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HISTORY

An 89-year-old woman is seen because of a white area on the tongue.
She has been hospitalized on a behavioral health unit for 2 weeks; 1 day
ago, enoxaparin was begun for a new left leg deep venous thrombosis. Re-
cent antibiotic therapy for a urinary tract infection; candidal vulvitis followed
and was treated with topical clotrimazole. Has penicillin allergy.

PHYSICAL EXAMINATION

Afebrile woman whose mouth hurts. Lucid in discussing symptoms;
shows appropriate affect. Local facial swelling. Superficial temporal arteries
pulsatile, non-tender, and non-nodular. White area on tongue tender. Unable
to remove white material with tongue blade despite vigorous technique.

No regional lymphadenopathy. No skin lesions; preexisting groin myco-
sis almost completely cleared up. Breathing is easy and quiet; on ausculta-
tion air exchange normal, with no crackles or wheezes.

WHAT'S YOUR
DIAGNOSIS?
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What'’s Your Diagnosis?

ANSWER: BIZARRE WHITE
TONGUE LESION

Figure 1 — While wearing protective apron seated in dental chair,
patient appears apprehensive. Left lower cheek is swollen; face is
full and fleshy rendering assessment more difficult. Upper face
shows no swelling. Maceration and erythema of left lower lip are
better seen in following image.

Multiple soft-tissue abnormalities coexist: The
tongue shows a large white zone that extends posterior-
ly well beyond the limit of the remaining lower denti-
tion, so it cannot be any sort of a dental friction lesion
akin to the “bite line.” It appears to be some sort of ul-
ceration (which typically appears as a fibrinous mem-
brane surrounded by erythema, though the surface of
such debris atop ulcers can usually be removed by wip-
ing). The overlying slough or exudate disguises any
breach in the epithelium, and since we can’t remove it
and see the breach, many non-dentists would not recog-
nize it as an ulcer; and we can proceed with the differen-
tial diagnosis anyway. The area in question extends onto
adjacent gingiva—which is only recognized because
the broad “bone-white zone,”! lateral to the most distal
(posterior) lower tooth in the image and half-overlain by
the lower dental retractor, can’t be either tooth or jaw,
and has to be gingival. It also involved some buccal
mucosa immediately facing the corresponding part of
the tongue. There were no vesicles. The irregular bor-
ders faded into adjacent mucosa, and there was no sur-
rounding ring of erythema as one might expect if this
were an abscess.

Facial swelling was present (Figure 1) and a marked
concomitant maceration of the lip, especially the angle,
constituting an angular cheilitis (Figure 2).2

WIDE-RANGING DIFFERENTIAL DIAGNOSIS
This lesion was a terrible puzzler. One initially

thinks about candidal infection, and so we began empir-

ic topical antifungals, confident

that this would help treat the angle
of the mouth, since angular cheilitis
is often at least partly fungal in na-
ture; and started oral clindamycin
to cover oral anaerobes, not be-
cause this appeared to be a Vincent
angina but because superinfection
might rapidly kill the frail host.

The possibility of sublingual hema-
toma, sometimes seen with anti-
coagulation therapy,® was rapidly re-
jected as not corresponding to the
lesion pattern. Likewise, the idea of

Figure 2 — Close-up view of lips shows large erosion or ulcer, with
beefy base; and matter at the cracked junction of the lips, repre-
senting both exudated serum and topical antifungal cintment.
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a tongue infarction in giant cell
arteritis*” was discarded based on
involvement of non-lingual tissues,
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and lack of any feature to support a diagnosis of tempo-
ral arteritis.

Supportive measures included softening the diet to
pureed food, adding around-the-clock analgesia, mini-
mizing inessential orally administered medication, and
providing intravenous fluids for hydration, glucose, and
electrolyte requirements. Clearly dental consultation
was indispensable, the sooner the better.

Tongue swelling was recognized by the dentist after
having been missed by the physician: the midline of
the tongue appeared to have been pushed rightward by

Figure 3 — Though patient did not receive systemic corticosteroids,
one would infer from this image, 5 days after dental consultation,
that she had: the camera has misled us to see a “moon facies”
that is not present. Swelling of left mandibular area persists.

Patient's extraordinary spirit shows when she smiles despite
all. In this view we are yet more prone to infer a cushingoid fa-
cies, likely because the crinkled eyes make us think that fluid has
pressed upward on them rather than that facial muscles have
produced the appearance.
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swelling, there was diffuse background mild erythema of
the tongue associated with the area in and directly around
the ulceration/white patch, and the tongue was taller, ie,
increased in vertical dimension compared with normal.
The tongue swelling did not suggest potential obstruction
of the airway as it would in anaphylaxis or its variants.’

MUCOSA VERSUS KERATINIZED EPITHELIUM

The dentist considered trauma—such as tongue
biting or insertion of a toothbrush too vigorously—with
superimposed candidal infection as a possible cause.

Figure 4 — Two days later, edema has eased. Camera angle is
not straight-on, so assessment is more difficult.
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the problem were confined to oral mucosa alone (inner
part of lip, buccal mucosa, ventrolateral tongue), or to
keratinized epithelium (dorsum of tongue, gingiva, and
outer lip). However, the lesions in this patient included
both keratinized and non-keratinized tissues. Aphthous
ulcers, which can be extremely debilitating and not only
in AIDS,? are usually confined to mucosa, while oral
herpesvirus infection favors the keratinized epithelium.
These facts completed the exclusion of herpes and of
aphthae.

