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ORAL LESIONS OF HIGHER CLINICAL FREQUENCY

IN CHILDREN — LITERATURE REVIEW

Lesoes bucais de maior frequéncia clinica

ABSTRACT

Objective: The objective of this article is to present to
the dental professionals, through a literature review, the
main oral lesions that are part of the odontopediatric
stomatology, in order to improve the knowledge and
attention to the health of the pediatric patients. Me-
thods: The searches were carried out in the following
bibliographic databases: PubMed, Web of Science, LILACS
and Bireme. Data synthesis: this article deals with the
description of the most frequent oral lesions in Pediatric
Dentistry, such as epstein’s pearls and gingival cyst of
the newborn, which are the most common changes in
newborns; congenital abnormalities such as ankyloglos-
sia; lesions with fluid retention such as eruption cyst/
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hematoma; fungal and viral diseases such as candidosis,
acute herpetic gingivostomatitis and secondary herpes
simplex, respectively. There are also those related to
the main infectious diseases of childhood, with clini-
cal manifestations in the oral cavity such as measles,
impetigo, varicella, mumps and hands, feet and mouth
disease. Conclusion: It is very important, for General
Practitioner and Pediatric Dentistry to recognize oral
lesions in children, to make a correct and early diagnosis
of them, in order to improve the knowledge, attention
to the health and quality of life of the pediatric patients.
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RESUMO

Objetivo: Apresentar aos profissionais da Odontologia, por meio de uma revisdo de literatura, as
principais lesdes bucais que fazem parte da Odontopediatria, a fim de melhorar o conhecimento e a
atencgdo a saude dos pacientes pedidtricos. Métodos: As buscas foram realizadas nas seguintes bases
de dados bibliogrédficas: PubMed, Web of Science, LILACS e Bireme. Sintese dos dados: Este artigo trata
da descricdo das lesGes bucais mais frequentes na Odontopediatria, como pérolas de Epstein e cisto
gengival do recém-nascido, que sdo as altera¢des mais comuns em recém natos; alteragdes congéni-
tas como anquiloglossia; lesdes com retengdo de liquido como cisto/hematoma de erupg¢ao; doencgas
fingicas e virais como candidose, gengivoestomatite herpética aguda e herpes simples secundario,
respectivamente. H4, também, aquelas relacionadas as principais doencas infecciosas da infancia,
com manifestag¢des clinicas na cavidade bucal como sarampo, impetigo, varicela, caxumba e doencga
das mios, pé e boca. Conclusio: E muito importante, para o clinico geral e para o odontopediatra,
reconhecer as diversas lesdes que podem acometer a cavidade bucal das criancgas, propiciando um
diagnéstico correto e precoce das mesmas, a fim de melhorar o conhecimento, atenc¢do a satde e
qualidade de vida dos pacientes pedidtricos.

Palavras-chave: Medicina oral. Odontopediatria. Anormalidades na boca. Doengas transmissiveis.

INTRODUCTION

Several are the significant subjects of relevance within Pediatric Dentistry, the Stoma-
tology is one of them and is very important and contributing to the prevention, diagnosis
and treatment of oral lesions that may affect pediatric patients. It is very important that
both the General Practitioner and the Pediatric Dentistry examine the oral cavity of the
baby and/or the child to be aware of the structural changes that may occur in this space,
since the infant patients have strictly peculiar physical and morphological characteristics.
Coupled with this, dental professionals, when it comes to care for children, should perform
a good anamnesis and a thorough clinical examination, so that the diagnosis can be reached
as precisely as possible.

Thus, the aim of this study was revise the scientific literature about oral lesions of
higher clinical frequency in children in order to improve the knowledge and attention to
the health of the pediatric patients.

METHODOLOGY

The study was characterized as a literature review. The guiding question was: “What
are the oral lesions with the highest clinical frequency in childhood?” The selected databases
were: National Library of Medicine (NLM-interface PubMed), Webscience and the Virtual
Health Library (BVS/BIREME-LILACS, Medline and SciELO). Literature search in Portugue-
se and English. As a search strategy, the following descriptors were used according to the
Medical Subject Headings (MeSH, http://www.nlm.nih.gov/mesh/meshhome.html), com-
posing the following search key: ((((Bohn’s nodules) or Epstein’s Pearls, gingival cyst of
the newborn, Riga-Fede disease, geographic tongue and/or fissured tongue), ankyloglossia
or tongue-tie), eruption cyst and/or hematoma cyst, ulcerative lesions and/or recurrent
aphthous stomatitis or traumatic ulcer, infectious diseases and/or scarlet fever, congenital
syphilis, impetigo, fungal diseases and/or Candidose), viral diseases and/or herpes simplex)
or acute herpetic gingivostomatitis) or secondary or recurrent herpes simplex), measles))
and chickenpox), mumps and disease of hands, feet and mouth).
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LITERATURE REVIEW

Changes in the newborn

Bohn's nodules:

First described by Heinrich Bohn in 1866" they are transient lesions affecting the oral
mucosa during birth or up to three months thereafter. These are multiple nodules of keratin,
from two to six, painless, resulting from epithelial remnants originating the development of
minor salivary glands in the palate. They are found along buccal and lingual parts of the alve-
olar ridges away from the midline and, on the palate (65%), near the junction of the hard and
soft palates, in of the cases and along the surface of the covering mucosa of the alveolar crests
in 25 to 65% of the newborns. They are more common in the maxilla than in the mandible*”
(Figure 1). There is no treatment for these lesions. They disappear in a few weeks or months®.

Figure1: Changes in the newborn: Bohn's nodules.

Epstein's Pearls:

Described for the first time by Alois Epstein in 1880, they are inclusion cysts that appear
along the median line of the palate or the medial palatine raphe. They are painless, whitish
or yellowish papules, 2 to 3 mm in diameter, firm to the palpation, circumscribed, single or
multiple, resembling “rice grains”? (Figure 2). They occur in 80% of newborns9 and there is
no treatment for these lesions. They disappear in a few weeks or months®.

