft but the fibroma firm, when we put it in the formalin it may go to the surface.

*Histopathology: mature fatty tissue, benign looking surrounded by thin fibrous CT wall.
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Granular Cell Tumor is a rare tumor that can affect various regions of the body, such as the skin, soft tissues, breast, and lungs However, GCT is more frequently found in the head and neck region, which accounts for 45% to 65% of all sites affected by the tumor. Of these, 70% are located in the oral cavity, especially the tongue, oral mucosa, and hard palate ((The doctor asked us to search about it so that’s what I found)), the surface epith pseudo epithelial hyperplasia
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**this is not the case.
*Description: multi nodules on the lateral border of the tongue & lip

*Diagnosis: Neurofibromatosis: nodules of normal nerves proliferated with nerves so this will result in mass.it’s normal not tumor It’s hamartoma”excess normal tissue” which is part of multiple endocrine neoplastic syndrome.
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Description: adult patient, white (maybe pink) pedunclated lesion in the hard palate, rough surface or papillary projection on the surface,1cm in diameter on the upper right part of the hard palate close to premolar region.

*Diagnosis: Squamous papilloma; benign proliferation of the epithelium.
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*Description: whitish elevation on the buccal mucosa, multiple lesions in the anterior part of the oral cavity, cauli-flower-like lesion

*Diagnosis: Verruca vulgaris
***Related to HPV1 mainly affect the fingers but transmitted to the oral cavity by auto inoculation, children are mostly affected, this one is multiple but squamous papilloma is single,

*Vulgaris is persistent but the papilloma disappear by itself, Type of the virus is not the same both are caused by HPV but vulgaris by 2&4 HPV by papilloma by another type,vulgaris is always white but papilloma may be pink or white .
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*Diagnosis: Squamous cell carcinoma

**on the post lateral of the tongue & floor of the mouth, deep ulcer & elevated rolled margins ,there’s necrotic base, if we do palpation we can notice that’s indurated hard & fixed due to the attachment to the surrounding tissues & persistent ulceration ,may have lymph nodes involvement.

**Early cancer; small ulcer, benign appearance, white or red lesion, fissured.

**Prognosis: we have to search for the cause, the cancer staging in addition to histological grade& pattern.
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