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ABSTRACT 
Introduction: Oral and maxillofacial lesions present a wide 
spectrum of clinical manifestations ranging from an asympto-
matic small lesion to a large destructive one. Several lesions 
mimic each other in their clinical presentation posing a diag-
nostic dilemma. Due to interoperator subjectivity and lack of 
defined objective diagnostic criteria, histopathological investi-
gation, most of the times, plays a vital role in final diagnosis. 
Many studies have reported the concordance rates among 
the clinical and histopathological diagnoses of oral lesions, 
however, there are very few studies which have highlighted 
the discrepancies in them that have led to drastic changes in 
the lines of diagnoses and treatment. This institutional retro-
spective descriptive study intended to highlight this lacuna by 
going through histopathological registry to study such cases 
with discrepancies in clinical and histopathological diagnoses 
in last 10 years. The aim of this study was to systematically 
analyze the discrepancies in clinical and histopathological 
diagnoses of various oral lesions with an emphasis on malig-
nant and nonmalignant groups so as to stress the importance 
of histopathological examination to ultimately minimize the risk 
of inadvertent inappropriate treatment.

Materials and methods: A total of 1570 cases that were 
reported to our institute over a period of 10 years were evaluated 
from the histopathology registry. Out of these, 1300 cases met 
our inclusion criteria. Discrepancies were charted as major and 
minor discrepancies and discrepancy indices were calculated. 
Lesions were divided into malignant and nonmalignant groups 
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and were subjected to diagnostic-screening test evaluation to 
assess the discrepancies.
Results: Total discrepancy value (discrepancy index) obtained 
was 12.9%, out of which 9.23% showed major discrepancies 
and 3.69% showed minor discrepancies. Ninety-five percent 
confidence interval (CI) was calculated, and was found in the 
range of 11.18 to 14.83. Sensitivity and specificity values for 
the study group of malignant and nonmalignant lesions were 
90.09% and 98.35% respectively. Positive predictive value 
of 91.39%, negative predictive value of 98.08% and Cohen’s 
kappa value of 0.8895 was obtained. Diagnostic accuracy was 
97% and bias index of –0.002308 was also calculated.
Conclusion: To summarize, our results indicate that the discre-
pancy between clinical diagnosis and the histopathological 
interpretation of the various oral lesions studied is not very 
high. However, a thorough clinicopathological protocol can be 
designed to overcome this small but significant discrepancy, so 
as to avoid any inadvertent, inappropriate treatment to the patient.
Keywords: Diagnostic discrepancy, Discrepancy index, Head 
and neck lesions, Pathology referrals.
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matoid odontogenic tumor; ABC: Aneurysmal bone cyst; 
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INTRODUCTION

Oral mucosal lesions are routinely encountered in clinical 
practice. The maxillofacial region is a common anatomic 
site for the development of infections, cysts and tumors 
of odontogenic or nonodontogenic origin.1 Oral lesions 
are very difficult to diagnose as they can have a huge 
spectrum of clinical appearances ranging from reactive 
growths to malignancies. Moreover, oral potentially 
malignant lesions and conditions, which are known for 
their propensity for malignant transformation to the  
extent of 5 to 18% and oral squamous cell carcinomas, 
are widely prevalent today because of the increased use 
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of tobacco and related products.2 The list can further be  
extended to rarer pathologies, such as lymphomas and 
other mesenchymal neoplasms, which although not 
present in significant numbers carry significance in estab
lishing their diagnosis when they are present. Present 
era also comprises of many systemic diseases including 
diabetes, hypertension, hematological disorders and 
conditions, such as HIV, that are associated with high 
mortality rate. These lesions commonly have their early 
manifestations hidden in the oral cavity, identification of 
which can lead to the instillation of an early diagnosis 
and eventually, prompt treatment of the patient. Thus, 
identifying the real wolf in sheep’s clothing requires a 
specialist’s eye and thereby emerges the need for a broad  
vision and thorough examination of oral cavity by the clini 
cians, other dental health professionals and more specia
list consultation for delivering quality healthcare to the 
patients. Inappropriate diagnosis also leads to diagnostic 
delay which is a major concern for most of the head and 
neck lesions. This is because head and neck tumors are 
among the relatively rapid proliferating group of tumors 
with a median potential doubling time of 6 to 7 days.1 
Early and appropriate diagnosis of the head and neck 
pathologies, especially OSCC is the key to lessen the 
complications, and reduce the mortality and morbidity 
among the patients. Quality healthcare thereby can not 
be accomplished by establishing the identity of a lesion 
superficially on clinical grounds, it, thereby, calls for a 
thorough cellular detailing and increasing the pathology 
referrals of such lesions. Many studies have been pub
lished which deal with concordance between the clinical 
and histopathological diagnosis of oral and maxillofacial 
lesions, however, to the best of our knowledge, there 
are no studies carried out in English medical literature 
that focus on the discrepancy rates. The present study 
highlights the discrepancies between the clinical and 
histopathological diagnoses of oral and maxillofacial 
pathologies that were encountered in the last 10 years.

