Manchanda AS. Grading in Oral Epithelial Dysplasia.

Original Article

IMPACT OF CLINICAL HISTORY ON HISTOPATHOLOGIC
GRADING IN ORAL EPITHELIAL DYSPLASIA

Adesh S ManchandaAalamdeep Kadr Jyotika Goé, Dilawarijit Kauf, Japneet Kadr
Gurbinder S Kang

'Department of Oral & Maxillofacial Pathology, Srius Ram Das Institute of Dental
sciences & Research, AmritsdB.D.S.

Abstract:

Objective: To compare the grade of oral epithali@plasia (sign out diagnosis) with the clinical
history of the patient and subjects habit durati@my. Study design: 45 histologic sections oflora
epithelial dysplasia, 15 each of mild, moderate sexkre dysplasia (sign out diagnosis) based on
WHO classification system were selected. The sestieere of acceptable diagnostic quality, were
from an intra-oral site and included referral im@tion on age, sex and site of the lesion and habit
history if any as clinical details for a sign ouaghosis. Result: Of the 45 histologic sections, a
male predilection was noticed in all the gradedysplasia; but it could not be taken as a clinical
parameter to decide the grade of dysplasia asatiststal significance was found. An insignificant
relation was seen between site and grade of dyaglRas 0.077). The age of individual and his/her
habit duration of smoking; chewing tobacco and laddwespectively were correlated and found to
be important with a significant P value of 0.00@9®, 0.033 and 0.024 respectively. Conclusion:
Grading of lesions of oral epithelial dysplasiagpig in view the clinical features needs to be
precise and accurate with respect to the overadliption of disease progression.
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INTRODUCTION and the training and experience of the
Of all the disciplines in clinical medicine,pathologist all play a part in determining
histopathology is often credited with beinghe final *“sign out” diagnosis. The
the most scientific. There is no doubt thadiagnosis of oral epithelial dysplasia (OED)
pathological examination has led to manfpas caused considerable distress for
of the currently used disease classificationgathologists because of ambiguous
and that morphological observation andiagnostic criteria and differences of
correlation of the observations with clinicabpinion among pathologists about what
parameters has provided a sound basis foonstitutes “epithelial dysplasida® Oral
clinical medicine as it is today. It is alsoepithelial dysplastic lesions may be
true, however, that not all of histopathologynorphological phenotypes of the different
is evidence based; with the increasingteps in the progression from normal to
demands for ‘evidence based medicinemalignant tissué. While the histological
notoriously subjective histopathologicalconnotation is epithelial dysplasia, clnically
approaches do need to be redefined atiie term used is Leukoplakia.

concepts, as well as diagnostic criterid,eukoplakia represents 80% of potentially
scientifically validated. malignant oral lesions and is defined as a
The process by which a pathologist makeéwhite patch or plaque that cannot be
a diagnosis is inherently subjective. Factorsharacterized clinically or pathologically as
as diverse as clinical features of the lesiomny other disease and is not associated with
clinical impression offered by the surgeonany physical or chemical causative agent
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except the use of tobaccb.This is a ITS-CDSR. The tissues given were
diagnosis by exclusion for a lesion thapreviously reported for mild, moderate
cannot be given another specific diagnost@and severe dysplasia (sign out diagnosis)
name and does not typically disappear withased on WHO classification systéM.
removal of known aetiological factors,The sign out diagnosis was given by a
excepting smoked tobac@8. It occurs collaborative agreement of three certified
most frequently on the lip vermilion, buccabral pathologists when the slide was
mucosa, lateral border of tongue, floor ofiewed collectively. WHO Systeth
mouth and gingival mucogd.It should be defines and lists out 12 histologic
emphasized that it is a diagnosis otharacteristics that characterize epithelial
exclusion that requires the clinician to be sdysplasia into grades of mild, moderate
well acquainted with all other white oraland severe.

lesions as to be able to rule them out pridvlild dysplasia: slight nuclear
to using the term leukoplakia for aabnormalities, most marked in the basal
particular keratosis in a particular patient. ithird of the epithelial thickness and
must also be emphasized that leukoplakiamsinimal in the upper layers, where the
a clinical term. The presence or absence oélls show maturation and stratification. A
dysplastic cells does not alter the clinicdliew, but no abnormal mitoses may be
diagnosis, although a recent World Healtpresent, usually accompanied by keratosis
Organization (WHO) Workshop onand chronic inflammation.