Figure 2: Changes in the newborn: Epstein's Pearls.
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Gingival cyst of the newborn:

Keratin-filled cysts, originated from remnants of the dental blade. It is found in the buccal
and/or lingual, in the dental ridges of the maxilla (preferably) and mandible, also in the form of
painless, whitish and multiple papules®. They present a prevalence of 70 to 89%" in newborns,
disappearing spontaneously in a few weeks or months. There is no treatment for them?®.

Riga-Fede disease:

So-called when the ulcer Sublingual affects children under 2 years of age. The lesion
was first described by Antonio Riga in 1881 and Francesco Fede performed subsequent histo-
logical studies in the year 1890™. The lesion was named after the two scientists who identified
the condition. Above 2 years of age, this same lesion is called traumatic oral granuloma®.

It is characterized as an ulcer with raised and hardened borders, necrotic background,
white-gray coloration, erythematous halo, located on the ventral surface of the tongue of
some babies (Figure 3).

Figure 3: Changes in the newborn: Riga-Fede disease.

Its occurrence is associated with the presence of sharp incisal edges of natal or neo-
natal teeth (lower incisors), on the baby’s tongue during breastfeeding or suction®. In most
cases, the injury causes the child to experience difficulties in sucking and feeding, placing
the child at risk of malnutrition and/or a nutritional deficiency. The treatment can be done
by wearing the incisal edges of lower incisors and, if the birth or neonatal teeth are super-
numerary or have mobility, the exodontia is indicated®.

Non-pathological changes

Geographic tongue:

Also called Glossite Benign Migraine, it was first described by Reiter in 1831. It is a
lesion that affects approximately 2% of the population”, and is the most frequent lingual
alteration in infantile patients, with incidence of 2 to 20% among school-age children'®"™.
More prevalent in females than in males, with their frequency reduced with age®. Etiology
and pathogenesis is unknown?®?*, but may be related to syndromes such as Reiters syndrome
and Down syndrome?®, psoriasis*»*, diabetes mellitus®, anxiety, stress, allergies®, family his-
tory, HLA-DR5, HLA-DRW6 and HLA-Cw6 antigens®, as well as genetic factors, particularly
among HLA-DR5, HLA-DRW6 and HLA-Cwe6 antigens.
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The atrophy of the filiform papillae leads to an erythematous, erosive area of varying
dimensions, with well-demarcated borders, white and yellowish coloration, with irregular
spiral pattern. Located in the anterior two-thirds of the tongue, it resembles a map; hence
the denomination “geographic”. “The erosive area, due to the desquamation of the filiform
papillae, remains for a short time in one place, as soon as the tissue is repaired and the
unshapillated areas appear in another region of the tongue, giving the idea of migration®>*°
(Figure 4).

Figure 4: Non-pathological changes: Geographic tongue.

This may remain for weeks to months, regressing spontaneously, to relapse later. Ge-
ographic tongue may be treated as a single or multiple lesion, asymptomatic or presenting
symptoms such as pain, burning sensation and discomfort, sensitivity to hot, spicy and
bitter foods; change in taste; ear pain or submandibular lymphadenopathy In general, no
treatment is indicated. In symptomatic cases, patients should be food-oriented and the use
of topical anti-inflammatory may be effective®.

Fissured tongue:

Considered as one of the most common malformations of the tongue, it has a pre-
valence of 5% in the world population, and may reach 30% among the elderly. It primarely
affects mainly the male gender. It is pointed out by some authors as being a developmental
anomaly because it is often accompanied by developmental defects such as cleft lip or syn-
dactyly. Although of unknown etiology, it presents a genetic basis, in its origin; it is common
in successive generations and in brothers of the same family**. There is a strong association
between fissured tongue and benign migratory glossitis, as well as Down syndrome and
Melkersson-Rosenthal syndrome, in which patients present orofacial granulomatosis, es-
pecially of the lips, in addition to episodes of facial paralysis®.

At the clinical examination, irregular grooves or fissures of varying depth (up to 6 mm),
coated with intact but atrophic epithelium, present on the back of the tongue, on its poste-
rior portion and on the sides, sometimes giving the impression that the tongue is divided
into separate parts. Usually the fissured tongue is asymptomatic, but when there is symp-
tomatology, it is restricted to mild burning, due to the presence of microorganisms and
food residues within the grooves. Its diagnosis occurs randomly during the dental visit.
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This lesion does not require treatment, only hygiene guidelines to avoid accumulation of
food causing local irritation®**.

Congenital changes

Ankyloglossia:

Congenital anomaly characterized by the presence of a short or inserted lingual fre-
nulum very close to the tip of the tongue, with a fibrous or even muscular aspect, causing a
decrease in the mobility of the tongue. Also called “tongue-tie” The severity of ankyloglossia
is variable, ranging from a short but abnormal inserted frenulum, which restricts the small
movement of the tongue (partial ankyloglossia) to the condition of the tongue fixed com-
pletely on the floor of the mouth (complete ankylosis)*.

Ankyloglossia is most commonly found in males®. It presents a higher prevalence in
neonates (1.72% to 10.7%) than in children and adults (0.1-2.08%)*. It leads to the inability
to extend the tip of the tongue beyond the border of the vermilion of the lips or to the line
that joins the labial commissures (Figure 5).

Figure 5: Congenital changes: Ankyloglossia.

It is associated with speech deficiency, presence of midline diastema, oral motor
dysfunction and mandibular lingual gingival recession. In children, it may lead to a series
of disorders, such as difficulties in breastfeeding, phonation and adequate oral hygiene,
besides being the cause of possible psychological problems. In most cases of ankyloglossia
no treatment is indicated. If necessary, surgical treatment with frenectomy is indicated®.

Lesions with retention of liquid

Eruption cyst/Hematoma cyst:

Benign odontogenic cyst that accompanies the eruption of a deciduous or permanent
tooth. It is present in most cases in children less than 10 years of age®, in the incisor and
upper canine regions, and in the region of lower molars, and may occur in any area where a
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tooth is in phase of eruption. It is formed from the expansion of the dental follicle, resulting
from the accumulation of liquid around the crown of the erupting tooth, after rupture of
the bony crest* (Figure 6).

