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Webinar Guidelines

• All lines will be muted to avoid 

background noise.

• Today’s presentation and slides will 

be available on our website at 

carequest.org under the

“Education” tab and "Past 

Webinars", within the next two 

business days.

The CareQuest Institute for Oral Health is an ADA CERP Recognized Provider. This presentation has been planned and implemented in accordance 

with the standards of the ADA CERP.

*Full disclosures available upon request
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CE Credit Delivery 

To Receive CE Credits:

You have two options to receive your continuing education (CE) credit for attending the webinar. 

1. In 24 hours, you will receive an email sent to the email address you used to register. This email will 

include instructions and a link to complete the required survey and download your CE certificate. 

1. After 24 hours, you can also log into your account on the carequest.org website. Navigate to the "My 

Learning" tab, where you’ll find your survey. Complete that to receive your CE credit. 

Complete the evaluation by Friday, April 4. 

Even if you’re not seeking CE credits, we welcome your feedback on how we can improve our webinars.

The CareQuest Institute for Oral Health is an ADA CERP Recognized Provider. This presentation has been planned and implemented in accordance 

with the standards of the ADA CERP.

*Full disclosures available upon request
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Accessibility Logistics

• Feel free to enter your questions into the Question & Answer box throughout 

the presentations.

• We will turn to your questions and comments toward the end of the hour.

• If you would like closed captioning for this program, please go to the bottom right-hand corner 

of your screen, select “more” from the toolbar, and then “captions” to enable this function.
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Thank You 
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Insert webinar speaker graphic
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• Identify common and high-risk oral mucosal lesions by recognizing their 

clinical presentation, etiology, and associated risk factors through case-based 

examples.

• Apply evidence-based assessment techniques to evaluate oral mucosal 

lesions and support informed treatment decisions.

• Evaluate appropriate case management strategies for suspected malignant 

lesions, including when to make referrals and consider treatment options.

Learning Objectives
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1. How often do you conduct an oral soft tissue exam?

a) Every appointment

b) Periodically (i.e. every 3 months, annually etc.)

c) When requested

d) Never

2. How confident are you in identifying oral mucosal lesions in patients?

a) Very confident

b) Somewhat confident

c) Slightly confident

d) Not confident at all

Poll Questions
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Insert webinar speaker graphic
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• Disclosures: Dara 
Biosciences (consulting), 
Janssen (consulting), Lipella 
(consulting/research funds), 
Meira(research funds),  and 
Naveris (research funds)

• Includes off-label use of 
FDA-approved agents



Content

What Makes a Lesion “Concerning”

Geographic Tongue

Candidiasis

Recurrent Aphthous Stomatitis



What is normal? And what is not?



Evaluate appropriate case management strategies for 
suspected malignant lesions, including when to make 
referrals and consider treatment options

• Presentation (what you see)

• Persistence (what you hear)

• Location (where you see it)

• Symptoms? (what your patient tells you)

Two-Week Rule



Successful Management: 
Recognition, Diagnosis, 
and Planning

• History taking

• Examination

• Appropriate test selection (if needed)

• Recognition 

• Accurate Diagnosis

• Referral as indicated (training, 
experience)

• Selection of appropriate therapy

Essentials of Oral Medicine

Book by Edmond L. Truelove, Lewis R Eversole, and Silverman Jr Sol



Geographic Tongue



Geographic Tongue

Pereira, R. d. P., de Oliveira, J. M. D., Pauletto, P., Munhoz, E. d. A., Silva Guerra, E. N., Massignan, C., & De Luca Canto, G. (2022). Worldwide 
prevalence of geographic tongue in adults: A systematic review and meta-analysis. Oral Diseases, 00, 1–10. https://doi.org/10.1111/odi.14397

Picciani B, Santos VC, Teixeira-Souza T, Izahias LM, Curty Á, Avelleira JC, Azulay D, Pinto J, Carneiro S, DiasE. Investigation of the clinical features 
of geographic tongue: unveiling its relationship with oral psoriasis. Int JDermatol. 2017 Apr;56(4):421-427.

• Prevalence was 3% (Confidence interval [CI]: 0.4%-5.5%, n = 9813). 

• The greatest prevalence occurs in the age group of 20 to 29 years of age at 

about 39.4%.

• Women > men.

• Approximately one in 30 adults has a geographic tongue.

• More prevalent in first-degree relatives than in the control group (14.4% vs. 4%).

• Etiology is unknown.

https://doi.org/10.1111/odi.14397


Geographic Tongue



• Lichen planus

• Candidiasis

• Erythroplakia/Leukoplakia

• Contact stomatitis

• Trauma

Geographic Tongue: Differential Diagnosis

.Picciani B, Santos VC, Teixeira-Souza T, Izahias LM, Curty Á, Avelleira JC, Azulay D, Pinto 

J, Carneiro S, Dias E. Investigation of the clinical features of geographic tongue: unveiling its 

relationship with oral psoriasis. Int J Dermatol. 2017 Apr;56(4):421-427.