Potentially Malignant Oral Mucosal Moderate dysplasia: More marked nuclear
Lesions and Conditions has suggested thalbnormalities and nucleoli tend to be
the term leukoplakia be redefined t@resent, with changes most marked in the
become a combined clinical/histologicabasal 2/3' of the epithelium, nuclear
term?® Krutchkoff and his colleagugs abnormalites may persist up to the
suggested that relevant clinical factorsurface, but cell maturation and
should play a key role in the diagnostistratification are evident in the upper
evaluation of lesions suspected of beinlayers. Mitoses are present in the
epithelial dysplasia. If dysplasia isparabasal and intermediate layers, but
identified, then appropriate interventiongione is abnormal.

can be used, including excision, habifevere dysplasia: Marked nuclear
discontinuation which may prevent theabnormalities and loss of maturation
progression of these precancerous lesioisvolving more than 2/3 of the

to squamous cell carcinoma. A necessappithelium, with some stratification of the
prerequisite to such preventive effects imost superficial layers. Mitoses some of
the accurate diagnosis of oral epitheliaivhich are abnormal may be present in the
dysplasia. upper layers.

The present study was designed to compafe be selected for the current study,
the grade of dysplasia (sign out diagnosisections had to meet the following
with the clinical history of the patient andcriteria: acceptable diagnostic quality,
subjects habit duration if any. It was don@ntra-oral site and included referral
to assess whether the inclusion of sudhformation on age, sex and site of the
demographic data can further improvéesion and habit history if any as clinical
examiner accuracy in the diagnosis of oraletails for a sign out diagnosis. The final
epithelial dysplasia. 45 cases were signed out as follows: 15
MATERIAL AND METHODS with mild dysplasia, 15 with moderate
Forty five histologic sections of OED dysplasia and 15 with severe dysplasia.
were selected from departmental archives! e data collected was first visualized to

from the department of Oral Pathology, confirm their normal distributiqn. The
resulting data was analyzed using SPSS
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version 10 and Epi-Info 6.04 d software. (h= 10) of the lesions were present on
Following this, descriptive statistics buccal mucosa, 13.3% (n= 2) were present
including the mean values and standarcon palate, 6.7% (n=1) were present on
deviations, 95% confidence intervals, tongue and 13.3% (n= 2) were present on
interquartile ranges (35 and 7%  floor of mouth. In 15 sign out diagnosis of
percentiles) were calculated for eachsevere dysplasia, 33.3% (n= 5) of the
variable. Pearson chi square test wadesions were present on buccal mucosa,
carried out to determine the level of 13.3% (n= 2) on palate, 33.3% (n=5) on
correlation or association between thetongue, 6.7% (n= 1) on lips and 13.3% (n=
groups under study. Differences between2) were present on floor of mouth. Buccal
the different variables were analyzedmucosa was the most prominent site for
using Anova test and Post Hoc test.dysplasia in all the grades. Tongue was a
Beside this Kruskal-Wallis one way test prominent site in severe dysplasia.
was also applied to compare skewed dat&@earson chi square test was applied to test
among the groups followed by Mann- the level of significance which was found
Whitney U test adjusted for probabilities. to be statistically insignificant. (p>0.05).
P value <0.05 was considered asGrade of dysplasia was compared with age

significant. of individual and his/ her habit duration (in
years)(Table 1). Analysis of Variance and
RESULTS statistically non parametric Kruskal- Wallis

The grade of dysplasia (sign out diagnosi¢gst was applied to test the level of
was compared with the clinical features angignificance which was found to be
its effect on histopathological diagnosistatistically significant. (P<0.05).

