Lesions Peculiar or Unique to the Head and Neck

Congenital Epulis of the Newborn

Marked female predominance (at least 8:1)

Maxillary gingiva is most common site

Mandible occasionally affected

Anterior areas most often, specifically the incisor regions

Smooth surfaced, normal color, firm nodule

Polypoid or pedunculated attachment is common

Multiple lesions may occur (10%)

Histopathology: 

Epithelium:

Stratified squamous

Without rete ridges

Lamina propria

Mass of large ovoid to stellate cells with indistinct cytoplasmic borders and markedly granular cytoplasm

Closely resembles Granular Cell Tumor

Does not show pseudoepitheliomatous hyperplasia commonly noted in the granular cell tumor

S100 is negative

Melanotic Neuroectodermal Tumor of Infancy

Synonyms include:

Melanoameloblastoma

Retinal Anlage Tumor

Melanotic Progonoma

Characteristic clinical presentation:

Anterior maxillary alveolus most commonly

Mandible, skull, and brain are other sites of head and neck involvement

Smooth surfaced, darkly pigmented mass

Rapid growth

Melanoma is often the initial clinical impression

Malignant appearing radiographic presentation

Moth eaten, poorly delineated margins

Commonly displaces developing tooth buds

Increased urinary VMA levels

Not exclusively limited to the head and neck:

Mediastinum, skin, epididymis, and uterus are other areas of reported involvement

Histopathology: 

Characteristic pattern recognition diagnosis

Strands, cords, and islands of small cells with an infiltrating appearing growth pattern

Biphasic cellular component

Small dark staining round cells with no apparent cytoplasm

Occupy central portion of islands

Neuroblastoma-like cells

Larger, cuboidal cells with minimal cytoplasm

Occupy peripheral portion of islands

Often show melanin pigmentation

Verruciform Xanthoma

Originally described as Histiocytosis Y

Almost exclusively limited to the oral mucosa

Two convincing cases reported on vulvar mucosa

Other mucosal sites reported?

Skin lesions are reported; most are associated with limb agenesis

Papillary or cobblestoned surface lesion on a sessile base is the usual clinical presentation

Older age groups, females predominate

Histopathology: 

Epithelium

Parakeratinizing stratified squamous epithelium

Parakeratin plugging produces dramatic and characteristic orange color change in the epithelium

Elongated rete ridges extend to a uniform depth

Lamina propria

Xanthoma cells

Limited to the papillary pegs between the elongated rete ridges

Do not occur beneath the lesion

Verruca vulgaris and warty dyskeratoma are often entertained in the differential diagnosis

Focal Epithelial Hyperplasia

Also known as Heck’s Disease

Virally induced lesion seen primarily in children

HPV subtypes 13 and 32(?) implicated

Spontaneous regression sometimes noted

Characteristic population groups affected

Native Americans

Inuits

Many others?

Multiple soft flattened papules and plaques

Clustering may produce papillary or cobblestone surface

Histopathology: 

Variable acanthosis

Usually without significant hyperkeratosis

Proliferation is predominantly exophytic

Uniform depth of penetration of rete ridges

Widened, often confluent with adjacent rete ridges

Often club-shaped

Viral epithelial changes

Koilocytic changes

“Mitosoid” cells

Traumatic Granuloma

Also may be reported as:

Traumatic Eosinophilic Granuloma

Atypical Histiocytic Granuloma

Found almost exclusively on the tongue

Other intraoral sites have been reported

Persistent ulcer

Often has a raised, indurated border

Commonly shows a marked delay in healing or no healing response at all

Clinical diagnosis is often squamous cell carcinoma

Etiology believed to be severe penetrating trauma that involves the muscle layer with inflammation

Histopathology: 

Ulcer with superficial fibrinous clot

Intense inflammatory response

Extends through the extent of the lamina propria and into the muscle layers beneath

Often destroys muscle bundles, leaving individual muscle fibers within the infiltrate

Predominance of large histiocytic cells

Usually a marked increase in numbers of eosinophils

Acute inflammatory cells, lymphocytes and plasma cells also present but in smaller numbers

Necrotizing Sialometaplasia

Posterior hard palate is the most common site

Can occur anywhere minor salivary glands are found

Occasional cases reported in the parotid gland

Usually presents as an ulcerative lesion

Early lesions often present as soft, boggy swellings

Etiology is believed to be ischemia

Trauma usually precedes development of the lesion

Adjacent tumor occasionally the cause of ischemia

A classic history is the patient reports that “part of my palate fell out”

Prolonged delay in healing often noted

Clinical impression often is carcinoma

Histopathology: 

Ulcer with expected inflammatory response

Lobular necrosis (coagulation type) of underlying mucous minor salivary gland

Lobular architecture is maintained

Inflammation in the gland lobules may be minimal

Squamous metaplasia of ductal epithelium and sometimes overlying epithelium

Pseudoepitheliomatous pattern may mimic carcinoma

Mitotic activity is generally not prominent

May be mistaken for mucoepidermoid carcinoma

Peripheral Ossifying Fibroma

Synonyms include:

