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See Table 45-2.
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See Tables 45-1, 45-2, and 45-3 and Chaps.

Diseases of the Tongue

See Table 45-4.

HIV Disease and AIDS See Tables 45-1, 45-2, 45-3, and 45-5; Chap. 226;
and Fig. 218-3.
Ulcers Ulceration is the most common oral mucosal lesion. Although
there are many causes, the host and the pattern of lesions, including
the presence of organ system features, narrow the differential diagnosis
(Table 45-1). Most acute ulcers are painful and self-limited. Recurrent
aphthous ulcers and herpes simplex account for the majority. Persistent
and deep aphthous ulcers can be idiopathic or can accompany HIV/
AIDS. Aphthous lesions are often the presenting symptom in Behçet’s
syndrome (Chap. 387). Similar-appearing, though less painful, lesions
may occur in reactive arthritis, and aphthous ulcers are occasionally present during phases of discoid or systemic lupus erythematosus
(Chap. 382). Aphthous-like ulcers are seen in Crohn’s disease (Chap.
351), but, unlike the common aphthous variety, they may exhibit
granulomatous inflammation on histologic examination. Recurrent
aphthae are more prevalent in patients with celiac disease and have
been reported to remit with elimination of gluten.
Of major concern are chronic, relatively painless ulcers and mixed
red/white patches (erythroplakia and leukoplakia) of >2 weeks’ duration. Squamous cell carcinoma and premalignant dysplasia should be
considered early and a diagnostic biopsy performed. This awareness
and this procedure are critically important because early-stage malignancy is vastly more treatable than late-stage disease. High-risk sites
include the lower lip, floor of the mouth, ventral and lateral tongue,
and soft palate–tonsillar pillar complex. Significant risk factors for
oral cancer in Western countries include sun exposure (lower lip),
tobacco and alcohol use, and human papillomavirus infection. In India
and some other Asian countries, smokeless tobacco mixed with betel
nut, slaked lime, and spices is a common cause of oral cancer. Rarer
causes of chronic oral ulcer, such as tuberculosis, fungal infection,
granulomatosis with polyangiitis, and midline granuloma may look
identical to carcinoma. Making the correct diagnosis depends on recognizing other clinical features and performing a biopsy of the lesion.
The syphilitic chancre is typically painless and therefore easily missed.
Regional lymphadenopathy is invariably present. The syphilitic etiology is confirmed with appropriate bacterial and serologic tests.
Disorders of mucosal fragility often produce painful oral ulcers
that fail to heal within 2 weeks. Mucous membrane pemphigoid and
pemphigus vulgaris are the major acquired disorders. While their clinical features are often distinctive, a biopsy or immunohistochemical
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Hematologic and Nutritional Disease Internists are more likely to
encounter patients with acquired, rather than congenital, bleeding disorders. Bleeding should stop 15 min after minor trauma and within an
hour after tooth extraction if local pressure is applied. More prolonged
bleeding, if not due to continued injury or rupture of a large vessel,
should lead to investigation for a clotting abnormality. In addition to
bleeding, petechiae and ecchymoses are prone to occur at the vibrating
line between the soft and hard palates in patients with platelet dysfunction or thrombocytopenia.
All forms of leukemia, but particularly acute myelomonocytic leukemia, can produce gingival bleeding, ulcers, and gingival enlargement.
Oral ulcers are a feature of agranulocytosis, and ulcers and mucositis
are often severe complications of chemotherapy and radiation therapy
for hematologic and other malignancies. Plummer-Vinson syndrome
(iron deficiency, angular stomatitis, glossitis, and dysphagia) raises
the risk of oral squamous cell cancer and esophageal cancer at the
postcricoidal tissue web. Atrophic papillae and a red, burning tongue
may occur with pernicious anemia. Deficiencies in B-group vitamins
produce many of these same symptoms as well as oral ulceration and
cheilosis. Consequences of scurvy include swollen, bleeding gums;
ulcers; and loosening of the teeth.
NONDENTAL CAUSES OF ORAL PAIN