Stoopler ET, France K, Ojeda D, Sollecito TP. Benign Migratory Glossitis. J Emerg Med. 2018 

Jan;54(1):e9-e10.



• Antihistamines

• Topical corticosteroids

• Cyclosporine 

• Zinc

• Vitamin A

• Acetaminophen 

• Topical tacrolimus

Geographic Tongue: Management

.Picciani B, Santos VC, Teixeira-Souza T, Izahias LM, Curty Á, Avelleira JC, Azulay D, Pinto J, 

Carneiro S, Dias E. Investigation of the clinical features of geographic tongue: unveiling its 

relationship with oral psoriasis. Int J Dermatol. 2017 Apr;56(4):421-427.

Stoopler ET, France K, Ojeda D, Sollecito TP. Benign Migratory Glossitis. J Emerg Med. 2018 

Jan;54(1):e9-e10.



Oral Candidiasis

• Pseudomembranous candidiasis

• Erythematous candidiasis (also denture stomatitis, median 
rhomboid glossitis)

• Angular cheilitis

• Hyperplastic candidiasis 



Pseudomembranous Candidiasis

✔ Multiple white to yellow soft plaques

✔ Plaques easily removed by gauze

✔ Areas may bleed when plaque removed

✔ Taste alterations (bitter, metallic)

✔ Xerostomia

Oral Candidiasis



Erythematous Candidiasis



Erythematous Candidiasis

✔ Spotty appearance

✔ May look like pizza burn/depapillation of tongue

✔Often missed/underdiagnosed

Treatment

• Antifungal medications

Oral Candidiasis



✔ Cracking and fissuring

✔ Inflammation/irritation

✔ Pain upon opening the mouth

✔ Bleeding

Angular Chelittis
Oral Candidiasis



Hyperplastic Candidiasis

✔Similar to pseudomembranous but does not rub-off

✔Could be mistaken for leukoplakia

✔Diagnosed through biopsy or diagnostic treatment (KOH)

Oral Candidiasis



Treatment For Oral Candidiasis

Rx:
Clotrimazole troches, 10 mg
Disp: 70 troches
Sig: Let 1 troche dissolve in mouth 5 times per day for 14 days. Do not chew. NPO 
1/2 hour. 

Rx:
Fluconazole tablets, 100 mg
Disp: 15 tablets
Sig: Take 2 tablets stat, then 1 tablet q.d. for 14 days

Rx:
Nystatin Oral Suspension
Disp: 280 ml
Sig: Swish with 5 ml for 5 minutes and spit QID for 2 weeks.

Don’t forget the dentures!



Treatment For Angular Cheilitis

Ketoconazole cream 2%
or

Clotrimazole cream 1%
or

Miconazole cream 2%

Disp: One tube (15 gm)

Sig: Apply to affected areas q.i.d. (after meals, and at bedtime) for 14 days. 



Recurrent Aphthous Stomatitis (RAS)

• Most common ulcerative disease of the mouth

• Painful round shallow ulcers with well-defined erythematous

• RAS has a characteristic prodromal that lasts from 2 to 48 hours 
before an ulcer appears. 

• It occurs in otherwise healthy individuals and is typically located on 
the buccal and labial mucosa and tongue. 

• Less likely in keratinized mucosa of the palate and gingiva

Dent Clin North Am. 2014 April ; 58(2): 281–297. 

doi:10.1016/j.cden.2013.12.002.



Recurrent Aphthous Stomatitis (RAS)

1. Minor RAS:  

• 8 to 10 mm in size

• Most common variant (80% of RAS) 

• Heal within 10–14 days without 
scarring

2. Major RAS 

• > 1 cm in diameter

• 10–15% of patients. 

• Persist for up to 6 weeks and often 
heal with scarring.

• Most common sites are lips, soft 
palate

3. Herpetiform RAS

• 2–3 mm in diameter. May coalesce to 
form large irregular ulcers

• Lasts for about 10–14 days

• Unlike herpetic ulcers, these are not 
preceded by vesicles 

• More common in women and have a 
later age of onset than other clinical 
variants of RAS

J Oral Maxillofac Pathol 2011;15:252-6.









Recurrent Aphthous Stomatitis (RAS)

J Oral Maxillofac Pathol 2011;15:252-6.