Figure 6: Lesions with retention of liquid: Eruption cyst.

Clinically, it is characterized by painless dome-shaped swelling, limited to the region
of the alveolar ridge, where the eruption of the tooth will occur and may be soft or buoyant,
sometimes consistent with palpation, single or multiple, unilateral or bilateral, with a dimen-
sion of up to 1.5 centimeters. It may be translucent or bluish-purplish, due to hemorrhage
in the follicular space, between the crown of the tooth and the reduced epithelium of the
enamel, being called, in this situation, an eruption hematoma* (Figure 7).

Figure 7: Lesions with retention of liquid: Hematoma cyst.

Most of the time the eruption cyst/hematoma disappears spontaneously, due to the
eruption of the tooth in the oral cavity; however, if there is any pronounced symptom or
delay in the dental eruption, there is a need to perform ulotomia or ulectomy procedures®.
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Ulcerative lesions

Recurrent aphthous stomatitis:

Considered as one of the most common lesions of the oral cavity, it is present in
approximately 20% of the world population*. Among pediatric patients, their prevalence
varies from 0.9 to 10.8%, manifesting in about 14% of cases, before 10 years of age; this fact
makes it one of the most frequent oral affections in children®®*.

Etiology and pathogenesis are not completely defined yet, several factors are asso-
ciated with its origin as local trauma; allergy to certain foods; deficiencies of iron, folic acid
and vitamin B12 in the body; genetic factors; bacterial infections, immune disorders such
as cyclic neutropenia and AIDS; psychological stress, hormonal influences, among others®.

The aphthous lesions are recurrent, well defined, round or oval, single or multiple,
presenting the central region covered by a yellowish-white pseudomembrane, surrounded
by an erythematous halo. They are extremely painful, and are located in non-keratinized
regions of the oral cavity, such as buccal mucosa, border of the tongue, among others (Figure
8). They last from 7 to 10 days*.

Figure 8: Ulcerative lesions: Recurrent aphthous stomatitis.

Recurrent aphthous stomatitis can be classified into smaller, larger and herpertiform
aphthae. Lesions lead to difficulties in eating, speaking and swallowing, and have a negative
impact on the child’s quality of life. The treatment can be performed with corticoid therapy,
chlorhexidine, tetracycline, levamisole, colchicine and dapsone*”*.

Traumatic ulcer:

Characterized as being a solution of continuity of the buccal epithelium, due to a
physical aggression against the soft tissues of the mouth. Its etiology, in children, may be
associated with involuntary bites on the lip, after trunk anesthesia in the lower region;
action of fractured teeth on the buccal mucosa; fractured restorations; use of orthodontic
appliance; objects suddenly introduced into the mouth; accidents; falls; fights; thermal
burns associated with the ingestion of hot foods or beverages; chemical burns caused by
drugs maintained for along time in contact with the buccal mucosa, before being swallowed
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and by medications used by the dentist such as cavity varnishes, acid conditioners, among
others**. Clinically, the traumatic ulcer can range from a small lesion to a large dilacera-
tion, a fact that will depend on the type and intensity of the trauma, that is, moderate and
frequent aggressions lead to the development of chronic ulcers, with firmer, whitish edges,
due to hyperkeratosis. Acute ulcers, on the other hand, are flatter and ovoid, with a whitish
necrotic center, circumscribed by an erythematous halo (Figure 9).

Figure 9: Ulcerative lesions: Traumatic ulcer.

These ulcers usually heal within seven to ten days spontaneously, and in the case of
chronic ulcerations, topical corticosteroids are generally used, as well as identifying and
removing the causal agent®.

Infectious diseases

Scarlet fever:

Contagious disease caused by a erythrogenic exotoxin produced by Streptococcus pyo-
gene (group A beta-hemolytic), which usually affects children between 2-10 years of age®,
after an incubation period of 12 hours to 7 days, by direct contact with the infected person,
especially in winter and spring®>*. Scarlet fever hardly affects children under 2 years of age,
as they are protected by maternal antibodies through natural breastfeeding®.

The diagnosis is made after the second or third day of the disease, from the appearance
of a diffuse, scarlet and bright skin rash located in the skin folds, which is very characteristic
of this type of disease. In the oral cavity, the disease is manifested by inflammatory lesions
on the palate, tonsils and tongue; the fungiform papillae become edemaciate and hypere-
mic, projected as reddish protrusions, covered by a whitish layer, the so-called “strawberry
tongue”. Subsequently, this whitish covering disappears, giving rise to an extremely red,
smooth and shiny tongue, in which the fungiform, edemaciate and hyperemic papillae stand
out, characterizing now the “raspberry tongue”®. The treatment is based on administration
of penicillin.
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Congenital syphilis:

Disease resulting from the hematogenous spread of Treponema pallidum from the
untreated or inadequately treated mother to the fetus through the placenta®®. However, if
adequate treatment is instituted to women, up to the 16th week of gestation, the disease can
be prevented in the newborn, in up to 96% of cases. After this gestational period, Treponema
pallidum crosses the placenta, causing the fetus to develop congenital syphilis. The main
future changes will be the facial and dental order: deformity of the nasal bones (“saddle
nose”), oral lesions as mucosal macules , rhagades (deep cracks in labial), glossitis atrophic,
yellowish discoloration of lips, cleft high vault and narrow®” and so-called Hutchinson’s teeth,
“permanent molars in blackberry” and “incisive barrel”, resulting in hypoplasia present in
these teeth®®. These dental changes occur during the development period of the enamel organ
by an inflammatory reaction induced by Treponema pallidum, through the contamination
of dental germs, leading to a decrease in the production of ameloblasts, which are the cells
responsible for the formation of dental enamel®°.

Congenital syphilis presents as pathognomonic sign, the so-called Hutchinson’s triad,
represented by interstitial keratitis, deafness due to damage to the VIII cranial nerve and
hypoplasia of molars and permanent incisors (Hutchinson’s teeth)®. Rarely do these three
signs appear together in the same child.

