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Tongue Diseasesb | Bz @ 1 ijJ

AnatomicalFeatures wy j JisCOrl TsHGBF

The tongue is described as having:

\V4

: ARUEe! @&Ea&gh
1. Root: R ﬁ,d
Posteriorly and benea th. zUotz @Al
2. Curved dorsal surface HGT GG Ad2g
Easily viewed when protruded. , b1 &2 z1 o1 Oj
3. Inferior or ventral surface: . HEdue! Ae¢3
Underneath the tip and sides | badr din
The tip and dorsum of the tongue are covered |
- AR U B g g Dh
1 Papillae Filiformes. L
: : : al gl oe |
1 Papillae Foliateson the sides of : N
the tongue bl & Z71 | bpadre IH @
{1 Papillae Fungiforms. Al bpgeeer
1 Papillae circumvallateon the v Jfbl €221 pGT@Ue e
zone, posteriorly on the tongue

oo023n0n

40102
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00" X . “ Taste buds % [( ”A

Circumvallate papilla

. Taste buds

m,nl.

Fungiform papilla Filiform papilla Foliate papilla / : \

Basal cell Transitional cell

Gustatory cell

Anatomical featuresof ventral surface of tongue:

: ARUEe! GG HGaae! iaguEe

Anatomical features of veral ARUEe! GG HGaagly
surface of tongue: WY fBG 1IA
1 Deep lingual veins. (7 A
 Frenulum. 5 5 A A R
9 Orifice of submandibular Nfbl & 71 Jt 7 JUpfetA

duct on sublingual papilla. Jf bl & Z1A
9 Sublingual fold. Wf2Bn 57
9 Plica fimbriata.
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Disordersof The Tonguea F I ®F O Y F

1 Shapelingual thyroid.
N Structure and texturevarices.

1 SizeMicroglossia - Macroglossia.

WJBlén ©Uif B8
E WD 1 @i fZDs
€Z1dnzZi 8l

1. Microglossia:rare or
undetectable.

2. Macroglossia:common
(generalized vs. focal).
It might be:

o Developmental(tongue size vs.
jaw size).
o Acquired:
1 Tumors: hemangioma,
Amyloid, lymphangioma.
1 Edema: myxedema,
angioedema.

= Ca

blrtzi Ofli Z
,cZ Ui ®ozIlj 1
UBNndKB IJQGRAT
11 ftzz

§ 74 EEGE O1) FANEKk d8A TY oijek+d A

bl Ea7RebPzEGRG K¢ VA A

, 01 GKzBZ1T  ij kIT|t :
T

Ofi Zz Bl & 2z21 ODTfld

d ICI YRZE B IAGE &y ¢ & E@f je

bt NADB i SFa 1 Ofr

G
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Lingual Thyroidfé ° 6 e! AR

0 Residual thyroid tissue is ) . .
common in the tongue. Ed €EYI KB €wnN d

0 Rgrely the gland dpes not Pl EZ
migrate and stays in the o e -~ N
tongue_ bEAAAS HYI J c_:l 1 ON

0 May become symptomatic with b1 @
demands on thyroid cause . . . J
enlargement. ynnzzZ JLI+ Z1 oN

o Breathing/swallowing Ozd ZOUD2KZi €l zd
difficulties.

AnkyloglossilA RU Ee! ©OR é

Tongue tie: THaoge! A
o Total:very rare dsyndromes. i1 Bot KBa 1 DIUMBE B
o Partial:very common. The S
patient can perform limited j 1°Z10Ng 2 @b A 1tH W«
moves with the tongue. , b1 &2 71
0 May cause spegh or eating EEMATI ée! HD ORa&
difficulties if severe. o )
o0 Usually asymptomatic. I nEn _R Z1
o Treated by snipping the lingual HaoC jo
frenulum. Early treatment is Lt BgRE° g§°°0 JEed
recommended to e_stablish bfz@ET W[DZT
correct pronunciation, ’
as | 4 s
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Lingual VariceA RU Ee! He

- Very common in older

s

patients. OBUZT | nlizzi+
- On the ventral surface of the BT G272 €071 21+
tongue. ’

- Usually multiple.

- Asymptomatic. N f s O
- No treatment. Only SFOBZ1 UfYWzZZ &
explaining the case to the
patient

Ankyloglossia

~

ORCT |

~ ~

AGle 0a Bl #6He G Ba g HiGaiadk(
®HoH CRGAE acdaéBa o i BaAheELHE &
Al

EAR (Hed 3XA@) &
deR ®yAeRAADEH a1 b Hdiu®l @
Ryg66eAbBC

¢ &R PFEHA

Developmental Abnormalities ¢lfie tongue o I 910 wT p H

~

FurredtongueA R U Ee ! A

Aetiology: aau
é';if:ﬁe?%?ting appears to be &Pl FAORj ' B
- Food and microbial debris WIAKB BT aJAAKABOBR IS,
which collects because it is not Pl fzfbl zfB

echanically removed.
5 —\
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- The tongue is the main
reservoir of some micro -
organisms s uch as candida
albicans and some streptococci.
- Is common problem mainly in
adults.