MATeRIALS AND MeTHODS

This was a retrospective study of all histopathology  
reports over a period of 10 years. This study looked at 
the clinical and histopathological diagnostic discrepan
cies of oral and maxillofacial lesions. The study included 
odontogenic tumors and cysts, inflammatory and reac
tive lesions, precancerous lesions and conditions, benign 
and malignant epithelial and mesenchymal tumors, 
salivary gland tumors and other miscellaneous patho
logies. Only those lesions, whose complete clinical and 
histopathological data were available, were included in 
the study. Those lesions, of which provisional diagnosis 
was not there, were not included in the study. Diagnostic 

discrepancies were classified into major discrepancies 
and minor discrepancies. Major discrepancies were 
defined as those that could lead to significant change in 
clinical management, with ensuing under or over treat
ment, as also which had impact on prognosis of that par
ticular lesion and were divided into eight groups. These 
groups were made according to the clinical diagnosis and 
the changed histological diagnosis (for example clinically 
diagnosed odontogenic lesions turned histologically to 
nonodontogenic lesions, etc.) as follows:
• Odontogenic/nonodontogenic lesions
• Nonodontogenic lesions/odontogenic lesions
• Malignant/benign
• Benign/malignant
• Periapical granuloma/periapical cyst
• Periapical cyst/periapical granuloma
• Neoplastic/nonneoplastic
• Nonneoplastic/neoplastic
• Others (e.g. benignbenign, but resulting in significant 

management change).
Minor discrepancies were those in which the dis

crepancy was not thought to provoke significant change 
in management of the lesions and the discrepancy was 
chiefly of academic interest. Discrepancy index was cal
culated between the diagnoses of the lesions. Data were 
entered in the excel spreadsheet for cleaning and graphs 
were plotted for descriptive analysis of the data.

ReSULTS

A total sample size of 1570 cases was evaluated out of 
which 1300 cases met the inclusion criteria for the histo
pathological and clinical diagnosis for the study. The age 
range was 5 to 80 years with a mean age of 45 years. Out 
of the total number of cases evaluated, 168 cases showed 
discrepancies in their clinical and histopathological diag
noses. Discrepancy index (DI) was calculated by using 
the formula:

  DI = 
Number of incompatible cases × 100

Total number of cases included in the study
 The total discrepancy value obtained was 12.9%. Out 
of the total 168, cases 120 cases (9.23%) showed major 
discrepancies and 48 cases (3.69%) showed minor discrep
ancies (Graph 1). The data were subjected to diagnostic 
screening test to obtain test results. The 95% confidence 
interval was calculated. Sensitivity and specificity of 
the study was 90.09 and 98.35% respectively. Positive 
and negative predictive values obtained were 91.39 and 
98.08%. Diagnostic accuracy of the study obtained by the 
test was 97% and Cohen’s kappa (unweighted) cameout 
to be 0.8895.
 Discrepancy rates in each group was calculated and 
plotted with the help of a pie chart (Graph 2). Maximum 
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discrepancy was found in lesions belonging to ‘other/
miscellaneous category’ (27.50%) which comprised of 
lesions which did not fit into other categories but 
carried significant change in their treatment and overall 
prognosis. This was followed by malignantbenign cate
gory which showed discrepancy of about (16.60%) while 
minimum discrepancy rate was found in periapical cyst
periapical granuloma cases (5%). 
 Yearwise discrepancy rate was calculated by the total 
number of biopsies in that year and total number of dis
crepant cases (Graph 3). The year 2007 showed maximum 
number of discrepancies.