Impetigo:

Bacterial infection, usually by Staphylococcus aureus is the fourth most common
dermatosis among children®. It is estimated that approximately 162 million children from
underdeveloped and developing countries have already been affected by this disease®.

Impetigo first attacks the epidermis, generating inflammatory vesicles or pustules,
which rupture, forming crust lesions®. It also affects the perioral region, encompassing labial
commissure and vermilion of the lips. The lesions are characterized by a yellowish-brown
adherent crust and usually heal without complication (Figure 10).

Figure 10: Infectious diseases: Impetigo.

Use antiseptic in the infected area and topical antibiotic twice daily. If lesions do not
heal, systemic antibiotic must be used®:.
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Fungal diseases

Candidose:

One of the most common fungal infections of the oral cavity, caused by the fungus
Candida albicans, occurring in 1 to 37% of the children, especially infants and children under
2 years old. Candida albicans can be detected about 75% of the healthy population without
signs of infection®. There are several factors that increase susceptibility to candidiasis, such
as nutritional deficiencies, antibiotic therapy, immaturity of the immune system, hyposa-
livation, poor oral hygiene, among others®®.

Candidose can be presented in various ways as pseudomembranous, atrophic erythe-
matous, hyperplastic and angular chelitis®.

Pseudomembranous candidiasis is most common in children. Clinically, it is mani-
fested by the presence of white-yellow plaques adhered to the mucosa, which mainly reach
the tongue, palate and jugal mucosa, and may also be present in other regions of the oral
cavity. These plaques are easily removed, and when this occurs, they leave an erythematous,
sometimes bleeding, surface with moderate painful symptomatology®® (Figure 11).

Figure 11: Fungal diseases: Candidose.

The diagnosis of candidosis is established, mainly, by the interaction of the clinical
characteristics with the cytopathology exams.

The treatment consists in the use of topical or systemic antifungal, depending on
the extension and the systemic condition of the patient. The topical antifungal of choice is
nystatin and the systemic ones may be fluconazole or, more recently, itraconazole®.

Viral diseases

Herpes simplex:

Considered to be the most prevalent viral disease reaching the oral cavity, since it is
present in about 60 to 95% of the adult population®.
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The herpes simplex virus presents as two serotypes (I and II). Type I (HSV-I) is the
etiological agent of oral infections and type II (HSV-II), responsible for genital infections™.

The infection caused by HSV-1 increases gradually from childhood to adulthood, af-
fecting about 80% of the population. The transmission of the virus occurs mainly through
direct contact with active lesions or saliva. The incubation period occurs, on average, for 5
days to two weeks. The first contact with the HSV-1virus is generally asymptomatic, and only
about 10% of the infected individuals present symptoms, thus characterizing symptomatic
primary infection, which is accompanied by severe clinical manifestations, characterizing
acute herpetic gingivostomatitis. After the primary manifestation, HSV-1 goes to the trige-
minal ganglion, remaining there, in latent state, until it is reactivated by several factors such
as trauma, exposure to sun, cold, fever, anxiety, stress, among others. Thereafter, secondary
or recurrent infection is established in about 20 to 40% of previously infected individuals™™.

Acute Herpetic Gingivostomatitis:

Common childhood disease, caused in 90% of cases, the herpes simplex virus type 1
usually occurs in children under 6 years of age; exceptionally appears before 6 months of
age, due to the presence of circulating antibodies from the mother™.

The initial manifestation of the disease in children is due to fever, headache, irrita-
bility, pain upon swalling and regional lymphadenopathy. From 24 to 36 hours, the mouth
becomes extremely sore, the gingiva is swollen and there is an increase in salivary flow.
Vesicles multiply in the regions of the gingiva, tongue, lips, oral mucosa, oropharynx and
perioral region, rupturing and forming erosions, covered by pseudomembrane of erythema-
tous margin. In a period of time of 7 to 14 days, without complications, the lesions regress
without leaving sequels, disappearing along with the systemic symptoms and lymphadeno-
pathy. Drug therapy involves the administration of analgesics, anti-inflammatories and, in
cases of secondary infection, antibiotics and antifungals. There is special recommendation
for diet, which should be liquid and protein. Local treatments include the use of antiseptics
and topical anesthetics™.

Once the lesions disappear and the normal clinical picture returns, the virus becomes
attenuated and remains latent within the cells of the trigeminal ganglion, and may be reac-
tivated years later when there is a state of local or general immunosuppression, giving rise
to another clinical form of the disease known as recurrent herpes simplex.

Secondary or recurrent herpes simplex:

Mucocutaneous infection caused by the reactivation of HSV-1 latent virus, affecting
approximately 20% to 40% of individuals who have already presented with acute herpes
gingivostomatitis. Reactivation of the virus can occur spontaneously or be influenced by
fever, sun exposure, cold, low immunity, emotional stress™.

Clinically, it is characterized by the appearance of small vesicles located around the
mucocutaneous junction of the lips, closer to the skin than to the mucosa. In two days these
vesicles rupture, forming a crust, and they decay in 7 to 10 days, without scarring”™. These
lesions can also be found in the intraoral mucosa, such as the gingiva and hard palate, pre-
senting as small ulcerations that adhere to the surface and are covered by a white-yellow
pseudomembrane. They also present regression in the period of 7 to 10 days. This clinical
manifestation is usually preceded by prodromal symptoms such as pruritus, burning and
pain at the lesion site. The treatment using topical antivirals, as 5% acyclovir and 1% pen-
ciclovir, is still questioned, but some authors report an improvement in the clinical picture
if they were administered prior to vesicles appearance, decreasing the duration of lesions
and pruritus. The use of systemic antivirals also decreases the duration of symptoms and is
indicated in more severe cases, especially in immunocompromised patients™.
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Measles:

Contagious viral disease affecting mainly children, having as its etiologic agent a pa-
ramyxovirus of the genus Morbillivirus™, which is spread through saliva.