was analyzed. Grade of dysplasia was compared with age
Graph 1 (bar diagram) shows thef individual with respect to their reliability
comparison of grade of dysplasia with th@mong various grades of dysplasia (Table
sex of individual. A male predilection was2)- Analysis of Variance and Post - Hoc test
noticed in all the grades of dysplasia. It wa®as applied to test the level of significance.
seen that with the increasing grade dhge was significant in differentiating mild
dysplasia male predilection was increasinfjom severe dysplasia and moderate from
and the female predilection was decreasingevere dysplasia with a P value of 0.000
Of the 15 sign out diagnosis of mildand 0.004 and not significant in
dysplasia 73.3% were males and 26.7@fferentiating mild from moderate
were females. 15 sign out diagnosis dlysplasia (P=0.094).

moderate dysplasia comprised of 809Yrade of dysplasia was compared with his/
males and 20% females. 15 sign outer habit duration with respect to their
diagnosis of severe dysplasia comprised ¢gliability among various grades of
86.7% males and 13.3% females. Pearséiysplasia (Table 3). Mann-Whitney U test
chi square test was applied to test the levers applied to test the level of significance.
of significance which was found to beSmoking duration was not significant in
statistically insignificant. (P>0.05) differentiating  mild ~ from  moderate
Graph 2 (bar diagram) shows thdlysplasia (P=.166). Tobacco chewing
comparison of grade of dysplasia with sitéluration ~was  not  significant in
of lesion. Of the total 45 cases, it was sedfifferentiating  mild ~ from  moderate
that in the 15 sign out diagnosis of mildlysplasia (P=.476) and moderate from
dysplasia, 80% (n= 12) of the lesions wergevere dysplasia (p=.082). Alcohol duration
present on buccal mucosa and 20% (n= %jas not significant in differentiating mild
were present on floor of mouth. In 15 sigdfom moderate dysplasia (p=.413) and
out diagnosis of moderate dysplasia, 66.7990derate from severe dysplasia (p=.065).
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Graph 1. Comparison of grade of dysplasia with the sexdiiidual.
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Graph 2: Comparison of grade of dysplasia with site ofdes
Table 1. Comparison of grade of dysplasia with age of irglial and his/ her habit duration (in
years)

Clinical feature Grades of dysplasia
Moderate dysplasia Severedysplasia

Mild dysplasia

M ean Standard Mean Standard M ean Standard
deviation deviation deviation

Age of individual 30.47 5.592 36.20 6.516 45.13 8.667 .
Smoking 5.27 5.418 8.87 7.150 16..53 11.186 .009
duration

Tobacco chewing 4.60 4.188 7.60 7.679 13.07 9.277 .033
duration

Alcohol duration 0.67 1.291 3.67 6.321 10.53 10.875 .024
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Table 2: Comparison of grade of dysplasia with age of irdlnal with respect to their
reliability among various grades of dysplasia

Clinical Comparison in Grades of dysplasia
feature Mild Mild & Severe dysplasia Moderate & Severe
& Moderate dysplasia dysplasia
Mean Std. Sig.  Mean Std. Sig.  Mean Std. Sig.
diff Error diff Error diff Error

Age -5.73 2572 .094 -14.7 2.572 .000 -8.93 2.572 .004

Table 3: Comparison of grade of dysplasia with his/ her hdbration with respect to their
reliability among various grades of dysplasia

SNo. Clinical feature Comparison in Grades of dysplasia

Mild Mild & Severe Moderate & Severe
& Moderate dysplasia dysplasia
dysplasia
Mann- Sig. Mann- Sig. Mann- Sig.
Whitney U Whitney U Whitney U
1. Smoking 79.500 .166 44.500 .005 64.500 .046
duration
2. Tobacco 95.500 476 51.000 .010 71.000 .082
chewing
duration
3. Alcohoal 96.500 413 57.000 .011 71.500 .065
duration
DISCUSSION