MAjOR DISCRePANCIeS

Nonodontogenic Lesions to  
Odontogenic Lesions (Table 1)

About 19 cases of odontogenic lesions which include den
tigerous cyst, adenomatoid odontogenic tumor (AOT) and 
odontogenic keratocyst (OKC), showed major discrepancy 
in their clinical and histopathological diagnosis. These 

Graph 3: revealing year-wise discrepancy rates with maximum 
number of discrepancies noted in the year 2007

Graph 1: Number of cases revealing major and  
minor discrepancies

Graph 2: Pie chart depicting types of cases revealing 
discrepancies

lesions were misinterpreted as dilated dental follicle, 
osteomyelitis, globulomaxillary cyst and central giant 
cell granuloma (CGCG). Maximum misinterpretation 
(6 cases) occurred in cases of dentigerous cyst which 
were interpreted as dilated dental follicles on their  
radiographic findings.

Odontogenic Lesions to  
Nonodontogenic Lesions (Table 2)

In seven cases of odontogenic lesions, there was major 
discrepancy in the diagnosis, two cases diagnosed clini
cally as cementoossifying fibroma were diagnosed as 
chronic osteomyelitis in one case and fibrous dysplasia 
in the other. One case with a provisional diagnosis of 
OKC was diagnosed as aneurysmal bone cyst (ABC) 
histopathologically; a case of CGCG was diagnosed as 
AOT. In addition, cases of adenocarcinoma, ABC and 
oral squmous cell carcinoma (OSCC) were clinically 
misdiagnosed as ameloblastoma.

Benign to Malignant (Table 3)

Out of 10 discrepant cases, two cases of erosive leukoplakia, 
two cases of osteomyelitis and one case of lichen planus 
turned out to be OSCC on their final diagnosis. Two cases of  
mucoepidermoid carcinoma were previously diagnosed 
as irritational fibroma and mucocele. One case of pyo
genic granuloma was histopathologically diagnosed as 
diffuse large B cell lymphoma. A case of osteomyelitis 
referred to the Department was confirmed as Adenocar
cinoma. Also, one case of ossifying fibroma came out to 
be osteosarcoma histopathologically.

Malignant to Benign (Table 4)

Out of the 20 cases which were clinically diagnosed as 
malignant, histopathologically revealed a benign picture. 
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The cases included were: two cases which were diagnosed 
as verrucous carcinoma clinically and were diagnosed as 
verrucous hyperplasia histologically, a case interpreted 
as low grade mesenchymal malignancy was confirmed 
as ancient schwannoma by histopathology, two cases 
of carcinoma of gingiva turned out to be hyperkeratotic 
lesions, a case of carcinoma of maxilla came out to be peri
pheral giant cell granuloma (PGCG), a case of carcinoma 
mandible was finally diagnosed as CGCG, lesion mimick
ing carcinoma of alveolus turned out to be telangiectatic 
granuloma, seven cases clinically resembling OSCC did 
not show any evidence of malignancy. Clinically diag
nosed malignant transformation in OSMF revealed the  
evidence of dysplastic epithelium only without any evi
dence of invasion, provisional diagnosis of carcinoma of 
buccal mucosa was eventually diagnosed as a traumatized,  
ulcerated fibroma on microscopic examination; out of the 
two cases of carcinoma of maxillary sinus, one case came 
out to be chronic granulation tissue and the other came 
out to be giant cell lesion on histopathology. 