Peripheral Cemento-Ossifying Fibroma

Peripheral Odontogenic Fibroma

Nodular gingival mass

Exclusive to the gingiva

Often ulcerated, bleeds easily

Usually arises in the interproximal area

Usual clinical diagnosis is pyogenic granuloma

Neoplasm vs reactive proliferation is debated

Arises from periodontal membrane

Histopathology: 

Overlying epithelium is normal or ulcerated

Dense fibrous connective tissue:

Increased cellularity relative to normal collagen

Collagen matrix often “hyalinized”

Vascularity is not a prominent component, nor is there abundant extravasated blood or blood pigment

Giant cells are often found

Calcifications:

Globular or spherical cementum-like droplets

Bone

A combination of the two

Peripheral Giant Cell Granuloma

Found exclusively on the gingiva/alveolar mucosa

Most commonly located anterior to the first molars

Sessile, red to blue, dome shaped nodule

Often ulcerated

Clinical diagnosis includes pyogenic granuloma and hemangioma

Probably an unusual response to low grade chronic irritation or inflammation

Not reparative despite original designation as Peripheral Giant Cell Reparative Granuloma

Histopathology: 

Overlying epithelium is normal or ulcerated

Lamina propria contains a nodular cellular proliferation:

Often appears circumscribed

Mixture of fibroblastic and histiocytic cells

Numerous foreign-body type giant cells (osteoclasts?)

Scattered inflammatory cells may be present

Vascular stroma

Extravasated RBCs and/or hemosiderin often seen

Bone formation may be seen in long-standing lesions

Giant Cell Hyaline Angiopathy

An incidental histologic finding in tissues removed from the oral cavity for some other reason

No characteristic lesion is associated with it

Often found in tissues removed in association with partially impacted third molars

Histopathology: 

Focal areas of ring-like hyalinization with associated giant cell reaction

Originally believed to be a pathologic change in a blood vessel 

Areas of hyalinization often noted to have what appears to be an endothelial lining

Giant cells often appear to be within the lumen of the “vessel”

Foreign body reaction to legumatous debris entrapped in the tissue??

An incidental finding of little or no clinical significance!

Amalgam Tattoo

Blue, blue-brown, brown, or black macular lesion

Enlargement or spreading with lightening of pigmentation is occasionally reported

History of trauma during dental restoration is often noted

Etiology is potentially two-fold:

Entrapment of amalgam fragments within the tissue

Contact of free mercury with collagen deposits insoluble mercury-collagen salt

Radiographs may demonstrate metal fragments

Histopathology: 

Amalgam particles deposited in tissue:

Large, black staining amorphous deposits in the lamina propria

Little or no foreign body reaction is elicited

Mercury-collagen salt deposition

Finely granular, linear, brown pigmentation

Follows contour lines of the collagen fibers

Little or no foreign body reaction

Blue nevus may be a consideration in differential diagnosis

Fontana positive, melanin bleach and iron negative

Lymphoepithelial Cyst

Also referred to as oral lymphoepithelial cyst, occluded oral tonsil

Develops in areas of accessory oral tonsils

Floor of mouth

Adjacent to lingual frenum is most common site

Ventral and posterior lateral tongue

Soft palate

Presents as a small, usually asymptomatic, white to yellow, submucosal mass that may be soft or firm to palpation

Any age, most common in young adults

Histopathology:

Epithelial lined “cyst”

Usually stratified squamous epithelium

Parakeratinized 

Serial sections often will show communication with the surface epithelium

Lymphoid tissue in the wall

Germinal centers usually present

Branchial Cleft Cyst

Also referred to as cervical lymphoepithelial cyst

Disputed histogenesis

Cystic development from cervical sinus of His

Cystic change of parotid duct epithelium entrapped in upper cervical lymph nodes

Young adults, 20-40 years most often

Clinical presentation:

Presents in upper lateral neck along anterior border of sternocleidomastoid muscle

May be bilateral

Soft, fluctuant mass, usually painless

May develop sinus orifice to the skin surface

Histopathology:

Stratified squamous epithelium in > 90%

Keratinization may or may not be present

Respiratory epithelium occasionally seen

Lymphoid tissue characteristically found in the cyst wall

Germinal centers may be seen

May demonstrate reactive lymphoid hyperplasia

Lingual Thyroid Nodule

Always found on the posterior third of the tongue in the area of the foramen cecum

Remnant of thyroid gland

Accessory (ectopic) thyroid tissue (30%)

Complete failure of thyroid to descend (70%)

10% of general population is affected subclinically

Females 4:1 if symptomatic

Symptoms primarily include dysphagia, dyspnea, dysphonia

Hypo- and hyperthyroidism often associated  

Diagnosis usually involves thyroid scan

Histopathology:

Usually not a diagnostic problem

Normal appearing thyroid tissue

Often shows embryonal or fetal features

May show the entire spectrum of histopathologic features associated with thyroid endocrine dysfunction