Ured Fij T B f £+t UFDITT]
, ] 61 OB ©O0TI

Clinical features:

- Coating of the tongue is quite
commonly seen in health y
adults, particularly in
edentulous patients, people
eating a soft, non -abrasive diet,
with poor oral hygiene, or those
who are fasting.

- The dorsum, particularly
posteriorly, may be coated with
debris in many illnesses.

- The coating appears more
obviou s in xerostomia and in ill
patients, especially those with
poor oral hygiene or who are
dehydrated.

WFTTiNG UfBE 372
sWUT f6 WFABG 3t ¥

/<
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Jfj1 0z2Z1

N B 809 O (BB g d 38 OB E & BIO | 7

Diagnosis and management

- Exclude other conditions su ch
as thrush, chronic candidiasis,
hairy leukoplakia (lateral
borders of the tongue) or other
leukoplakia.

- Treatment of the underlying
condition often suffices, but it
can be useful to brush the
tongue to remove the coating.
- This is best done in the
evenings, since brushing early
in the morning often leads to
retching. It is important also to
maintain good oral hygiene.

<« Keyl o
dg uyt AAAAEZT AAZA
Ad' 1 OURBZi1 1 dt
t 7T dIAA &G &Jf 1 bl

Aetiology:

- Black or brown hairy tongue
appears to be caused by the
accumulation of epithelial
squamous and the proliferation
of chromogenic micro -
organisms.

- A black hairy tongue may be
caused by antimicrobial
therapy,especially with broad -
spectrum drugs such as
tetracyclines or griseofulvin.

- The latter condition is related
mainly to overgrowth  of
candida species (caused by a
long course of antibiotics or
radiological treatment, or even

aau

bdZaoag NdAAG h#
| fSBZUFBOOREYT
ali sz7Zz

Lt UZ1T bBZNAJdBAAKW

Uf TZ7T 1JAABKNAMNG i/
bfyUzZzaddgEFOopzZ

jkt AAA6 dBb s Ot
jT NI SZdbnBB Fa &
d ijl OfBIKfUZi 0

~

jinninbBzi €31 Uj

O
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vitamins deficiency) and may
respond to withdrawal of the
drug, smoking,

drugs (e.g. iron salts), and poor
oral hygiene.

SERY 27

Lt BGZ WF
WJT f EZ1

JF g

A GHEC¢ G

~

Pl SFg €L nl zAH EEr®olgeiic hidazojgantsriis 1

Clinical featues:

- Black or brown hairy tongue
appearance of the central
dorsum of tongue, most severe
posteriorly, the filiform
papillae are excessively long
and stained .

Diagnosis and management:
- Diagnosis is clear.

- It is important to discontinue
smoking and any d rugs or
mouthwashes responsible.

- The condition may be improved
by increasing the standard of oral
hygiene, brushing the tongue
with a toothbrush (in the
evenings) using sodium
bicarbonate mouthwashes.

Ahohoue!
zzRj d bl G Zi+
bdzj] kft & €U

d zdTZ1 WsOU
, DU

«i ce! A

817 d R#f
dg UDFANg ©g &
, WLONT 4+ ZT blO 137
FAdBUZT Wt SZ1 b

a] EGbZ7T €0G bl 26
3 .

g » v_
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Aetiology: aa
This is a common developmental FLdF AW § WfBD
abnormality, of no known e o L
significance. And is found in bl 1 ZTud &8 bffU
many normal persons, and oft en bdi N IUJBo
i n people with D
syndromes. o
Clinical features: ahohoue
- Multiple fissures are usually BWE8DI EzZZT ODYTF+
present on the dorsum of the CeGTO0rZT B EZ:
tongue, and may be complicated e P ~
by geographic tongue. ObUZI | T nYKZT U
- Number and depth of cracks Onj | KOF 1ij ©8BR bH
increases with age. bUyUZ
- Halitosis if bacteria are trapped
in the cracks. :

« | cC
Management: S
is to reassure the patient, and bl & 21 RFOU] d
brushing the tongue.

- - | acCil G
- Cleft Tongue: deep median
fissure.

- May be BIFID tongue if it causes
separate anterior lobules.

ET §C &oHaelE uEte !-| A
*Hy CeA® ofFh U GAJI eAFE hoe -
AEydGG al GRG
wWHEUe! AHE®R0 ©H R
al Y!'|AL

wWHEUe! AHé &b HD -RiC

~

(He°HAe! dGye!) 6]
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- The condition is also known as
(erythema migrants) or ( benign
migratory glossitis).

- Red patches that change in
size and shape and resemble a
map, may be seen in person of
all ages, but are typically
detected in adults.

¢ O IZBIGf BTRUIGIFE U T g O
bfUZEWLHE BR|]

Aetiology

- Geographic tongue is an
extremely common condition,
but is of unknown aetiology.

