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Introduction
■ basic anatomy and histology of oral cavity
■ what kind of lesions are biopsied
■ Dysplasia and grading systems
■ Benign things that look malignant
■ Malignant things that look benign
■ How do we get the message across to the 

geezer with the knife?
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■ Location, location, location
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Neurofilament



■ Also expect biopsies from pigmented 
macules, plaques, striae, keratoses, polyps, 
ulcers and masses. Often no description!

What do “they” biopsy?





Hypothetical model for head 
and neck carcinogenesis
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Benign conditions that can 
look neoplastic clinically and/

or histologically





■ Usually palate adjacent to a denture; candida typical but not 
always

■ May be associated with Rhomboid glossitis
■ Benign unlike veracious hyperplasia

Papillary hyperplasia



Median Rhomboid Glossitis
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Pseudoepitheliomatous hyperplasia
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Pseudoepitheliomatous hyperplasia
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Pseudoepitheliomatous hyperplasia
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Pseudoepitheliomatous hyperplasia
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Granular cell tumour 
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“Viral atypia”
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■ Solitary, painless nodule on alveolar ridge or palate 5th-7th 
decade M or F unknown aetiology not HPV related

■ Flat-topped occasionally spikey verrucous surface +/- candida
■ Foamy histiocytes in vascular papillae

Verruciform xanthoma



Malignant conditions that can 
look benign histologically





Verrucous carcinoma



Verrucous carcinoma
■ First described by Ackerman (1948) demonstrated 

bone destruction
■ Classically cheek / mandible gingiva
■ Typical dysplasia or invasion and LN mets rule out 

this diagnosis
■ Exo-endophytic growth, bulbous “elephant feet” rete 

processes +/- inflam
■ Abrupt transition with adjacent epithelium is critically 

important
■ Apparent “hybrid tumours” best described as 

conventional SCC
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focus of conventional SCC



Verrucous hyperplasia
■ Coined by Ackerman and later described in 

detail by Shear and Pindborg (1980)
■ Variant or precursor of verrucous ca?
■ No clear features that distinguish them!
■ Same sites and clinical features although 

hyperplasia less common on palate and gingiva 
(easier to diagnose invasion here!)

■ May be exophytic wrt to adjacent epithelium
■ Must be clear that verrucous ca not excluded!48
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Verrucous hyperplasia or verr. ca?



Verrucous hyperplasia with sharp 
exophytic processes
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Verrucous hyperplasia with blunt 
exophytic processes
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Section extensively to look for invasive carcinoma



Verrucous hyperplasia and 
carcinoma are a spectrum of the 
same process and both require 

complete excision. Excision with 
a 5mm margin is likely to be 

curative and does not necessitate 
nodal dissection
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…..or extensive mapping 
biopsies?



When reporting neoplasms I 
think of the following categories

■ Benign will probably not recur eg. Warthin  
tumour

■ Benign will probably recur if not excised eg. PSA
■ Lesions with a significant risk of progression / 

synchronous malignancy, eg. HGD, verruc hyp
■ Capable of local destructive growth eg. Verr ca
■ Expect regional spread eg. NK (HPV) SCC
■ Expect distant metastasis e.g. SmCC, SDC
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Don’t forget the Edge (abruptness 
of changes favours neoplasia)
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Summary
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■ Benign things can look malignant and vice 
versa

■ Clinical site and history vital in difficult 
cases

■ Most are easy with an excision biopsy but 
must respect Hippocrates!



Questions?