Goitrous changes

Grave’s Disease

Thyroglossal Duct Cyst

Also referred to as thyroglossal tract cyst

Proliferation of epithelial remnants of embryonic thyroglossal duct

Midline lesion, can arise anywhere along the path of the duct

60-80% develop below the hyoid bone

Intralingual cysts are rare

Any age but usually before 20 years

Presents as painless, fluctuant, movable mass

Classically moves vertically with swallowing

Sinus tracts to the skin seen in ~33%

Histopathology

Variable epithelial lining, sometimes multiple types

Stratified squamous

Columnar

Cuboidal

Intestinal

Thyroid follicles may or may not be found in the cyst wall

Drug Induced Gingival Hyperplasia

Diffuse or focal enlargement of the gingiva

Certain drugs are characteristic offenders

Dilantin

Calcium channel blockers

Cyclosporine

Areas of poor oral hygiene may be predisposing factor

Often have a nodular surface texture

May potentially overgrow the teeth and interfere with function

Histopathology:

Epithelium:

Normal or perhaps slightly acanthotic

Characteristic rete ridge pattern

Thin strand-like (“test tube”) ridges often penetrate deep into underlying lamina propria

Broadened or bulbous rete ridges, occasionally coalescing, alternate with the “test tube” ridges

Cobblestone or nodular surface often noted

Lamina propria

Dense fibrous connective tissue with normal cellularity

May show tendency to nodular growth of collagen

Fordyce Granules

Also referred to as Ectopic Sebaceous Glands

Variant of normal?

Reported to occur in 80% of general population

Multiple, flat, white or yellow, granular lesions

Often bilateral

Can be single lesions

Occasionally raised, exophytic lesions with a cobblestone or papillary surface

Buccal mucosa most commonly

May occur on other mucosal surfaces

Genitalia, esophagus, orbit, larynx

Histopathology:

Not a diagnostic problem

Normal appearing sebaceous glands

Unassociated with hair follicle

Single or multiple lobules surrounding a duct

Duct often shows keratin plugging

Neonatal Developmental Cysts

All present as small, white to yellow, papular lesions

Common finding of minimal clinical significance

Classsification according to their location:

Epstein’s Pearls

Median palatal raphe area

Derived from epithelium entrapped along the line of palatal fusion

Bohn’s Nodules

Hard palate

Derived from developmental lamina of the minor salivary glands

Dental Lamina Cysts

Alveolus

Derived from developmental lamina of odontogenic origin

Histopathology:

Essentially identical regardless of the type 

Small cystic lesion

Lined by thin stratified squamous epithelium

Lumen filled with desquamated keratin debris

Resembles epidermal inclusion cyst

Multiple cysts may be seen

Osteoporotic Bone Marrow Defect

Asymptomatic radiolucent lesion of the jaw

Often discovered on routine radiographic examination

Non-expansile, often with indistinct corticated border

Mandible most often involved (6:1)

Characteristically women of child bearing age

Usually associated with dental treatment, particularly extraction

Etiology believed to be physiologic adaptation

Need for increased RBC production

Histopathology:

Not a diagnostic problem if the clinical entity is known

Normal marrow

Red marrow

Fatty marrow

A combination of red and fatty marrow

Central Giant Cell Granuloma

Characteristic demographic tendencies:

Young (usually less than 20 years)

Female (2:1)

Mandible (commonly anterior to the first molar teeth)

Non-expansile, asymptomatic, multilocular radiolucency

May show displacement or resorption of teeth

Not reparative despite original description as Central Giant Cell Reparative Granuloma

Histopathology:

Similar if not identical to peripheral giant cell granuloma

Dense mass of closely packed cells

Appear fibroblastic or histiocytic in origin

Numerous foreign-body type giant cells are present

Vascular stroma with resultant extravasated RBCs and hemosiderin deposition

New bone formation within the lesion not uncommon

Difficult or impossible to distinguish histopathologically from:

Brown tumors of hyperparathyroidism

Giant cell tumor of bone

Juvenile Nasopharyngeal Angiofibroma

Young males exclusively (?)

Several reports in females

Must rule out antral or choanal polyp with fibrosis

Some advocate sex chromosome studies if the diagnosis is made in a female patient

Always associated with the nasopharynx (?)

Rare cases reported to arise in the sinus and pterygomaxillary fossa

May extend to involve the oral cavity and midface

Nasal obstruction is the most common presenting complaint; epistaxis also often reported

Locally aggressive growth is commonly noted

Histopathology:

Markedly dense fibrous stroma compared to that normally found in the nasopharyngeal area

Characteristic “condensation” or “hyalinization” of the fibrous stroma

Variable cellularity, may resemble neurons

Exceptionally vascular 

Numerous slit-like vascular spaces

Relative lack of smooth muscle in the walls despite large size

May show staghorn pattern

Lined by a single layer of endothelial cells

Often large, very plump cells suggesting neovascularization

