Oral pathology 
lecture 1
5-11-2012


At the beginning of the lecture the Dr. mentioned that everything related to Oral Pathology is available on the following website:
blackboard.ju.edu.jo
username + password = dent_std


The main book reference for this subject is: 
Oral pathology by J.V. Soames & southam. 4th ed. 2005. 


The Dr. said that we will be mentioning diseases briefly in the theory lecture and further details about each one are discussed in the lab session. A weekly quiz is taken every lab so studying regularly is highly recommended. 


Starting with Developmental Disturbances of the Oral Cavity ……

Developmental disturbances are errors during development, so they are related mainly to patients of 18 years of age and younger. They could be congenital, inherited, or acquired. 

I. Congenital Disturbances of Soft Tissues: 

1- Congenital Lip Pits: 
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Commissural Lip Pits: 

· Most common type of lip pits. Up to 20% of the population, so as a dentist, you would have to recognize it whenever you encounter a patient that has it. 

· Autosomal Dominant inheritance.
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Could be uni- or bilateral (on both sides of the mouth). 

· It has no clinical significance and there is no need for management or treatment. Except when it’s connected with minor salivary glands, which produces a clinical significance manifested in excoriation of saliva. 
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Pit depth is up to 4mm, diameter is 1-2mm. it’s very small so most patients and even dentist wouldn’t notice its presence. 
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Sometimes it’s associated with another abnormality called Preauricular Pits (a congenital malformation characterized by a pit located anywhere adjacent to the external ear), which is also clinically insignificant.  
b. Paramedial Lip Pits: 
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More rare and less commonly encountered that commissural lip pits, but still has more clinical significance. 

· Depth = almost 2cms. 

· Clinical significance: usually located on the vermillion zone of lower lip producing a cosmetic clinical significance especially in women. 
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Usually associated with other congenital disorders such as cleft lip/palate, developing a very rare syndrome manifested in the following clinical features: 
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Dental significance ( missing teeth, cleft lip & palate, fibrous band connecting maxilla with mandible. 

(cleft lip/palate: caused by abnormal facial development during gestation.

Cleft = fissure or opening.)

2- Medial Pterygium Syndrome ( extra skin connecting fingers and  toes together + extra skin behind the knee (connecting thigh with leg, inhibiting movement). 

3- Other abnormalities ( such as disturbances in the genitalia region. 

You will encounter Commissural Lip Pit daily but on the other hand Paramedial Lip Pit is rare, so it’s more important to have knowledge about commissural lip pit, even though paramedial has more clinical significance. 
2- Double Lip: 

Horizontal folds of mucosal tissue, usually on the inner aspect of the upper lip, appearing like a second lip to other people, especially when patient is smiling. 

· Clinical significance: cosmetic. 

· Called Ascher’s Syndrome when double lip is associated with goiter and upper eyelids fold. 
3- Frenal Tag: 

Present on the upper labial frenum, manifested by an extra piece of mucosa. 

· No clinical significance at all. 

· Should be able to recognize it as a dentist to prevent misdiagnosis as pathology. 
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Fordyce’s Granules: (Sebaceous Naevus)
Ectopic sebaceous glands in the oral cavity.
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Sebaceous glands are normally found in skin and are associated with hair follicles. When they are found in the oral cavity, it’s considered a malformation. 
In oral cavity they are not associated with hair follicles and almost always lack a ductal communication with the surface -> no excretory function. 

· Fordyce’s Granules is found in almost 80% of patients( common. 
· Mostly found in the buccal mucosa and is bilateral. 
Also found in the vermillion zone of upper lip to a lesser extent, developing a cosmetic clinical significance. 

· Clinically manifested as multiple yellowish structures (1-2cms.)

· Fordyce’s granules increase in number and size, thus becoming more prominent with age. 

· Very rarely some of the sebaceous glands develop into Adenomatous Hyperplasia which is more than 15 lobules of 5-10cms, slightly elevated yellow lesions. (totally benign). 

5- Oral Tonsils: 

Tonsils are supposed to be in the posterior part of the oral cavity. Sometimes part of the normal lymphoid tissue is present anteriorly (floor of the mouth, buccal mucosa, or other sites), which considered and oral disturbance of soft tissue and is called oral tonsils. 
· Clinically: usually slightly elevated reddish plaques in the floor of the mouth. 
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No clinical significance unless present on the lateral border of the  tongue and patient has respiratory tract infection or trauma to the tongue (patient bites on it) ( oral tonsils on the lateral border of the tongue will inflame ( causing Foliate Papilitis, which is just a reversible inflammation that is totally benign ( but Foliate Papilitis is mostly confused for and misdiagnosed as malignant. 

6- Retrocuspid Papilla: 
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A structure found lingual to lower canines that is similar to the incisive papilla in the maxillary palate. 

· Clinical features: slightly raised, usually bilateral, 2-3mm in diameter. 
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Histologicaly: fibrovascular tissue with keratinized or parakeratinized surface. 

· No clinical significance. 
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Ankyloglossia (tongue-tie): 

Short, anteriorly positioned lingual frenum connecting tongue to floor of the mouth. 

· Congenital. 