After an incubation period of 8 to 12 days, prodromal symptoms such as malaise,
fever, conjunctivitis, coryza, photophobia and cough™. Up to the fourth day of fever, the
oral manifestations, called pathognomonic of measles, called “Koplik’s spots” appear. They
usually appear 1 day before the rash, persisting for 2 to 3 days. They are characterized by
small, bluish-white macules, necrotic centers, surrounded by an erythematous halo, located
on the cheek and occasionally extending to the soft palate™.

The rash that follows affects the head first, having its onset on the face and neck, and
then to the trunk and lower limbs™. Complications of the disease may result in encephalitis,
otitis media, and bronchopneumonia. The treatment is based on supportive care, including
hydration, oral hygiene and rest. The consumption of acidic foods is contraindicated, because
they cause increased parotid pain by stimulating salivary secretion®.

Chickenpox:

Disease classified as the primary infection of the Varicella-Zoster virus (VZV)*. After
this primary infection occurs, the virus is latent in the body and can be reactivated at any
time, triggering herpes zoster™.

It affects children 5 to 9 years of age, being more common in winter and spring. It
has an incubation period of 15 days, and the virus is transmitted through droplets of saliva
or by direct contact. Clinically, it is manifested by the presence of pruritic cutaneous rash
(evolution of erythema to gallbladder, pustule and hardened crust) on the face and trunk,
preceded by headache, fever, nasopharyngitis and anorexia. In the mouth, the lesions appear
as vesicles that develop into very painful ulcers, mainly on the cheek, palate and pharynx. The
treatment is based on the reduction of acute symptoms using anti-pruritic lotions and anti-
pyretics. The use of systemic antivirals, such as acyclovir, is effective in reducing the severity
and duration of the lesions, if administered during the first 24 hours after its emergence®.

Mumps:

Viral disease caused by paramyxovirus, through the saliva and nasal secretions of
infected persons®. It affects children between 2 and 5 years of age, and may occur at any
time in life.

It is characterized by the appearance of fever, myalgia, arthralgia, general malaise and
anorexia. There is an increase in volume of the parotid glands, usually bilateral, after a virus
incubation period of 2 to 3 weeks. This fact generates pain, salivation, difficulty speaking,
chewing and trismus. In the oral cavity, it manifests clinically as edema and erythema in
the papilla of the Stenson’s duct®. Symptoms persist for about a week and the treatment is
only symptomatic®.

Disease of hands, feet and mouth:

Commonly caused by the Coxsackie A 16 virus, it most commonly affects children
under 5 years of age after an incubation period of 2 to 6 days. The transmission from one
person to another occurs by air or by orofecal contamination. Clinically, it is manifested by
the presence of skin lesions, involving mainly the hands and arms, feet and legs. The lesions
appear as red macules, evolving into vesicles, which heal without crusting. In the mouth,
appear in any area, particularly on the hard palate, tongue and oral mucosa, as erythematous
macules, then as vesicles that rupture, resulting in ulcers of variable sizes and that heal in
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1 week. The oral manifestations precede the cutaneous ones. There is also presence of mild
fever, dysphagia, anorexia, diarrhea, nausea, vomiting and sore throat. The treatment is
done with antipyretics and analgesics®.

DiscussioN

Through this literature review, it was found that the most common early childhood
lesions are epstein’s pearls and gingival cyst of the newborn; ankyloglossia; cyst/eruption
hematoma. Among childhood diseases, the most important are fungal and viral infections
such as candidose, acute herpes gingivostomatitis and secondary herpes simplex, respecti-
vely. There are also those related to the main infectious diseases of childhood, with clinical
manifestations in the oral cavity such as measles, impetigo, varicella, mumps and “hands,
feet and mouth” disease.

Among changes in the newborn, Bohn’s nodules are transient lesions affecting the
oral mucosa during birth or up to three months thereafter. They are more common in the
maxilla than in the mandible?’, and there is no treatment for these lesions. They disappear
in a few weeks or months®.

Epstein’s Pearls are inclusion cysts that appear along the median line of the palate or
the medial palatine. They occur in 80% of newborns®and there is no treatment for them. As
Bohn’s nodules, these lesions disappear in a few weeks or months®.

Keratin-filled cyst originated from remnants of the dental blade are the gingival cyst
of the newborn®. They present a prevalence of 70 to 89% in newborns, disappearing spon-
taneously in a few weeks or months™. There is no treatment for them?.

According to non-pathological changes, geographic and fissured tongue are considered
the most common malformations of the infants’ tongue'®'*,

Ankyloglossia is a congenital anomaly characterized by the presence of a short or inser-
ted lingual frenulum very close to the tip of the tongue, causing a decrease in its mobility®.
It presents a higher prevalence in neonates (1.72% to 10.7%) than in children and adults**and,
in most cases, no treatment is indicated. If necessary, frenectomy can be done*.

Eruption and hematoma cyst are lesions with retention of liquid that, in most of the
time, disappear spontaneously, due to the eruption of the tooth in the oral cavity; however, if
there is any pronounced symptom or delay in the dental eruption, there is a need to perform
ulotomia or ulectomy procedures®.

Ulcerative lesions such as recurrent aphthous stomatitis, considered as one of the
most common lesions of the oral cavity, is present in approximately 20% of the world po-
pulation*’. Traumatic ulcer whose etiology, in children, may be associated with involuntary
bites on the lip after trunk anesthesia in the lower region, for example*>*°, usually heal within
seven to ten days spontaneously. In cases of chronic ulcerations, the treatment with topical
corticosteroids are generally used, as well as identifying and removing the causal agent®.

Infectious diseases such as scarlet fever, congenital syphilis and impetigo also present
alterations in children perioral and oral region®>°**, as inflammatory lesions on the palate,
tonsils and tongue®; deformity of the nasal bones (“saddle nose”), oral lesions as mucosal
macules, rhagades (deep cracks in labial), glossitis atrophic, yellowish discoloration of lips,
cleft high vault and narrow®” and so-called Hutchinson’s teeth, “permanent molars in bla-
ckberry” and “incisive barrel”, resulting in hypoplasia present in these teeth®®.