CHECKING IN WITH THE EXPERTS

Candidal glossitis as a primary diagnosis was
excluded based on the lack of removability of the white
material.!° Clinical photographs were dispatched to
the oral medicine and oral pathology consultants at Uni-
versity of Connecticut Health Center for an opinion at a
distance, since the patient could not be moved. Our
colleagues stated that the appearance was not classic for
any one condition, but that it suggested to them an
oral form of erythema multiforme or other immunologi-
cal process.!! The patient’s medication list was studied
repeatedly for any new medicine that might have trig-
gered such a reaction, and none could be identified.
The consultants recommended a course of systemic
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Figure 5 - Five days info medical hospital-
ization, patient feels better and can eat
more readily, but white area on side of
tongue has become more sharply delimit-
ed from adjacent mucosa, more notched,
and more irregular. It looks more like a
stuck-on plaque now. A second, satellite
area of involvement is seen posteriorly. It
appears separated from principal white
zone by 3 diagonal red ulcer(s) that may
result from swelling with impression of
teeth that they then abut. Smoothness of
dorsum of tongue just above white plaque
results from local edema, and makes this
area, ordinarily papillate, as smooth as
the root of the tongue and floor of mouth
below the plaque. Edematous opacified
epithelium at angle of mouth has begun
to heal.

corticosteroids with extremely close monitoring for
adverse effects.

WHAT WE THOUGHT IT WASN'T

A bacterial swab culture taken from the tongue re-
vealed methicillin-resistant Staphylococcus aureus, and
the patient was moved to the medical hospital unit with-
in our building because of her fragility and the need for
exceptionally close medical and nursing monitoring and
intervention.

There she received intravenous vancomycin, along
with continuing the topical antifungals begun earlier, even
though nobody felt that the oral lesions represented pri-
mary staphylococcal infection; however, one sought to
avoid superinfection of an ulcerated zone in this frail pa-
tient with recent antibiotic exposure, even believing as we
did that the culture reflected mere surface colonization of
the ulcer/plaque.

SO WERE CORTICOSTEROIDS USED?

In this context, the treating physician deferred
systemic corticosteroid treatment. From the shape of
the patient’s face one might very well mistakenly infer
that high-dose corticosteroid therapy had been given
(Figures 3 and 4).

At first, resolution of the tongue was slow (Figure 5),
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and then all of a sudden the area im-
proved dramatically (Figures 6 and

7), and the patient was able to leave
the hospital unit.

We were very happy for her
improvement, but intellectually frus-
trated because though healing is
always desired, lacking a diagnostic
answer, we don’t know whether any
of our interventions, beyond mere
support, contributed to the favorable
outcome.

WHITE LESIONS THAT CANNOT
BE SCRAPED OFF

As we considered this case,
we reviewed the long list of less-
familiar causes of persistent white
lesions in the mouth. In doing

- i

Figure 6 — Just 2 days after the prior image, almost all of the lateral tongue matter has so, we excluded several other

cleared up; only a small anterior mucoid patch remains. The area that had contained the | possibilities!?!4:

red linear ulcers has improved substantially as well.

Figure 7 — At this
point the lip is
mostly healed, and
we see normal
papillation of the
tip of the tongue.
Teeth show enamel
attrition through
age, marked as
brown tops on
white grey teeth.
Small collars of
plaque and calcu-
lus surround them.
Gingiva appears
unremarkable.
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e Linea alba consists of a white

line on the buccal mucosa located
opposite the occlusal surfaces of
teeth. It results from local hyperker-
atosis caused by frequent cheek-
biting and is typically but not al-
ways bilateral. Our patient’s lesions
were on the wrong surfaces and
extended from keratinized onto
non-keratinized surfaces.

o Leukoedema: This bilateral diffuse
milky white coloring of buccal mu-
cosa cannot be rubbed away, but
does disappear when the cheek is
pulled taut, as it results from local
edema along with thickening of ep-
ithelium. Again, the location was
wrong. We did not do the pulling
test but will be empowered to do so
next time!

o Lichen planus, an immunologically
mediated mucocutaneous disorder,
takes several forms. White lacey le-
sions appear in several oral epithe-
lia, and while it tends to wax and
wane over weeks to months, the le-
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FILE UNDER: Mouth examination

Cross-References: Patients with special needs: the aged
Mimics of candidal infection

sion morphology, distribution, and speed of resolution
exclude it.

® Chemical burns tend to show necrotic tissue over an
ulcer. Eventually the lesion sloughs off to reveal healing
epithelium underneath. We might mention osteonecro-
sis of the jaw in the same breath, especially with the “ex-
posed bone” appearance of the gingiva in the index
image, but the patient had no risk factors for this.

One source of a chemical burn could be a pill or
capsule that stuck between her tongue and teeth and
rested there for some period—classically oral potassium
can do this. Attractive features of this hypothesis in-
clude unilaterality of involvement, the reddish borders
as secondary inflammation spread, the swelling, and the
discomfort, as well as the failure to resolve promptly
with systemic antibiotic and topical antifungal treat-
ments. However, nurses on the behavioral health hospi-
tal unit check very carefully for retained or pocketed
pills, since this is a common strategy of noncompliant
patients who wish to spit out their medications in pri-
vate; and the serpiginous edge of the lesion, along with
the “skip lesion” and the lip erosion, would not be char-
acteristic of a chemical burn.

In the most gratifying of cases, one understands
fully what pathological process is taking place, and has
the means to reverse it promptly and without too much
residual or collateral harm to the patient. A case such as
this one, in which we never achieve definitive diagnosis
but the patient’s problem clears up, offers substantial
pleasure along with humbling us. Far sadder is when
we are both puzzled and powerless. Perhaps worst of all
are those instances wherein we comprehend everything
but lack any potent measures; then we must simply ob-
serve and bear witness to decline and death. Even then,
the value of our support and our presence constitutes a
worthwhile function of the healing professions, and one
of inestimable value to the patient and the family in the
middle of the maelstrom.’ [
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