Non-neoplastic to Neoplastic (Table 5)

Around 9.16% nonneoplastic lesions were neoplastic 
on histopathology. The lesions that were provisionally 
diagnosed as hyperplastic gingival tissue, granulation 
tissue, infected lymph node, hyperplasia of fungiform and 
filliform papillae, and chronic periapical cyst were diag
nosed on histopathology as Burkitt’s lymphoma, OSCC, 
metastasis of OSCC, lymphangioma, and unicystic amelo
blastoma respectively. Out of three cases of mucocele, two 
cases turned out to be pleomorphic adenoma and one was 
diagnosed as hemangiopericytoma. Similarly, three cases 
of initially diagnosed dentigerous cyst on microscopy 
came out to be diagnosed as unicystic ameloblastoma (2 
cases) and CEOT (1 case) histopathologically.

Table 4: Malignant/benign

Provisional diagnosis Final diagnosis No. of cases
Verrucous carcinoma Verrucous 

hyperplasia
2

Low grade 
mesenchymal 
malignancy

Ancient schwannoma 1

Carcinoma of gingiva Hyperkeratotic lesion 2
Carcinoma of maxilla PGCG 1
Carcinoma mandible CGCG 1
Carcinoma of 
alveolus

Telangiectatic 
granuloma

1

OSCC No evidence of 
malignancy

7

Malignant 
transformation in 
OSMF

Dysplastic epithelium 1

Carcinoma maxillary 
sinus

Chronic granulation 
tissue

1

Carcinoma buccal 
mucosa

Fibroma 1

Carcinoma maxillary 
sinus

Giant cell lesion 1

OSCC Tuberculous 
granuloma

1

Table 5: Non-neoplastic/neoplastic

Provisional diagnosis Final diagnosis No. of cases
Hyperplastic gingival 
tissue

Burkitt’s lymphoma 1

Granulation tissue OSCC 1
Infected lymph node OSCC 1
Mucocele Pleomorphic 

adenoma
2

Mucocele Hemangiopericytoma 1
Dentigerous cyst CEOT 1
Dentigerous cyst Unicystic 

ameloblastoma
2

Hyperplasia of fungi-
form and filliform 
papillae

Lymphangioma 1

Radicular cyst Unicystic 
ameloblastoma

1

Table 3: Benign/malignant

Provisional diagnosis Final diagnosis No. of cases
Osteomyelitis Adenocarcinoma 1
Oral lichen planus Early invasive OSCC 1
Irritational fibroma Mucoepidermoid 

carcinoma (low grade)
1

Mucocele Mucoepidermoid 
carcinoma

1

Ossifying fibroma Osteosarcoma 1
Osteomyelitis OSCC 2
Pyogenic granuloma Diffuse large B-cell 

lymphoma
1

Erosive leukoplakia OSCC 2

Table 2: Odontogenic/nonodontogenic lesions

Provisional diagnosis Final diagnosis No. of cases
Cemento-ossifying 
fibroma

Chronic osteomyelitis 1

Cemento-ossifying 
fibroma

Fibrous dysplasia 1

OKC Aneurysmal bone cyst 1
AOT CGCG 1
Ameloblastoma Adenocarcinoma 1
Ameloblastoma Aneurysmal bone cyst 1
Ameloblastoma OSCC 1

Table 1: Nonodontogenic/odontogenic lesions

Provisional diagnosis Final diagnosis No. of cases
Osteomyelitis Dentigerous cyst 1
Globulomaxillary cyst AOT 1
Dilated dental follicle Dentigerous cyst 6
CGCG OKC 1
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Neoplastic to Non-neoplastic (Table 6)

Around 9.16% of neoplastic lesions were actually non
neoplastic on microscopy. Earlier diagnosed trichilem
moma was just a normal skin on histopathology, while 
lipoma turned out to be keratinous cyst/epidermoid cyst 
and so on. Formerly diagnosed osteoma was a normal 
bone and ameloblastoma was an infected follicular tis
sue. Lesions, clinically diagnosed as neurilemmoma and 
traumatic neurofibroma were proven to be granulation 
tissue and ossifying fibroma respectively.

Others (Table 7)

This group comprised of skin lesions, oral premalignant 
lesions, odontogenic tumorcyst, softtissue tumors and 
so on, accounting for 27.5%. Mucocele was a hematoma 
on histopathological examination and fibroma was a pleo
morphic adenoma. Cases diagnosed as ameloblastoma 
clinically were histopathologically diagnosed as odon
togenic fibroma and myxoma respectively. Simple soft 
tissue tumors like fibroma and irritational fibroma were 
diagnosed as pleomorphic adenoma, nasopharyngeal 
adenoma and peripheral ossifying fibroma respectively 
on microscopy. Two cases of oral premalignant lesions 
like lichen planus were proven to be leukoplakia and oral 
lichenoid reaction (OLR) histopathologically.