Candidose is one of the most common fungal infections of the oral cavity, occurring
in 1to 37% of the children, especially infants and children under 2 years 0ld®®. Pseudomem-
branous candidiasis form is most common in children®.
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Viral diseases such as herpes simplex, acute herpetic gingivostomatitis, secondary or
recurrent herpes simplex, chickenpox, mumps and disease of hands, feet and mouth are com-
mon childhood diseases, with characteristic signs and symptoms in the oral cavity”»7>788486,

CoNCLUSION

It is very important, for General Practitioner and Pediatric Dentistry the perception
and recognition of oral lesions in children, to make a correct and early diagnosis of them,
in order to improve the knowledge and attention to the health of the pediatric patients.

REFERENCES

1. Shafer WG. Cysts and tumors of odontogenic origin. In: Hine MK, Levy BM. Ed. Textbook of oral pathology. 4th
ed. India: W.B. Saunders Co, Prism (Reprint); 1993; 268-69.

2. Shear M, Speight P Cysts of the oral and maxillofacial regions. 4th ed. Oxford: Blackwell Munksgaard, 2007.

Richard BM, Qiu CX, Ferguson MWJ. Neonatal palatal cysts and their morphology in cleft lip and palate. Br]

Plast Surg. 2000 jun;53(7):555-8.

Bandyopadhyay D. Bohn's Nodules. Indian pediatrics. 2014 apr;51:849-0.

Cataldo E, Berkman MD. Cysts of the oral mucosa in newborns. Am ] Dis Child. 1968;116:44-8.

o v

Jorgenson RJ, Shapiro SD, Salinas CF, Levin LS. Intraoral findings and anomalies in neonates. Pediatrics. 1982

may;69:577-82.

7. Flinck A, Paludan A, Matsson L, Holm AK, Axelsson I. Oral findings in a group of newborn Swedish children. Int
] Paediatr Dent. 1994 may;4(2):67-3.

8. Burke GW Jr, Feagans WM, Elzay RP. Schwartz LD. Some aspects of the origin and fate of midpalatal cysts in

human fetuses. ] Dent Res. 1966 jan/feb;45(1):159-16.

9. Morelli JC. Disorders of the mucous membranes. In: Kliegman RM, Behrman RE, Jenson HB, Stanton BF. 18th
ed. Philadelphia, PA: Saunders Elsevier, 2007.

10. FlaitzCM. Pathologic conditions and soft tissues anomalies. In: Pinkham JR. Pediatric Dentistry. Infance through
adolescence. Philadelphia: Saunders,1994.

11. Choi SCP. Choi YC, Kim CT. Sublingual traumatic ulceration (a Riga-Fede disease): report of two cases. Dent
Traumatol. 2009 jun;25:48-50.

12. Bafna, Khandelwal V, Bafna M, Nayak PA. Management of sublingual ulceration in a12-month-old child. BM]
Case Rep. 2013 apr;56:1-3.

13.  Vander Meij EH, de Vries TW, .Eggink HF, de Visscher JGCAM. Traumatic lingual ulceration in a newborn: rigafede
disease. Ital ] Pediatr. 2012 may;23(38): 20.

14. Peedikayil F, Prabhakaran P Natal tooth: A case report and review. ] Nepal Paediatr Soc. 2011 sept/dec;31:251-3.

15. L Campos-Munoz A, Quesada-Cortes M, Corral-De La Calle M, Arranz-Sanchez D, Gonzalez-Beato M], et al.
Tongue ulcer in a child: Riga-Fede disease. ] Eur Acad Dermatol Venereol. 2006 nov;20(10):1357-9.

16. Kumar D, Dasand A, Gharami RC. Benign Migratory Glossitis. Indian pediatrics 2013 feb;50:1178.

17. Rioboo-Crespo Mdel R, Planells-del Pozo P Rioboo- Carcia R. Epidemiology of the most common oral mucosal
diseases in children. Med Oral Patol Oral Cir Bucal. 2005 feb;10(5):376-7.

18. Miloglu O, Goregen M, Akgul HM, Acemoglu H. The prevalence and risk factors associated with benign mi-
gratory glossitis lesions in 7619 Turkish dental out- patients. Oral Surg Oral Med Oral Pathol Oral Radiol. 2009
Feb;107(2):29-33.

19. Greenbreg M, Glick M, Ship ]. Burkets. Oral Medicine. 12th ed. BC Dek, London, 2008;103—4.

20. Shulman]D, Carpenter WM. Prevalence and risk factors associated with geographic tongue among US adults.
Oral Dis 2006 Jul;1(4):381-6.

21. Miloglu O, Goregen M, Akgul M. The prevalence and risk factors in 7619 Turkish dental out patients. Oral Surg
Oral Med Oral Pathol Oral Radiol Endod 2009 feb;107:29-33.

22. Neville B, Damm D, Allen C, Bouquot]. Oral & Maxillofacial Pathology. 7th ed. London, 2002.
23. Cawson R, Odell E. Essential of Oral Pathology and Oral Medicine. 7th ed. Churchill Liringstone, London, 2002.

Revista da Faculdade de Odontologia de Porto Alegre, v. 60, n. 2, jul./dez. 2019 80



Y
POA
Patricia Vida Cassi Bettega et al A\ 4

24. Picciani BLS, Domingos TA, Teixeira-Souza T, Santos VCB, Gonzaga HFS, et al. Geographic tongue and psoriasis:
clinical, histopathological,immunohistochemical and genetic correlation—a literature review. An Bras Dermatol.
2016 jul/aug;91(4):410-21.

25. Rabiei M, Mohtasham Amiri Z, Kalantari S, Hassannia H. Oral soft tissue pathologies among dia patients in
rasht-2005.] Shaheed Sadoughi. 2007 feb;15(3):46-52.

26. Gorgen M, Melikoglu M, Ozkan M, Erdem T. Predisposition of allergy in patients with benign migratory glossitis.
Oral Surg Oral Med Oral Pathol Oral Radiol Endod. 2010 Oct;110:470-4.