· Complications in speech, swallowing, mastication, bad oral hygiene …etc.


II. Congenital Disturbances the Tongue: 

1- Microglossia (Abnormally small tongue):  


2- Aglossia (No tongue): 

Mircoglossia and Aglossia are very rare. 
Because tongue is a muscular structure; when it’s too small or lost, balance is lost against forces pushing teeth to the inside (like forces applied by buccinators and other masticatory muscles), so the mandibular arch collapses causing malocclusion. 
Both are usually associated with cleft palate, missing teeth, and malformation of hands and feet. 

3- Macroglossia (large tongue) :

a. Pseudo-macroglossia: 

Normal tongue size, but oral cavity is too small or tongue is pushed forward by something ( if force is relieved tongue will go back to normal place. 

Causes of pseudo-macroglossia: large tonsils, small maxilla or mandible, retrognathism (very small mandible), or hypotonic tongue. 

b. Congenital Macroglossia: 

Usually Idiopathic, patient is born with a larger that normal tongue. 

Usually associated with Down syndrome, Multiple Endocrine Neoplasia III (MEN III) 

c. Acquired Macroglossia:
Causes of Acquired Macroglossia:  

· Hemartoma: Lymphangioma, Hemangioma. 

· Neurofibromatosis. 

· Amyloidosis. 

· Acromegaly (increase in Growth Hormone in adults). 

· Cretinism (Congenital hypothyroidism in kids).

· Allergy (angioedema): allergy to some food or drink ( edema and swelling of tongue ( might develop into cancer. 

· Complications of Macroglossia: Difficulty breathing, snoring, drooling, difficulty in mastication and swallowing, glossitis (because tongue is protruded most of the time ( dries ( inflammation.) 

4-  Bifid Tongue (Cleft Tongue): 

Snake tongue like. 
It’s either complete bifid (obvious two halved tongue) or just a depression in the middle of the tongue. 

Bifid tongue is a problem in embryological development, where no fusion happens or incompletely fussed tongue, when the two lateral halves of the tongue unit. 

· Sometimes it’s associated with ankyloglossia. 

5- Lingual Thyroid Nodule: 

Development of thyroid in embryo originally starts from the tongue from the Foramen Cecum. Then thyroid migrates and proliferate to form thyroid gland in the neck, losing its connection with the tongue. 

An error in this mechanism produces Lingual Thyroid Nodule ( thyroid gland is in oral cavity at the junction between the anterior 2/3 and the posterior 1/3 of the tongue. 

· Complications: Gag reflux, uncomfortable mass, difficulty in speech and mastication, difficulty breathing, mass could ulcerate and bleed. 

· Lingual thyroid nodule becomes more prominent in puberty age when demand of thyroid hormone is increased. 

· 75% of patients have no thyroid tissue present in neck at all. 

· If biopsy is taken ( normal thyroid tissue is obtained.

· Biopsy is sometimes contradicted; especially when no other thyroid tissue is present in the neck, because biopsy might compromise the only thyroid tissue the patient has causing ( hypotension, hypoglycemia, collapse, and other signs and symptoms related to very low levels of thyroid hormone. 

· Diagnosis in NOT done by biopsy.
· Management and treatment is NOT by surgical removal. 

6- Fissure Tongue: 

Fissures of variable depths on the dorsum of the tongue, oriented laterally from midline. 

· Clusters in families. 

· Complications: bad oral hygiene. 

· Very common. 
20% of people have fissure tongue. 

20% of patients with fissure tongue are associated with other tongue developmental abnormalities (especially geographic tongue). 

· Usually associated with Down Syndrome and Melkersson-Rosenthal Syndrome. 


7-  Geographic Tongue: 

· Also called Benign Migratory Glossitis or Erythema Migrans. 

· Dorsum of the tongue looks like a map because of multiple deep papilations in some areas (no filiform papilli), with whitish in color borders. 

· 30% of people has geographic tongue. 

· Not associated with age (sometimes affects children). 

· No clinical significance except for some burning sensation in the atrophy area because of loose of keratin layer which makes mucosa more sensitive to irritants. 

· Histologicaly: 

· Edges are hyperparakeratinized, that’s why it’s white. Edges have acanthosis and dense acute inflammatory cell infiltration (AICI) 

· Center is hypokeratinized (reddish). Center has depapilation, atrophy, and chronic inflammatory cell infiltrate (CICI). 

· Associated with fissure tongue, psoriasis (صدفية), or Reiter Syndrome. 
10% of Psoriasis patients has geographic tongue. 

· Note: when Geographic Tongue Disease happens in other parts of the body other that the tongue, it becomes called Erythema Migrans. 
8- Median Rhomboid Glossitis (Central Papillary Atrophy) 
Red spots on the junction between the anterior 2/3 and the posterior 1/3 of the tongue that looks rhomboid in shape. 

· Not migratory ( localized in same area on tongue throughout the disease. 

· Etiology: 

Theory 1 ( Persistence of Tuberculum Impar ( embryological error. 

Theory2 ( Chronic Candidal Infection. 

If the cause was Candida infection of the tongue and because tongue is always touching the hard palate above ( hard palate will be infected ( producing what called (Kissing Lession). 
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