Periapical Granuloma to 
Periapical Cyst (Table 8)

Thirteen cases of clinically and radiographically diag
nosed periapical granuloma revealed features of peri
apical cyst on histopathology.

Periapical Cyst to Periapical 
Granuloma (Table 9)

Six cases of periapical cyst histopathologically were  
diagnosed as periapical granuloma clinically.

Minor Discrepancies (Table 10)

Minor discrepancies were observed in 3.69% of cases. 
These are tabulated in Table 10.

DISCUSSION

The total discrepancy rate between clinical and histo
pathological diagnosis in this study was 12.9% out of 
which 9.23% cases showed major discrepancy and 3.69% 
showed minor discrepancy. Previous studies done on 
concordance rates between clinical and histopathological 
diagnosis of the orofacial lesions among general practi
tioners and histopathologists reported the percentage of 
49.4%.3 Williams et al have reported concordance rate of 
56.4%.4 Recently, study done by Acheampong et al has 
shown higher rates of concordance percentage among 
the clinical and histopathological diagnosis of orofacial 
tumors which is about 62.8%. At the same time, their 
study concluded that although the agreement percentage 
among the diagnosis is high, still clinicians can not rely 
only on the clinical diagnosis for management of these 

Table 6: Neoplastic/non-neoplastic

Provisional diagnosis Final diagnosis No. of cases
Papilloma Granulomatous 

lesion
1

Osteomyelitis CGCG 1
Trichilemmoma Normal skin 1
Neurilemmoma Granulation tissue 1
Osteoma Normal bone 1
Traumatic neuroma Ossifying fibroma 1
Ameloblastoma Infected dental cyst 1
Cementoblastoma Hypercementosis 1
Ameloblastoma Infected follicular 

tissue
1

Lipoma Epidermoid cyst 1
Lipoma Keratinous cyst 1

Table 7: Others

Provisional diagnosis Final diagnosis No. of cases
Lichen planus Leukoplakia 2
Lichen planus OLR 2
Irritational fibroma Peripheral ossifying 

fibroma
4

Palatal fibroma Myoepithelioma 1
Pyogenic granuloma PGCG 2
Fibroma Nasopharyngeal 

angiofibroma
1

Ameloblastoma Odontogenic 
fibroma

1

Papillary verrucous 
carcinoma

Mucoepidermoid 
carcinoma 
(intermediate grade)