Recurrent 
Aphthous 
Stomatitis (RAS): 
Management 

High potency steroids only (class I or II) 
(Lidex, Temovate etc)

The main potential side effect is candidiasis

Applications 2-4 times a day



World Health Organization. WHO Model Prescribing
Information: Drugs Used in Skin Diseases. Geneva,
Switzerland: World Health Organization; 1997.



Topical Medications:

• Tetracycline

• Chlorhexidine gluconate

• Diluted hydrogen peroxide 

• Anesthetics such as topical lidocaine (2% viscous solution, gel, or spray) or 

benzocaine azathioprine

• Topical Cyclosporine

• Isotretinoin gel

Systemic Management:

• Prednisone ± steroid-‐sparing immunosuppressants

• Cyclosporine, systemic isotretinoin, colchicine, pentoxifylline, dapsone, 

doxycycline, thalidomide, pidotimod, Aprimelast

Low Laser Therapy

Recurrent Aphthous Stomatitis (RAS): Management 

Manfredini M, et al.. Recurrent Aphthous Stomatitis: Treatment 
and Management. Dermatol Pract Concept. 2021 Sep 1;11(4)



Evaluate appropriate case management strategies for 
suspected malignant lesions, including when to make 
referrals and consider treatment options

• Presentation (what you see)

• Persistence (what you hear)

• Location (where you see it)

• Symptoms? (what your patient tells you)

Two-Week Rule
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Recognition, Risk Assessment, and Referral  



Statement Disclosure

I have no actual or potential conflict of interest in relation to this 
presentation



Contents

• Oral Lichen Planus

• Leukoplakia/Erythroplakia

• Screening for Oral Cancer/Oral Potentially 
Malignant Diseases (OPMD)

• Confusing cases





Oral Lichen Planus

• Chronic inflammatory condition affects oral mucosa

• Unknown etiology

• Prevalence: 1%

• It can be asymptomatic

• Symptoms varies – mild irritation to severe pain that prevents 
patients from eating



Oral Lichen Planus

• Intra-oral: Reticular, erosion/ulceration, bullous forms, 
desquamative, plaque-like

• Extra-oral: PPPP: purple, polygonal, pruritic papules- Flexural 
surfaces, nails, genitals



Oral Lichen Planus

• Lichenoid reactions (drugs, amalgam, gold) can look identical to LP lesions

• Distinguish from oral lichenoid reaction is not easy – based on history, 
proximity to fillings, etc.

• Management/treatment is for mainly symptomatic relief

• Management: Topical steroids stay as mainstream

• Premalignant? Recent meta-analysis: 1.1-1.4%



Oral Lichen Planus

• Managements:

• Avoid/remove irritants

• Remove the irritants as much as possible

• Advise to avoid acidic/salty/spicy food

• Protective agents

• Topical anesthetics

• Topical steroids



Oral Lichen Planus

• Managements:

• Protective agents/topical anesthetics

• Benzocaine

• Lidocaine gel

• Viscous lidocaine

• Liquid Diphenhydramine 

• Aluminum-Magnesium Hydroxide 



Oral Lichen Planus

• Management

• Topical steroids

• Dexamethasone 0.5mg/5ml, 5 ml, swish and 
hold for 5 minutes and spit 2-3 times a day

• Fluocinonide or clobetasol gel 0.05%

• Triamcinolone 0.05% paste









Leukoplakia/Erythroplakia

• Clinical diagnosis

• White patch or plaque that cannot be wiped off: process of exclusion

• Histologically: hyperkeratosis, hyperplasia, mild/moderate dysplasia, severe 

dysplasia, carcinoma in-situ

• Thin leukoplakia: seldom malignant change

• Thick leukoplakia: 1-7% malignant change

• Granular or verruciform: 4-15% malignant change

• Erythroleukoplakia: 28% malignant change



Leukoplakia/Erythroplakia

• Considered as Oral Potentially Malignant 

Disorders (OPMD)

• Management
• Biopsy

• Monitoring vs. excision vs. abrasion

• Screening?



Oral Cancer

• H&N Cancer

• Account for 5% of all cancer

• About 50% of H&N cancers occur intraorally

• Approximately 54,000 new cases of oral 

cancer are diagnosed each year in the U.S. 