- It has a genetic background
and a familial pattern is
common.

- The psycho logical cause has
an important role in the
Geographic tongue.

Clinical features

- There are irregular areas,
mainly on the dorsum of the
tongue and, rarely, the adjacent
oral mucosa.

@ au

praL PJOTTF Uz
g1 Ezi

OT T ¢ €z81 YEF L 1H

01 0U0rI z
dhohoue
3z0 € Ef W I DBR
Jf3T nBzid FEzbil &
g ndll BZ
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- The red areas are often
surrounded by a yellow border.
Red areas change in shape,
increase in size, and move to
other areas within hours (days
according to the professor).

- The condition may cause some
soreness, especially when acidic
foods (e.g tomatoes) are being
eaten and is often found in
patients who have a fissured
tongue

Diagnosis and Management

- The diagnosis is clinical (red
area surrounded by yellow
borders which moves on the
tongue) and no investigations
are usually needed unless there
IS the possibility of deficiency
glossitis.

- The condition is not serious
and there is no effective

treatment.

- Patients should be informed
about the condition and
reassured.

- The patient may suffer from a
burning sensation, therefore
sour food should be avoided.

NT & 271 OUF Natnjk

d 1 Dbl't Ni NOF

[TFEdg'GTI 6 Zt N @ ON

&dKZnz

JwOt z1 SUj kdm

JfSBIt+Z1 KBBS

350B 100 &JIinidn

, WYRKBZ

81 cAe 'yi &

JST+B 27 Obt W%
kd 8& DBl Ez7Zi

jnra 1nh kh 8
20dUZ1T bl & Z1

Lt d 1T Dz Of7Z

, N @

d Bzi+tzZzi 1WJUfH

C Kb G

I TF ODZbBWOE OB#
, DfSBIt Z1
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Atrophy may occur to two
types of papilla (Foliate and
Fungiform), while inflammatory
causes enlargement of the
oth er types.

ORJgT Eie! GG

aauh adgeaiese ! |

GG Asnai! ,!H
©RgT Ei e!

e
- Lymphoid hyperplasia of Nant Zi €4 WfUB#%
lymphoid aggregates at the Bl &2 72 ©0I Ot Zin Zii
posterolateral borders and the
pharyngeal part of the tongue. _
-Very common &episodic. , O 1o W
- Generally, no treatment is 170 zzRj +
needed. . v 3
- May be associated with ed Nfbl & VZ ! 5 EF
hyperplasia of the lingual tonsil , b1 &2 Z
in the base of the tongue.

@i 1 G

/\_ﬂ
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Fungiform Papillitisa T

Pgee!sR@ReR! E

- Occasionally a fungiform | I EKG BI bl frg H
papilla will become inflamed ODt 3Jza 1 OfOF
causing a painful, bright red _
tiny spot on the dorsum of the b1 EZ
tongue 1 ndOs8 t G DBl fg 1 H
- No treatment is necessary Lt U3
since the inflammation will oL T
resolve spontaneously. j1 bfzt Z1 T 1 S%
- Rarely, a circumvallat e papilla 71T DKZKT |
will become inflamed. ’
airl G
GC é64aRg 8RQexe!
EQCGC+ TAHa ° AMREGA T IR
Hg R aeg |

Aetiology8
+This was considered to be a

developmental lesion, but
current evidence suggests that

it is in fact a candidal lesion
+Usually the patient is adult
and almost a tobacco smoker ,

- A similar lesion may be seen in
HIV -infected individuals.

aau

| 4 h °afE 8 ARME Ba R -
HDY @6 g @t eB¢ @R |
ORAT BN SBEET F
DA h 6 A h®R G
C a BEd

6 G&QJ 4 FAb§ode -
HCR GHe!A!d 1Gd & R
a u
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Clinical features: . ahohoue
- There is a depapillated Y 5 S -
rhomboidal, usually f_( ! 1 5{ Z b2 . IJ EJVT-
asymptomatic area in the center ODtZ SO0dKbzZi S
line of the dorsum of the tongue, WNf6Gz2Z21 il B
anterior to the circumvallate . g - A Y
papillae. d g I ObtL N F nyu
- The lesion may be flat or , 21 Sfi
nodular, red, or red and white, i1 eAyd i
Diagnosis and Management S ¢ QPQJ'
- The diagnosis is usually made on JFOFOE®ZT WJf S nH
clinical grounds alone. Biops vy is Owd BZi KT LEKI
not usually needed as the location . ~ .- .
IS typical and tumors are rare at nw 8 UWHBb Zid 1 nNI
this site. Biopsy may be performed , WzYZ1i SFOBZ1 |
in the case of a worried patient. - .o
- This patient should stop ’ vbf N'D |_< Z . bu3x
smoking. DABABDFOTUZT ijw
- Antifungals may be indicated nOFfzZT1 | 71 $1 K
but, if the lesion fails to clea T,
laser excision is warranted.