Most, but not all, oral pain emanates from inflamed or injured tooth
pulp or periodontal tissues. Nonodontogenic causes are often overlooked. In most instances, toothache is predictable and proportional
to the stimulus applied, and an identifiable condition (e.g., caries,
abscess) is found. Local anesthesia eliminates pain originating from
dental or periodontal structures, but not referred pains. The most
common nondental source of pain is myofascial pain referred from
muscles of mastication, which become tender and ache with increased
use. Many sufferers exhibit bruxism (grinding of the teeth) secondary to stress and anxiety. Temporomandibular joint disorder is closely
related. It affects both sexes, with a higher prevalence among women.
Features include pain, limited mandibular movement, and temporomandibular joint sounds. The etiologies are complex; malocclusion
does not play the primary role once attributed to it. Osteoarthritis is
a common cause of masticatory pain. Anti-inflammatory medication,
jaw rest, soft foods, and heat provide relief. The temporomandibular
joint is involved in 50% of patients with rheumatoid arthritis, and its
involvement is usually a late feature of severe disease. Bilateral preauricular pain, particularly in the morning, limits range of motion.
Migrainous neuralgia may be localized to the mouth. Episodes of
pain and remission without an identifiable cause and a lack of relief
with local anesthesia are important clues. Trigeminal neuralgia (tic
douloureux) can involve the entire branch or part of the mandibular
or maxillary branch of the fifth cranial nerve and can produce pain
in one or a few teeth. Pain may occur spontaneously or may be
triggered by touching the lip or gingiva, brushing the teeth, or chewing. Glossopharyngeal neuralgia produces similar acute neuropathic
symptoms in the distribution of the ninth cranial nerve. Swallowing,
sneezing, coughing, or pressure on the tragus of the ear triggers pain
that is felt in the base of the tongue, pharynx, and soft palate and
may be referred to the temporomandibular joint. Neuritis involving the maxillary and mandibular divisions of the trigeminal nerve
(e.g., maxillary sinusitis, neuroma, and leukemic infiltrate) is distinguished from ordinary toothache by the neuropathic quality of the
pain. Occasionally, phantom pain follows tooth extraction. Pain and
hyperalgesia behind the ear and on the side of the face in the day or so
before facial weakness develops often constitute the earliest symptom
of Bell’s palsy. Likewise, similar symptoms may precede visible lesions
of herpes zoster infecting the seventh nerve (Ramsey-Hunt syndrome)
or trigeminal nerve. Postherpetic neuralgia may follow either condition. Coronary ischemia may produce pain exclusively in the face and
jaw; as in typical angina pectoris, this pain is usually reproducible
with increased myocardial demand. Aching in several upper molar or
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Oral Manifestations of Disease

DISEASES OF THE ORAL MUCOSA
Infections Most oral mucosal diseases involve microorganisms (Table
45-1).

examination should be performed to diagnose these entities and to
distinguish them from lichen planus and drug reactions.

CHAPTER 45

primary teeth is a feature of hypophosphatasia, a rare congenital error
of metabolism.
Pregnancy may produce gingivitis and localized pyogenic granulomas. Severe periodontal disease occurs in uncontrolled diabetes
mellitus. Gingival hyperplasia may be caused by phenytoin, calcium
channel blockers (e.g., nifedipine), and cyclosporine, though excellent daily oral care can prevent or reduce its occurrence. Idiopathic
familial gingival fibromatosis and several syndrome-related disorders
cause similar conditions. Discontinuation of the medication may
reverse the drug-induced form, though surgery may be needed to
control both of the latter entities. Linear gingival erythema is variably
seen in patients with advanced HIV infection and probably represents
immune deficiency and decreased neutrophil activity. Diffuse or focal
gingival swelling may be a feature of early or late acute myelomonocytic leukemia as well as of other lymphoproliferative disorders. A rare
but pathognomonic sign of granulomatosis with polyangiitis is a redpurplish, granular gingivitis (strawberry gums).
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