1

DLE OLR 1
Mucocele Nonspecific 

sialadenitis
1

Dentigerous cyst OKC 3
Lateral periodontal 
cyst

OKC 1

Leukoplakia OLR 1
Mucocele Hematoma 1
Fibroma Pleomorphic 

adenoma
1

Sebaceous cyst Mucocele 3
Periapical cyst CEOC 1
OSCC Hepatocellular 

carcinoma
1

Pemphigus Reactive tissue 1
Radicular cyst OKC 2
OKC Cementifying 

fibroma
1

Ameloblastoma Odontogenic 
myxoma

1
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cystperiapical granuloma’ group. Year 2007 reported the 
maximum number of discrepancies. Comparatively less 
percentage of the discrepancies in the present study as 
compared to previous studies could be attributed to the 
specialist diagnostic modalities and advanced diagnostic 
aids including CT scan, MRI scan, etc. along with normal 
clinical and plain radiographic evaluation. Also, greater 
availability of specialists’ teams including oral and maxi
llofacial surgeons and oral medicine specialists led to 
critical evaluation of the lesions on the institutional basis. 
However, 168 cases that showed discrepancy (Tables 1 to 9) 
were very significant as they showed clinical character
istics of an indolent lesion and histologically depicted 
highly aggressive entities and vice versa. The reason for 
the misinterpretation in cases could be attributed to the 
similar radiographic appearances and nonspecific criteria 
to distinguish the entities clinically and radiographically. 
This specially holds true for odontogenic cysts, dilated 
follicles and other intraosseous pathologies. Glosser 
et al and Tegginamani SA and Prasad R have stated in 
their study that widely accepted criteria for distinguish
ing dental follicles and dentigerous cyst are not present.5,6 
In the present study also, there were 6 cases of dentiger
ous cyst which were interpreted as dilated follicles. As 
also, there are cases of OKC which were misdiagnosed as 
dentigerous cyst due to misleading radiographic features. 
The study done by Kaya et al showed that about 10% of 
the follicles associated with asymptomatic third molars 
showed cystic changes, 62% of the follicles in their study 
showed inflammatory changes. Hence, they stated that 
histopathological monitoring of all the dental follicles 
especially of third molars is a must.7 Dunsche et al has 
quoted in their article that dentigerous cyst and unicystic 
ameloblastoma may show similar radiographic appear
ances, thereby, confirmatory evaluation by histopathology 
is ideal.8 Thus, it is recommended by many studies that 
histopathological evaluation of all surgically extracted 
teeth follicles, both symptomatic and asymptomatic, 
irrespective of radiographic evidence, is necessary.79 The 
present study also had a case of CEOC which mimicked 
a chronic periapical cyst. Another group of controversial 
pathologies in terms of misleading and nonspecific clini
cal characteristics were ‘oral keratotic white lesions’ (oral 
potentially malignant lesions—PMLs). White lesions are 
commonly encountered in routine clinical examination. 
Only clinical appearance of these lesions may not reveal 
the true nature of these lesions. This is a topic of concern 
as oral cancers in their early stages may appear clinically 
as potentially malignant lesions (PMLs). This is confirmed 
by the study done by Banoczy et al in which out of 500 
histologic sections which were diagnosed as leukopla
kia on clinical examination 48 cases revealed OSCC on 

Table 8: Periapical granuloma/periapical cyst

Provisional diagnosis Final diagnosis No. of cases
Periapical granuloma Periapical cyst 13

Table 9: Periapical cyst/periapical granuloma

Provisional diagnosis Final diagnosis No. of cases
Periapical cyst Periapical granuloma 6

Table 10: Minor discrepancies

Provisional diagnosis Final diagnosis No. of cases
Odontome Infected cyst 1
Bullous OLP Bullous pemphigoid 1
Peripheral ossifying 
fibroma

Peripheral cementi-
fying fibroma

2

Lateral periodontal 
cyst

AOT 1

Enamel hypoplasia Dental caries 1
Infected dental cyst AOT 1
Dentinogenesis 
imperfecta

Dental caries 1

Tumor of maxillary 
sinus

Nasopharyngeal 
angiofibroma

1

Dentigerous cyst AOT 1
FD Ossifying fibroma 1
Granulation tissue Periapical granuloma 1
Dentigerous cyst Infected dental cyst 2
Bony exostosis Cancellous osteoma 2
Fibroma Lipoma 1
Mucocele Lipoma 1
Ranula Chronic infection 2
Gingival polyp Fibroma with 

ossifications
2

Pyogenic granuloma Telangiectatic 
granuloma

8

Pyogenic granuloma Capillary 
hemangioma

4

Fibroma Peripheral 
odontogenic fibroma

3

Impacted 
supernumerary tooth

Complex odontome 1

Fibroma Mucocele 3
Gingival epulis Pericoronitis 

(inflamed pericoronal 
flap)