.BRgdERA aAaDPOE 06GRCeal b atards e thAR gdAG s BB (4T
AHe 4 0l ¢cGeée AAT T & FEGT cARIER] &6 R P8hO] R & € ¢ 16D
° 6 TREjeelRRayA R aesdRhG 0ARC) CRE B IRV & ¢ d A DG

/7 \ o A Y

Glossitis due to candidiags? AT 4§ & ! a a u

- Opportunistic infection with § IS
candida species, particularly b | KOF

g

Aetiology: & a
' i
C.albicans, may result from J§

predisposing factors such as: _ j |
V broad -spectrum antibacterial, bl FdSN
particularly tetracycline. b

V topical corticosteroids. :
V xerostomia. .
V Immune defects. b Uz
b

/\-ﬂ
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Clinical features:

- Diffuse erythema and
soreness of tongue are the
main findings, but there
may also be patches of
thrush.

Diagnosis and Management:

- diagnosis is mainly clinical, but
it can sometimes be helpful to
smear for candida

- Treatment should firstb e
directed to the predisposing
cause.

- The patient should stop
smoking, and be given
antifungals.

«|l AelyT o

bzZ § E€EfTn zH
PiafuB il SfibzZz

zBI UZ1T dt b Dk ax

] PHAB

ZzdAl 3ILFNRAKZT bi +
WFOTUZT

. aauvge!
h a&d 6EANE & p 1ENEFRAYR HD) My e AAcalBih o agde !
AXEGE g &9d

EGRce! iTiya

© ®RA
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Ulcer ofthetonguee hHGD ©RT ABUBGE ;| a
Aetiology aau
1. Local Causes: 33fUSAMB 7
- Trauma. L $dsdZ1
- Burns. L, yadot Zi
2. Drugs. WF aN hl
3. ReCl_Jrrent aphthous 6z1 071 c£u3 vV
stomatitis. 30 finza
4. Malignant ulcers. o o~
5. Systemic disease: 8 OV Iv 1?' 5 |
- Blood disorders. NFEAdBnZi +ij 1
- Gastrointestinal disease. NFduUbZt UJfnU
- Mucocutaneous disea se. NFEnzl Z1  1JfHS |
- Connective tissue disease. , JBI SZ1 + &3
- Infection disease. WJfbl Kb ki

- Traumatic ulcers can be

sorted out by careful Rtyzij WDfsOzZi+
exgmir)ation of _the contact 000G nAfL 24ds €4
points in good light, we have o~
seen ulceration where a dg WfbnUBZT il
metal or amalgam filling in a 0 NT £ §jTFI

tooth has sharp ends.
Clinical features: Ah6h o U

. €
- Usually a single ulcer is seen, N~ o - ‘A
irregular border, erythematous Ofu - urdtp 1 NO
halo, with an obvious cause. 8 J I &1 Bt si1 d |
There may be a small degree of AYUZT BT ng bB

e U .o

g)nslle:gaerrf;\]lecnet.rwcal lymph nod IbiT 27 v 1 Fv N L’
- Chronic irritation may cause sOyYUj BbBOBZT +R
hyperplasia or hyperkeratosis of 1 ndalrezZVwiNgdiin &

the adjacent mucosa.

as
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Mamgement

- Remove aetiological factors
and prescribe a chlorhexidine
0.2% mouthwash. Maintenance
of good oral hygiene and the
use of benzydamine or hot
saline mouthbaths may help.

- Most ulcers of local cause heal
spontaneously in about 1 week
(7-10 days) if the cause is
removed and such supportive
care given.

- Biopsy is needed if there is any
suspicion of malignancy or if
the ulcer does not heal within 3
weeks of removal of the cause.

8 i ¢

9dbd zdE&ui Ufad+
na ICHE%nWFEfCEz

d fIZ JF dB

JFAdBbyYZ jRETEOL W
IJONIT EZ1

] I &1 VfUSABH+
n ORGHL&I TPT | FOY]
JFT 2U0UZ1 Wfi Tj
BT
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u
- Two of these, herpes simplex SBEOZ71 d zZdht &

type 1 and herpes simplex type N

6dOfUZ]T
2, occur commonly o

- They cause cold sores and prptrhod Nb avf'
genital herpes , Nf 2013
- The majority of oral herpes bd | KO] odby
cases are caused by HSV-1 and |+ Z1 o6ndfd bB
the majority of genital herpe s . % - -
cases zjare Zausged by HSVFiZ; €zol oKzt | t Z 'V