Oral Cancer

• The 5-year survival rate;

• Localized oral – 83%

• Spread to other area – 32%



Oral Cancer and OPMD Screening

• The US Preventive Services Task Force
• Concluded that the available evidence was insufficient 

to assess the balance of benefits and harms of 

screening for oral cancer in asymptomatic adults

• The recommendation was intended for primary medical 

care providers



Oral Cancer and OPMD Screening

• American Cancer Society
• Recommends that adults aged 20 y or older who have 

periodic health examinations should have the oral cavity 

examined as part of a cancer-related checkup



Oral Cancer and OPMD Screening

• American Dental Association
• Recommends that clinicians perform a visual oral 

examination in all adult patients during initial, routine, or 

emergency visits



Oral Cancer and OPMD Screening

• Things to concern:
• White/red/mixed lesion

• Surface smoothness/roughness

• Surface thickness

• Raised

• Induration

• Ulceration

• Symptoms



Case 1



• 52yo M, referred by ENT for eval of white lesions on tongue 
and gingiva

Case 1



• HPI:

• History of white lesion on the tongue for more than 10 years

• History of Verrucous Carcinoma on the tongue - excision (19 month 
ago) 

• White lesion on the same area was biopsied/removed (5 month ago):
mild dysplasia with lichenoid features, but no malignancy

• About 1 month ago, he developed white lesions and pain on gingiva as 
well as FOM/ventral tongue 

• Aggravating factors: Eating, anything touching the area 

• No known alleviating factors

• He did not start any new medication or oral product within several months 
prior to the oral symptoms or the white lesion

• Past management: Some kind of OTC mouth rinse after development of 
gingival pain - no relief.

Case 1 Cont.



• PMH:

• HTN, Asthma

• Meds: 

• Metoprolol, Amlodipine, Irbesartan, Alprazolam, Zolpidem, 

Proair, Atorvastatin

• ALL: 

• NKDA

• SHx: 

• Denies use of any tobacco products or recreational drug, 

ETOH: 7-14 drinks a week

• Stress level: Medium high - can’t tell if stress is related to 

symptom of mouth

Case 1 Cont.







• Appearance of tongue was concerning

• Oral lichen planus features

• Treated for oral lichen planus

Case 1 Cont.

















Case 2



• 54yo, M, referred by internist for eval of erosive lesions on right 
buccal mucosa

Case 2



• HPI:

• White lesion on the tongue - biopsied 8 month ago reported lichen planus 

with mild dysplasia

• Right side of the tongue is very sensitive

• Aggravating factors: Spicy food, OTC mouth rinse (anything containing 

alcohol), hot temperature, acidic food, crunchy food

• Alleviating factors: None 

• Past management: Some kind of OTC mouth rinse that did not help. Mouth 

rinse prescribed by oral surgeon (he cannot remember the name) that did not 

help - he reports that the mouth rinse was numbing his mouth but it did not 

alleviate the pain/sensation much. Therefore, he did not use it regularly.

Case 2 Cont.



• PMH: 
• DM, HTN, high cholesterol

• Meds: 
• Simvastatin, Insulin, metformin, HTN med (he 

does not recall the name) 

• ALL: 
• PCN - skin rash

Case 2 Cont.



• SHx: 
• Pt denies use of any tobacco product or recreational drug

• Occasional use of ETOH

• Stress level: 
• Medium, stress does not seem to worsen his oral 

lesions/sores 

• Oral products: 
• No change in oral products before the onset of symptoms

Case 2 Cont.



Case 2 Cont.



Case 2 Cont.



Case 2 Cont.



Case 2 Cont.



• A/P: 

• OLP on one side?

• Differences between right and left in his mouth

Case 2 Cont.



Case 2 Cont.



Case 2 Cont.



Case 2 Cont.



Case 2 Cont.
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Register Now



2025 
AAOM/EAOM 
Joint Meeting

Make plans now to join us for the 2025 Joint Meeting of 
the American Academy of Oral Medicine (AAOM) and 
the European Association of Oral Medicine (EAOM) 
next May 14-17, 2025, when the global oral medicine 
community will meet for learning, connections and fun at 
the JW Marriott in Las Vegas, Nevada. The theme 
is Global Transformation in Oral Medicine and we are 
honored to have the participation of the following 
organizations:

• Oral Medicine Academy of Australasia (OMAA)

• Brazilian Society of Oral Medicine and Oral Pathology 
(SOBEP)

• Japanese Society of Oral Medicine (JSOM)

• Saudi Society of Oral Medicine (SSOM)

• Mexican Association of Oral Pathology and Medicine (MAOMP)

• Canadian Academy of Oral and Maxillofacial Pathology and 
Oral Medicine (CAOMPOM)

• World Workshop of Oral Medicine (WWOM)
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Question and Answer
Submit questions for the panelists in the Q&A box
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Webinar Evaluation

Complete the evaluation by Friday, April 4 

to receive CE credit. You will receive a link to 

the survey in 24 hours. 

Next Webinar:

Community Water Fluoridation: How Dental 

Professionals Can Lead the Conversation on April 10 at 

7 p.m. ET

And we invite you to take a minute to sign up for our 

newsletter to get more information on future webinars!
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Follow us on social media!

Stay Connected

@CareQuestInstitute

@CareQuestInst

@CareQuestInstitute

CareQuest Institute
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