2

Tongue fibroma Giant cell fibroma 2
Tobacco pouch 
keratosis

Hyperkeratotic lesion 
with mild dysplasia

3

lesions.1 However, no studies till date are carried out 
exclusively on diagnostic discrepancies between clini
cal and histopathological diagnosis of orofacial lesions. 
In our study, we have made an attempt to study the 
diagnostic disagreements in detail. We retrospectively 
studied cases of last 10 years and thereby, charted out the 
major and minor discrepancies. Among the nine catego
ries, lesions belonging to ‘other/miscellaneous category’ 
revealed maximum number of discrepancies (27.50%) 
while the minimum of 5% was noted among ‘periapical 
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microscopy.10 Also, study done by Silverman et al found 
7% of malignancies which simulated white lesions.2 The 
fact is further complicated by the increasing malignant 
transformation rates of these lesions. A very recent article 
has accounted that oral potentially malignant lesions, 
such as leukoplakia, have a significant rate (up to 62%) 
of oral squamous cell carcinomas (OSCCs) arising from 
them. Patient outcomes may thus be greatly improved 
by a detailed evaluation of lesions at risk for malignant 
transformation both histologically and at molecular  
levels at the earliest.11 In the present study also, two cases 
of erosive leukoplakia and one case of OLP turned out to 
be OSCC on final diagnosis. These cases in our study are in 
concordance with various cases reported in the literature.  
Zenouz TA et al have reported a rare case of OSCC 
arising within an oral lichenoid lesion in a 17yearold 
woman, where OSCC is very rare. The patient presented 
with a white keratotic patch and did not have any risk 
factors and was healthy.12 Another case reported by 
Irani S was of OLP formerly presenting with a clearly 
benign OLP lesion that transformed into OSCC over a 
course of 18 months.13 The authors concluded that there 
is a lack of accepted specific diagnostic criteria of OLP. 
This might contribute to variations in the frequency of 
reported malignant transformation of OLP which may go 
unnoticed by the clinicians. As also, about 10 to 12 cases 
in our study were such which clinically were thought 
to be OSCC, but revealed absence of malignancy and 
were either hyperkeratotic/hyperplastic or dysplastic 
lesions without invasion on histopathological exami
nation. Hence, histopathological diagnosis is the gold 
standard in the evaluation of these lesions, as white  
lesions can range from just being benign hyperkeratosis 
to malignancy on microscopic evaluation.2 In our study, 
we also found that malignancies, such as osteosarcomas, 
lymphomas, metastatic malignancies, adenocarcinomas, 
etc. because of being rare are easily misdiagnosed on 
routine clinical examinations (Table 10). These entities 
are associated with poor prognosis and need immedi
ate aggressive treatment modalities. Moreover, it is not 
necessary for such malignancies to manifest themselves 
as huge masses creating a suspicion of malignancy, as 
lymphomas reported in our Department manifested as 
a reactive gingival mass (pyogenic granuloma) as also 
has been published by Bagul et al.14 Kulkarni et al have 
reported a case of myoepithelioma which was referred by 
a private hospital and was clinically diagnosed as palatal 
fibroma due to its misleading clinical features.15 Such  
lesions, in addition to histology, sometimes require more 
specific diagnostic tests, such as immunohistochemistry 
for their correct diagnosis and thereby, deliver optimal 
treatment to the patients. In the present study, a case of 
25 years old female patient showed radiolucency around 

the neck of impacted canine which was clinically and 
radiographically diagnosed as dentigerous cyst, but 
turned out to be unicystic ameloblastoma on histopatho
logical examination. Similarly, a case interpreted as 
carcinoma maxilla came out to be PGCG on microscopy. 
Minor discrepancies although do not have much impact 
on the treatment or prognosis, still as clinicians and 
healthcare professionals, it is necessary to establish an 
accurate diagnosis of the presenting pathology and not 
just an arbitrary one. As also, maintenance of transpa
rency regarding the exact diagnosis and treatment plan 
of each lesion and patient complaint on records is moral 
and professional duty of every clinician.

CONCLUSION

The purpose of the present study was in depth analysis of 
diagnostic discrepancies in clinical and histopathological 
diagnoses of the head and neck lesions. The availability 
of advanced diagnostic aids although have lessened the 
rate of misdiagnoses, still there is a considerable amount 
of discrepancy in diagnosing both common as well as the 
rarer lesions. The reason for this is uncertain although 
nonspecific clinical and radiographic features of the head 
and neck lesions are supposed to be the most common 
factor held behind such discrepancies; as it is rightly said 
that ‘lesions do not read books’. Thus, it emerges a need 
for designing a thorough clinicopathological protocol and 
more histopathology consultations for diagnosing these 
lesions not only avoiding an inadvertent, inappropriate 
treatment but rendering an early and appropriate treat
ment to the patient.
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