, COB €bI I Z1
- Primary HSV -1 Infections: 8.,AT ! | &§Z0e 16 ADT Wi

Mostly inapparent, if there is a

o AN o
clinical manifestation, it takes NdLd ZIt €d

the form of 8 gzi DNG] EDI

T Gingivostomatitis byzi ad Wi

! Pharyngotonsilitis bfjodzzi @

! Herpetic whitlow - - «

a1 Kergtoconjunctivitis ol in 104

1 Encephalitis Vbt KzbZ1 §

1 Recurrent illness al BAZTM

T Herpes labial es (cold sores) |guban BAYRIE N OF Kb X 1
Pathogenesi8 a7 a!
After entry, the _virus repli_cates i f0sadaB OLT z KZIi
locally in the skin at the site of : e
entry , ZANRZT Db
Typical herpes lesions are o N fv '—A nd E,b ) J
developed rnYd 3IZh | SUZI1
The virus migrates up the I DfG bbB2)|

neurons to the trigeminal
ganglion and remain latent

When the virus is reactivated, it ZI YKbkIj TdYF

travels fthrough neuron to the Kft WYTOBZT i

same site where primary y i

infection occurred . , Jf Zdhi
as
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Clinical Features:
Gingivostomatitis

Occurs primarily in children.
Mostly inapparent

The disease is characterized by:

- Fever
- Locallizedpain

- Vesicles develop on the
buccalmucosa and g ums

- Vesicles rupture to form
ulcers

The disease is self limiting

Recovery is usual

But the virus remain latent in

the trigeminal ganglion

The disease usually lasts 5 -12

days.

ahodd vy Y

nOG0 €Z72apWr z&Rj N

, €800 OfuzsbU

87 $0OBb

A6

Us dB+

DFOfzbnzi WUfsl+

, 1z

, jl LtOW zzZRKZ+

,9dyUld zzRj

,zfilYda bBan

, DT 1T AdKZT k2l B 1
, [AFbB 1 NI 0
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Aphthae (aphthous stomatitis > | &
£

Recurrent aphthous stomatitis OZ1 271
RAS, also known as aphthae
CLINICAL FEATURES |
Patients with RAS ha ve no ,r
clinically detecable systemic
symptoms or signs; if ulceration ,
affects the genitals or other ag 1
mucosae, the diagnosis cannot _
be of RAS alone. 3
There are t hree main clinical , 4J
types of RAS: byZ

9 Minor aphthous ulcers (80% of . O

all RAS). Lij k1l B8B71T' b
17 MAJOR APHTHOUS ULCERS. Of
1 HERPETIFORM ULCERS. R 7

Minor aphthous ulcer8 T Dy e !

- Occur mainly in the 10 840 JO4661 0 bfj 35 ObBH
years age group.
- Often cause minimal C WFOUF g ©

symptoms. o |
- Are small round or oviod , @B Of Y] WFASf ¢

ulcers 2-4 mm.

- Ulcer floors are initially a7 OYfr WFT Al 27+
yellowish but assume a Bl fI' Fni] ©K
greyish hue. X - g o

- Are sorrounded by an d 1 OBt 1H0 YBZ*T
erythmatous halo and some , JBndZ
oedema bTj] a tLg I

- Are found mainly on the 51 &
mouth, sulci or ventrum of ’
the tongue.

/\.ﬂ
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Occur in groups of only a few
ulcers 1-6 at a time.

Heal in 7 -10 days.

Reccur at inervals of 1 4
months.

Leave littile or no evidence of
scarring.

6L bB il GdbBI B+
, JBI' D zZ

, TT@FGZE N A
, OBHlgeEZT dL zZ+
bdAN 3JIUYR] dg* i

—
>

- This type of RAS, also known ttw b6l O OUER
as SUTTON,S ULCERS or cs T nB271 1 n0ZT
preiodenitis mucosa necrotica y o e
recurrens PMNR; OZ1 071

- ;rsarcohugc:ac;rgg\;ci)i usually Sdsll &
about 1cm in diameter or dd OpYF 1 NI @ *_ _+|
even larger. , Ol

- Are found on any area of the JfSIT nbZ7 bB+
oral mucosa, including the ODt bB NbOYKBZ]
keratinised d orsum of the . L
tongue or palate. , YOt Z1

- Occur in group of only a few jI Gt YAOBE ™ 2z #
ulcers 1-6 at one time. 57 661 DPAWT 6 4

- Heal slowly over 10 -40 days. JE T

- Recur extremely freguently. i o 3

- May heal with scaring. MA@ 0 odl Ky v A

- Occasionally are found with a , Of I 2 z#
raised erythrocyte , Uj Aab Pl
sedimentation rate or plasma . - =
viscosity. Jf Bl BL I‘f LVJ U] OB

, JLOZ I1JBO
—\
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- Reccure so fregently that
ulceration may be virtually
continous.