Oral carcinomas frequently arise from dhe histopathologists diagnosis and grading
spectrum of abnormalities ranging fronof dysplasia are often used as a “gold
hyperplasia to intraepithelial neoplasiatandard”. When the clinician interprets the
termed histopathologically oral epithelialvhistopathologic diagnosis, he or she
dysplasia (OEDJ! In head and neck should be aware that the histopathologist
pathology, the term dysplasia ismay be influenced by the clinical findings
increasingly used. In standard medicand thereby avoid a double weightitig?
terminology, dysplasia means arin the present study the clinical findings
abnormality of deve-lopment, while inwere compared with the sign out diagnosis.
histomorphology it expresses cellular an®f the 15 sign out diagnosis of mild
structural changes of the epitheliumdysplasia 73.3% were males and 26.7%
Considering these abnormalities as typicalere females with a male: female ratio of
of the progression from normal epitheliun2.8:1. 15 sign out diagnosis of moderate
to cancer, the lesions are graded intdysplasia comprised of 80% males and
different risk groups‘>*3 20% females with a male: female ratio of
In the diagnosis of oral epithelial dysplasid:1, while 15 sign out diagnosis of severe
it is customary to distinguish betweerdysplasia comprised of 86.7% males and
various grades. However, thel3.3% females with a male: female ratio of
histopathologic diagnosis is often biased b§.5: 1. A male predilection was noticed in
incorporation of the clinical facts and theall the grades of dysplasia; but it could not
description from the clinician. The clinicianbe taken as a clinical parameter to decide
often uses terms such as “histologithe grade of dysplasia as no statistical
verification” of the clinical diagnosis and significance was found. Male predilection
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could be because of the ease of halbnsumption are strong risk factors in the
forming products being available to thendevelopment of leukoplakia. Clinical
and its usage by them without any sociahanagement modalities include removal of
stigma. On comparing site of lesion withexposures, chemoprevention, and ablative
grade of dysplasia, an insignificant relatiotherapies?®

was seen between site and grade Ohe site of involvement may also have a
dysplasia (P=0.077). marked influence on the risk of malignant
The age of individual and his/her habithange. Of all leukoplakias, those of the
duration of smoking; chewing tobacco andloor of the mouth and the ventral surface
alcohol respectively were correlated andf the tongue, and especially leukoplakia
found to be important with a significant Pconfined to those areas, seem to carry a
value of 0.000, 0.099, 0.033 and 0.02¢ery high risk of malignant change. In the
respectively. On comparing the age ofurrent study a high number of cases of
individual and his/her habit duration withsevere dysplasia were seen on the tongue
its reliability among various grades ofwhich is in accordance with the study of
dysplasia it was found that age andramerin a US populatio.

smoking duration were not significant inThe results of the current study highlights
differentiating mild from  moderate the probability that clinical information on
dysplasia with a P value of 0.094 and 0.16& patient is pushed through demographic
respectively. The other parameters such aad epidemiologic filters; and perhaps it
tobacco chewing duration and alcohodllows accumulated data from previous
duration were not significant incases to influence in particular cases more
differentiating mild from moderate than they should. Also the kind of clinical
dysplasia (P= 0.476 and P= 0.413istory and demographic information that is
respectively ) and moderate from severngrovided and the means by which any
dysplasia (P= 0.082 and P=0.06%iven pathologist applies that information
respectively. to the histomorphologic picture are more
Abbey et a had assumed that thecomplexly involved in diagnosis than has
availability of clinical information was previously been thought.

directly proporponal 'Fo the abllllty to makeCONCLUSION

an accurate diagnosis, but this was not ﬂl?robability is the state of knowledge
case. With respect to clinical details, the

results of their group with the availabilitygreat.er than ignorance but Iessgr than
L . . certainty. Although not all premalignant
of clinical information when compared to

those from a previous study in which thele5|ons have shown to be transforming to

same examiners had evaluated the sardi@mous cell carcinoma, the probability of

slides but without clinical histories,rﬁ’]ese progressing to frank invasion is quite

represented a 2.5% to 20% decrease 1“B'rgh.for them to be ignored. .ThL.JS’ 'the
.grading of lesions of OED, keeping in view

exact —agreement among ~the *he clinical features needs to be precise and
pathologists, a 0% to 8.5% decrease for b

o o ) . %ccurate with respect to the overall
greement within one histologic grade, an L . .

a 0% to 23.4% decrease for agreemeﬁ{edlcuon of disease progression.
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