27. Fenerli A, PapanicolaouS, Papanicolaou L, Lasakris H. Histocompatibility antigens and geographictongue. Oral
Surg, Oral Med, Oral Pathol. 1993 oct;76:476-9.

28. HoodaA, Rathee M, Gulia]S, Yadav SPS. Benign migratory glossitis: a review.] Fam Pract. 2011 feb;9(2):1528-8358.

29. Jones AV, Franklin CD. An analysis of oral and maxil- lofacial pathology found in children over a 30-year period.
Int] Paediatr Dent. 2006 jan;16(1):19-30.

30. Jainkittivong A, Lanlais RP Geographic tongue: clinical characteristics of 188 cases. ] Contemp Dent Pract 2005.
feb:1:123-35.

31. Dudko A, Kurnatowska AJ, Kurnatowski P Prevalence of fungiin cases of geographical and fissured tongue. Ann
Parasitol. 2013 sept;5(3):113—17.

32. Zimmer WM, Rogers PS, Reeve CM. Orofacial mani- festations of Melkersson-Rosenthal syndrome: a study of
42 patients and review of 220 cases from the literature. Oral Surg Oral Med Oral Pathol. 1992 nov;76:609-10.

33. Reamy BV, Derby R, Bunt CW.Common tongue conditions in primary care. Am Fam Physician. 2010 mar;81:627-34.

34. Kelsch RD,James WD. Fissured tongue. [Acesse 2019 jan 4]. Available from: http://emedicine.medscape.com/
article/10784536.

35. Khairnar M, Pawar B, Khairnar DA. Novel surgical pre-suturing technique for the management of ankyloglossia.
J Surg Tech Case Rep. 2014 jul/dec;(2):49—54.

36. Messner AH, Lalakea ML, Aby ], Macmahon], Bair E. Ankyloglossia: Incidence and associated feeding difficulties.
Arch Otolaryngol Head Neck Surg. 2000 Jan;126:36.

37. Ballard]JL, Auer CE, Khoury JC. Ankyloglossia: Assessment, incidence, and effect of frenuloplasty on the breas-
tfeeding dyad. Pediatrics. 2002 nov;110:1-6.

38. Segal LM, Stephenson R, Dawes M, Feldman P. Prevalence, diagnosis, and treatment of ankyloglossia. Can Fam
Physician. 2007 jun;53:1027-33.

39. Bodner L, Goldstein ], Sarnat H. Eruption cysts: a clinical report of 24 new cases. ] Clin Pediatr Dent. 2004
jan;28:183-5.

40. Nagaveni NB, Umashankara KV, Radhika NB, Satisha TM. Eruption cyst: a literature review and four case reports.
Indian] Dent Res. 2011 apr;22:148.

41. McDonald RE, Avery DR, DeanJA. Dentistry for child and adolescent. Ed Elsevier 8th St. Louis, Missouri: Mosby,
2004 jan:160-82.

42. Kuczek A, Beikler T, Herbst H, Flemmig TF. Eruption cyst formation associated with cyclosporin A.J Clin Perio-
dontol. 2003 may;30:462-6.

43. BhatS, Sujatha DA. Clinical evaluation of 5% amlexanox oral paste in the treatment of minor recurrent aphthous
ulcers and comparison with the placebo paste: a randomized, vehicle controlled, parallel, single center clinical
trial. Indian ] Dent Res. 2013 apr;24:593-598.

44. Rinaldi M, Bettega PVCB,Johann ACBR, Saltori EK, Grégio AMT. Recurrent Aphthous Stomatitis. In Grégio AM.T.
Phytotherapy Approaches for Oral Ulcers Treatment. Ed. Nova Science Publishers, New York, 2016: 01-25.

45. HamediS, Sadeghpour O, Shamsardekani MR, Amin G, Hajighasemali D, Feyzabadi Z. The most common herbs
to cure the most common oral disease: stomatitis recurrent aphthous ulcer (RAU). Iran Red Crescent Med ]. 2016
feb;18(2).

46. Natah SS, KonttineYT, Enattah N S, Ashammakhi N, Sharkey KA , Hayrinen-Immonen R. Recurrent aphthous
“ulcers today: a review of the growing knowledge. Int] Oral Maxillofac Surg. 2004 apr;33(3):221-34.

47. Scully C, Felix D. Oral medicine update for the dental practitioner. Aphthous and other common ulcers. Br Dent
). 2005 Sept;199(5):259-64.

48. Pinto A. Pediatric soft tissue lesions. Dent Clin North Am. 2005 feb;49(1):241-58.

49. Mahara G, WangC, Yang K, Chen S, Guo ], Qi Gao, Gao Q, et al. The association between environmental factors
and scarlet fever incidence in Beijing Region: using gis and spatial regression models. Int.]. Environ. Res. Public
Health. 2016 nov;13:1083.

50. Mahara G, WangC, Huo D, XuQ, Huang F, Tao L, et al. spatiotemporal pattern analysis of scarlet fever incidence
in Beijing, China, 2005—2014. Int.]. Environ. Res. Public Health. 2016 jan;13:131.

51. Yang SG, Dong HJ, Li FR, Xie SY, Cao HC, Xia SC, et al. Report and analysis of a scarlet fever outbreak among
adults through food-borne transmission in China.]. Infect. 2007 nov;55:419-24.

52. Dong H, XuG, Li S, Song Q, Liu S, Lin H, et al. Beta-haemolytic group A streptococci emm7s carrying altered
pyrogenic exotoxin A linked to scarlet fever in adults.J. Infect. 2008 apr;56:261-7.

Revista da Faculdade de Odontologia de Porto Alegre, v. 60, n. 2, jul./dez. 2019 81



Y
POA
Oral lesions of higher clinical frequency in children—literature review \ 4

53. Leslie DL, Kozma L, Martin A, Landeros A, Katsovich L, King RA et al. Neuropsychiatric disorders associated
with streptococcal infection: a case-control study among privately insured children.]. Am. Acad. Child Adolesc.
Psychiatry. 2008 oct;47:1166-72.