—\
u
- Are found in a slightly older JT YZi bB Bt fzwt
age group than the other RAS. L, 0zZ1 2Z7 vz ziw
- Are found mainly in females. kT btiT nAod &K
- Begin With_ ves_iculation_ which 37h U,F 06 z7Rjj X#
pases rapidly into multiple UJWOUKB il addbl B
minute pinhead -sized discrete ’ o s
ulcers. o B b Z_Y Z1
- Increase in size and coaleasce Wznl] 1 DU} 3%
to leave large, round, ulcers. , 22RZ1T 1 ndn
- Involve any oral site, including IKE * WFABUYZT 14
the ker atinised mucosa b OVYKBZ
- Heal in 10 days or longer. L Oi Zao0ag ’Nf s
- Are often extremely painful. B R JE

jl £tOYZT bg Qi
,JFni OBKGK

t
3l L1 S Ofi zzi SBO
z72RZ OfUS
1 Of UF 4 1 OfijUrk AW 1 O Tk 2ZR
jT LtOwWw I R : bT $§0EZ1 1 Of U NT U
I DSUj OUB ag i T Ftnzi DB1 + NiRUZ
ij 11 I DNT Uj+
Dl g 4
Ub OYKBZ Ofu 13 Ol Zhwi Ufs% Bl
i 2SZ1 AWwWWb O H®I EzZ1 Ofulj TF
Cl URd DfsT nb i 2Z1 WbOVYl
Jb OV I
[ J1f47 + [ J1f47 + OB KEF 6n+ [ d1f47 + | T
ODf W al VYi
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Oral cell carcinoma& h Hg d e !

Aetiology & au
- Predisposing factors include 7dt z7ia Ui KZ71+
tobacco and alcohol use and « S o i
sometimes UV irradiation WBRDFT EYDI 2T dyd
(sun).
Clinical features :adahdhdue
- Carcinoma can present as an: a7 ®bUL OWG8 AAZ +H
ulcer -red lesion -white lesion - ¢ 21 aSfji OBLe BT B& i
mixed red and white lesion 9 ~os g
lump -fissure. 8 . _,Wre d
- Usually carcinoma forms a JOBOB | NOUB Wt
solitary chronic indurated ulcer, I A O0IU§ OB W ndn
with a raised rolled edge and Wi f
granular floor, cervical lymph Wfi wWOZT WfUB2 ZT+
nodes enlargement may be ’ _ . . Ay
detectable. It looks differen t t1dbg zZ e\f"l L+
from all other types of ulcers. 1 t0
- Intraorally carcinoma typically zzRj ©4dBUZi <«
affects the posterolateral bB Wfiblilzi 1
tongue as a lump or ulcer, with WZn1 RB UB WL O
submandibular node . e R
involvement. YozroJ J‘
Managdment &1 ¢
- Biopsy is mandatory. WJf BT O&h
- Intraoral: surgery or ~ Y e n o~ S
radiotherapy. ) sl ur . - u§: a?g& A
-5 years survival is 3 0%. jTd 20 bz J80RIMWF

§ . A
' 3 " S
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Tongue is red, often sore, it is UiT1Tf Ofu OBgi1é&
uncommon.
Aetiology @A au
- Deficiencies of iron, folic acid i bfBIKfG ag Vi
or vitamin B12 (and rarely, . -
other B vitamins) arethecause. | & T U1 OFBIRT
- Iron deficiency is common and OFOUZ1T 00J2Z1 bl +
Is usually a consequence of RO0 E€E&FTn zzRj
heavy bleeding. 1 S o 0y
- Folic acid deficiency is seen 1hsnall v Of YAU ‘
mainly where the diet is poor in W wn
leafy vegetables.
- Vit.B12 deficiency is WfzBad0R UL 20 BuHBBG
uncommon except after CROB T
gastrectomy. . L
- Disease of the small i ntestine 24IZh WY fwnZi #
may lead to malabsorption of ONHijFmMtw igd Y f zad |\
folic acid and iron; ileal age 3JIJZ7h BadoO7z < d
di sease such as Y
disease may lead to vitB12 12 bBiBIEKT
malabsorption.
Clinical features ahdohodoue
- The sore toanU_e may I[c';uope(f;lr pt Obt B dgbdi fBIf
quite normal, or it may be re . .
and depapillated. WP BfdtZ
- There may be: 8 b -+
1 linear or p atchy red lesion P ¥ ds N Jf OV
especially in vitamineB12 < .
élefﬁ:iency% , B2 If’f Bl |§f u
{ depapillation with erythema Adn] 3IABI b UB i
termed glossitis in deficiencies §pt dg HAFHt ZT
of iron, folic acid or B vitamins. . . _
-there may also be oral T bfBI Kfd
ulceration and angular bd Y1 DKZT d IHG
stomatitis (because th 1

J1&l 6 v OUDZ &

caused by the same reasons).

/<
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Diagnosis and Management «| AelyT o
- By exclusion . It is important to AR Ne BRI Ub B 6
differentiate this condition from 'Tb .
erythema migrants, lichen FPTEBZT o1 Ot Z1T d
planus and acute candidiasis. NT+zZ1 igls
- Treatment is replacement i = 2

: | &Z1 € AWy +
therapy after the underlying l ! F?IF o "v ’
cause of the deficiency has 0dUzZ b
been established.

R B C Deltistry

RG¢, GI goEeRa RaDge! gl EC ©ORQGT E]| e
clT 1, a4anhdagb Atdo@dh+hHE€r a2aRPaa=MGR GGHLAUE
AgT) HDP yEg 6gCh Ade! Adaoge! yide!
diRae oO6fAWBRI ACGGCOAG] ef T|e F
hEC alc¢cEa A¢ &l ahn '59g7 ©ORDP] Eeéedq| o
RG6OGC A | HD! 6Di e! !IARAEed & BiRAreel & UA
. HEhddee! yI1 0l cAHEOMMEGRASHIIREG Ee & h
Notes
Vitamin B deficiency causes S A
enlargement of the tongue. D E) &z Zl IJB I, NS
- Hairy leukoplakia appears 320 &€& Tn zzR] 4
mainly on the sides of the 25000 NZItzi €D
tongue, this condition is seen in bOr B zBbzZ1 NUI D
25% of HIV patients, but it is Nl bFIKR]
caused by the Epstein Bar virus. JFAdBG il LAO#\A
- Syphilis causes oral ulcers. af UJ GbfFTE®B 3IZh +
- Leukoplakia is sorted in two , JEb T
types: homogenous and non - e €z ABF nw Obl+
homogenous. . Sav OB Y
-Thle nor.1 -homogenous typle cdd 3B TOFB]‘ naaa
cou dklbe. verrucous -nodular - c] nDBRBOBZE i EK
speckled. | - bZT B@ VYOI 2§ T
- Kaposi sarcoma is seen in | &Ubhi 1 dnn
patients.
_—\

&
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1. Bell palsy:

A. Is an acute face palsy.

B. Most cases are related to
viral infection.

C. It is commoncondition.
D. Management is whith
antivirals and cortico 0o
steroids.

2. The predisposing factors of
bell 6dspal sy:

A. Pregnancy.

B. Hypotension.

C. Diabetes.

D. Chronic granulomatous.

3.The bad prognostic sings

in bell palsy:

A. Initially complete

paralysis.

B. Hyperacusis.

C. Persistence of the stapedal
reflex.

D. Severe taste impairment.

4. Bell 0s
A. Pain_numbness.
B. Narrowing of palpebral
fissure.

C. Nasolabialfold deepens and
threre may be leakage of
saliva from the commissure.

D. Corneal dryness & scarring.

pal sy

5. Burning mouth syndrome
BMS:

A. Burning sensation

B. Especially seen in middle -
ages elderly people

C. Especially seen in
men,ratio 3:1

D. Fairly common

6. Management of BMS:
A. Patient reassurance.
B. Cognitive behavioural
therapy.

C. Antidepressants

D. Analgesics

7. Differential di agnosis of
BMS:

A. S.C.C.

B. Xerostomia.

C. Glossitis.

D. Lichen Planus.

8. Facial nerve curries: (Bell's
palsy):

A. Motor nerve impulses to
the face muscle.

B. Facial expression and the
stapes in the middle ear.

C. Sectomotor fibers to the
lacrimal g land.

D. Sectomotor fiber to the
parotid gland.
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B | 9. Predisposing factors (Bell's ' C | 10. (Bell's palsy)
palsy): pathogenesis... rarely
A. Pregnancy associated with:
B. Complications of cardiac A.VZV.
condition. B.EBV.
C. Chronic granulomatous C. Herpes simplex v.
disorders. D. Cytomegalo virus.
D. Diabetes.
A | 11. Bad prognostis signs A | 12. Haematinic -ron, Folic acid
(Bell's palsy): or Vit B12 deficiency may
A. Presistence of the cause:
stapedial reflex. A. Burning mouth sensation
B. Sever taste impairment. and glossitis.
C. Initially complete B. Facial or lip swelling.
paralysis. C. Bleeding tendency.
D. Hyperacusis. D. Recurrent sinusitis
C 13. Bell 6s pal ¢«D | 14. Predisposingfactors for
associated with: BMS:
A. Herpes Simplex virus HSV A. Pregnancy
B. Lymploma. B. Diabetes
C. Varicella-zoster. C. Xerostomia
D. Diabetes D. Upper respiratory tract
infection
A |15. Bell 6ds pal ¢C |16.Pathogenesis of BMS:
complications: A. Orofacial granulomatosis.
A. Corneal scarring. B. Elevated pain threshold.
B. Complete paralysis. C. Trigeminal excitability.
C. Hyperacusis. D. Parkinsonds
D. Persistence of the
stapedial reflex.
B | 17.positive family history of C 18. The charact eristics of
Bell's palasy is present: BMS are:
A. 5 %. A.Acute
B. 10%. B.In the upper jaw
C.15%. C.Usually bilateral
D. 40%. D.Severe
E. All of the above false. E.Often increase by eating
and drinking
D |19. Thetype 2 of BMSis : C | 20.The most important
A.Common cause of Bell's palasy is:

[
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B.May remit A. Cysts
C.On waking B. Hypertension
D.Unremitting C.HSV
E.All of the above true D. Temperature changes
E.Diabetes.