54. Allmon A, Deane K, Martin K. Common Skin Rashes in Children. Am Fam Physician. 2015 aug;92(3):211-6.

55. Blencowe H, Cousens S, Kamb M ,Berman S, Lawn JE. Lives Saved Tool supplement detection and treatment
of syphilis in pregnancy to reduce syphilis related stillbirths and neonatal mortality. BMC Public Health. 2011
apr11(3):S9.

56. Ledo], Gueiros L, Porter S. Oral manifestations of syphilis.Clinics. 2006 apr; 61(2):161-6.

57. Waldron T. Henry moon and his molars. Dent Hist. 2014 jan;59:17-24.

58. Hillson 'S, Grigson C, Bond S. Dental defects of congenital syphilis. Am ] Phys Anthropol. 1998 sept;107:25-40.

59. Pessoal,GalvdoV.Clinical aspects of congenital syphilis with Hutchinson's triad. BM] Case Reports. 2011 dec:5130.

60. KoningsS, Van der Wouden ]JC. Treatment for impetigo. BM]. 2004 sept; 329:695-6.

61. Bowen AC, Mahé A, Hay R], Andrews RM, Steer AC, Tong SY et al. The global epidemiology of impetigo: a sys-
tematic review of the population prevalence of impetigo and pyoderma. PLoS One. 2015 aug;10(8):e0136789.

62. Someshwar S, Jerajani H. Bullous Impetigo. Indian pediatr. 2014 feb;51:243.

63. Allmon A, Deane K, Martin KL. Common skin rashes in children; American Fam Physician. 2015 aug;92:3.

64. Cannon RD, Holmes AR, Mason AB, Monk B. Oral candida: Clearance, colonization, or candidosis? ] Dent Res.
1995 feb;74:1152-9.

65. Soysa NS, Samaranayake LP Ellepola ANB. Antimicrobials as a contributory factor in oral candidosis: a brief
overview. Oral Dis. 2008 mar;14:138-43.

66. Ellepola AN, Samaranayake LP Antimycotic agents in oral candidosis: an overview: 1. Clinical variants. Dent
Update. 2000 may;27(111):114-6.

67. GoinsRA, Ascher D, Waecker N, Arnold], Moorefield E. Comparison of fluconazole and nystatin oral suspensions
for treatment of oral candidiasis in infants. Pediatr Infect Dis ). 2002 dec;21(12):1165-7.

68. MarchiS, Trombetta CM, Gasparini R, Temperton N, Montomoli E. Epidemiology of herpes simplex virus type 1
in Italy: a seroprevalence study from 2000 to 2014. ] Prev Med. 2017 mar;58:27-33.

69. Looker KJ, Garnett. A systematic review of the epidemiology and interaction of herpes simplex virus type 1 and
2.Sex Transm Infect. 2005 apr;81:103-7.

70. Brady RC, Bernstein DI. Treatment of herpes simplex virus infections. Antiviral Res. 2004 feb;61:73-8.
71. Whitley R], Roizman B. Herpes simplex virus infections. Lancet. 2001 may; 357(9267):1513-18.

72. Kolokotronis A, Doumas S. Herpes simplex virus infection, with particular reference to the progression and
complications of primary herpetic gingivostomatitis. Clin Microbiol Infect. 2006 mar;12(3):202-11.

73. Goldman RD. Acyclovir for herpetic gingivostomatitis in children. Can Fam Physician Le Médecin de famille
canadien. 2016 may;62:403-4.

74. Arduino PG, Porter SR. Herpes simplex virus type 1 infection: overview on relevant clinic-pathological features.
J Oral Pathol Med. 2008 feb;37:107-21.

75. Siegel MA. Diagnosis and managementof recurrent Herpes simplex infection.J Am Dent Assoc. 2002 sept;133:1245-9.

76. Premaratna R, Luke N, Perera H, Gunathilake M, Amarasena P Chandrasena TCANC. Sporadic cases of adult
measles: a research article. BMC Res Notes. 2017 Jan:10:38.

77. Measles (Rubeola); Symptoms and signs. In: Centre of disease control and prevention. 2015. http://www.cdc.
gov/measles/about/signs-symptoms. html. [Accesse 2019 jan 25].

78. Suringa DW, Bank LJ, Ackerman AB. Role of measles virus in skin lesions and Koplik's spots. N Engl ] Med. 1970
nov;283:1139-42.

79. Indwar P Debnath F, Sinha A. Reporting measles case fatality due to complications from a tertiary care hospital
of Kolkata, West Bengal 2011-2013.] Family Med Prim Care. 2016 oct/dec;5(4):777-9.

80. Heininger U, Seward JF. Varicella. Lancet. 2006 oct;368(9544):1365-76.

81. Mustafa MB, Arduino PG, Porter SR. Varicella zoster virus: review of its management. ] Oral Pathol Med. 2009
aug;38:673-688.

82. Senanayake S. Mumps: a resurgent disease with protean manifestations. MJA. 2008 oct;189:456-9.

83. Gupta RK, Best], MacMahon E. Mumps and the UK epidemic 2005. BMJ]. 2005 may;330:1132-5.

84. Patel A, Karlis V. Diagnosis and management of pediatric salivary gland infections. Oral Maxillofac Surg Clin N
Am. 2009 aug;21:345-52.

85. Yan X, Zhang ZZ, Yang H, Zhu CM, Hu YG, Liu QB. Clinical and etiological characteristics of atypical hand-foot
-and-mouth disease in children from chongging, china: a retrospective study. bio med research international.
2015 Sept;2015:802046.

86. Chatproedprai S, Tempark T, Wanlapakorn N, Puenpa ], Wananukuand S, Poovorawan Y. Unusual skin manifes-
tation of hand, and mouth disease associated with coxsackievirus Aé: cases report. Springer Plus. 2015 jul;4:362.

Revista da Faculdade de Odontologia de Porto Alegre, v. 60, n. 2, jul./dez. 2019 82