B | 21.The favorable B | 22. The psychogenic cause
prognostic signs of Bell's of BMS can be identified in
palasy is: about :

A. Hyperacusis A.15%
B. Persistence of the B.20%
stapedial reflex C.25%
C. Test impairmemt D.30%
D. Diminished salivation E.50%
E. An initially complete
paralysis

E | 23.The characteristics of B | 24. The type 3 of BMS is 8
BMS are: A. Common
A. Acute B. May remit
B. Chronic C.On waking
C. Usually bilateral D. Unremitting
D. Severe E. All of the above true
E.B+C true

A 4

Al gl K & cCclB e & ¢

E 1. The total tongue tie is : E | 2. Furredongue:
A. Very common. A. Common.
B. Symptomatic. _ B. Mainly inadults.
C 'c\i/:;?(/:l(j?uisse breathing C. Appears inxerostomia.
Bl B e D. Appears in edentuloupatients.
E. All of the above false E. All of the aboe true.
C | 3. Fissuredongue: B | 4. Dagnosis of geographic tongue
A. Find with chrorsyndrome. A. Biopsy.
B. Veryrate. B. Clinical feature.
C. Increase withage. C. Smear.
D. Treated by antifungal. D. Exclusion .
E. A+c true. . E. Blood test .
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C | 5. Hairy tongue: 6. Median rhomboid glossitis :
A. Cause is unknown. A. Chornic atrophic candidiasis.
B. Hyperkeaticfiliform papilla. B. Filiform papillae are atrophic.
C. Rare. C. Treated with systemic
D. May become stained corticosteroids.
yellowish brown to black. D. Red rhomboid shape anterior
to circumvallde papilla.
B | 7. Regarding major aphthous 8. Cause of hyrpetiform ulcer:
ulcer...choose the false: A. HS\VA 1.
A. heals slowly with scaring. B. HIV.
B. heals between 10 to 14 days C.VSV.
C. ulcer range 1 to 3 cm. D.CMV.
D. occurs in keratinized and E. None of the above.
non-keratinized moucosa.
D 9. (Diseases of the tongue) Gentic 10. Hairy tongue:
/Hereditary/Developmental A. Cause is unknown
(except): B. Elongated hyperkeratotic
A. Microglossia, macroglossia. fungiform papillae on dorsum
B. Lingual thyroid. of tongLe.
C. Varices. C. May become stained yellow
D. Mucocele. brown to black.
D. Sometimes halitosis
D | 11. The systemic causes of ulcers 12. Media rhomboid glossitis:
are (except): A. May be associated with hyper
A. Blood diseases. plasia of the lingual tonsil in the
B. Infection or immune defect. base of the tongue.
C. Gastrointestinal. B. Unknown aetiology
D. Skin cancer. C. A form of chronic atrophic
candidiasis on the dorsum of the
tongue.
D. Clinically mimics squamous cell
carcinoma.

[
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13 . Herpitiform type ulcers are
caused by:

A. Cytomegalovirus

B. Candidal Fugus

C.HIV

D.HSV 1

E. None of the above

14 . Genetic, hereditary and
deveolpmental tongue disorders:
A. Microglossia
B. Macroglossia
C. Hairy tongue
D. Ankyloglossia

D | 15. Geographic tonguexcept:

A. Red areas surrounded by a
yellowish white line.

B. The lesions move acroshe
dorsum of the tongue over
days.

C. Unknown Etiology.

D. Always symptomatic.

16 . Haematinigron, Folic acid or Vit
B12 deficiency may cause:
A. Burning mouth sensation and
glossitis.
B. Facial or lip swelling.
C. Bleeding tendency.
D. Recurrent sinusitis

B 17 . Mino aphtous ulcerations:

A. Painful, persist for weeks and sometomes for months.
B. Covered by a pseudomembrane and surrounded by an erythematous |
C. Can cause impairment of speech and swallowing.

Surgical removal is recommended in some cases
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Clinical coner:

The pervious clinical case:

The diagnosis is Bell's Palsy, the investigations should be
neurological exam of the seventh cranial nerve, Other diagnoses
that must be considered include seventh nerve neoplasm, Lyme
disease and Ramsay Hunt syndrome. Mo st often, Bell's Palsy can
be diagnosed with history and physical exam.

Spontaneous recovery from Bell's Palsy is common and treatment is
controversial. Treatment should be considered in patients
presenting within 4 days of onset of paralysis. Steroids p  rednisone
and antivirals such as acyclovir are the recommended treatment.
Physical therapy including facial exercises have also been shown to
result in faster, more complete recovery. Eye protection should be
initiated.

Clinical case related to tongue skase:
A white patch on the tongue

SUMMARY:

A 52 -year-old woman has a
white patch on her tongue.

Complaint
The patient has no complaint.

History of complaint

You have just noticed the lesion in a patient attending for the first
time for several years. There is no written record of the white patch
in her notes. The patient had noticed the  lesion but has ignored it.
She thinks it has probably been there for several years.

Make a diagnosis and decide on appropriate treatment.
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