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Oral Conditions Affecting
Infants and Children

S E C T I O N  3

Dental Objectives:

• Define and identify common oral conditions of infants and children.

• Recognize the causes and clinical features of these conditions. 

• Use the diagnostic process to distinguish similar-appearing oral anomalies of infants and
children.

• Describe the consequences of disease progression with respect to these conditions.

• Recommend appropriate treatments for common oral conditions of infants and children.

Dental Hygiene Objectives:

• Define and describe the clinical appearance of common oral conditions of infants and children.

• Identify conditions discussed in this section that (1) require the attention of the dentist and/or
(2) affect the delivery of periodontal debridement and oral hygiene measures.
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patterning genes that are transmitted by autosomal dom-
inant and recessive inheritance, as well as X-linked inher-
itance. To date, there are about 400 inherited syndromes
associated with cleft lip or palate. Drugs taken during
pregnancy (alcohol, tobacco smoke [nicotine], anti-
seizure drugs) increase the risk of clefts. Low intake of
vitamin B (folic acid) is also contributory, therefore folic
acid supplements are recommended during pregnancy.

Cleft Palate (Figs. 14.5–14.8) The palate develops from the
primary and secondary palate. The (anterior) primary
palate is formed by fusion of the right and left medial
nasal processes. It is a small triangular mass that
encompasses bone, connective tissue, labial and palatal
epithelium, and the four incisor tooth buds. The (pos-
terior) secondary palate is formed by fusion of the pala-
tine processes or shelves of the maxillary process.
Palatal fusion is initiated during the 8th week in utero
by expansion of the mandible; this permits the tongue
to drop down and allows the palatal processes to grow
inward. The palatal shelves merge with the primary
palate, and fusion progresses posteriorly. Except for the
soft palate and uvula, fusion of the palate is generally
completed by the 12th week of gestation.

Disruption in palatal fusion leads to clefting. A cleft
palate can involve the soft palate only; the hard palate
only; the hard and soft palates; or the hard and soft
palates, alveolus, and lip. Cleft palate without lip
involvement occurs in about 30% of cases.

Bifid uvula (Fig. 14.5) is a minor cleft of the posterior soft
palate. It occurs more commonly in Asian and Native
American persons; the overall incidence is about 1 in
250 people. A submucosal palatal cleft may occur with
bifid uvula. It develops when the muscles of the soft
palate are clefted but the surface mucosa is intact. The
clefted region is notched. An incomplete cleft palate is
a small break in the hard or soft palate that permits
communication between the oral and nasal cavities. A
complete cleft palate extends forward to include the
incisive foramen. The triad of cleft palate, micrognathia
(small jaw) and retrognathia of the mandible, and glos-
soptosis (posterior displacement of the tongue) is
called Pierre Robin syndrome. This condition is char-
acterized by respiratory and swallowing difficulties.

Cleft lip and palate are often associated with cleft
alveolus, malpositioned and missing teeth (or hypodon-
tia, most commonly the lateral incisor), and occasion-
ally supernumerary teeth. Cleft palate causes feeding
and speech impairment and prominent malocclusion.
Treatment involves a multidisciplinary team consisting
of a pediatrician, pediatric dentist, oral and plastic sur-
geon, orthodontist, and speech therapist. Surgical lip
closure is generally accomplished early in the infant’s
life (after 18 months), whereas cleft palate may require
several surgical procedures because of growth plate
considerations.
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Commissural Lip Pits (Fig. 14.1) Commissural lip pits are
dimplelike invaginations of the corner of the lips. They
may be unilateral or bilateral but tend to occur on the
vermilion portion of the lip. They are generally �4 mm
in diameter, and exploration of the pits yields a sealed
depression. Commissural lip pits represent failure of
fusion of the embryonic maxillary and mandibular
processes. The pits occur more frequently in males than
females, and prevalence differs between adults and
children. For example, lip pits have been documented
in �1% of children but in up to 10% of adults. These
prevalence figures suggest that the invaginations may
be developmental. However, an autosomal dominant
pattern of transmission (inherited pattern) has been
reported in some families. No treatment is required.

Paramedian Lip Pits (Fig. 14.2) Paramedian lip pits are con-
genital depressions that occur in the mandibular lip,
most often on either side of the midline. They develop
when the lateral sulci of the embryonic mandibular arch
fail to regress during the sixth week in utero. Paramedian
lip pits are more often bilateral, symmetric depressions
with raised, rounded borders. However, single pits and
unilateral pits have been described. Inspection reveals a
sealed depression that may express mucin. Paramedian
lip pits are often inherited as an autosomal dominant
trait in combination with cleft lip or cleft palate and
hypodontia. When these features occur together, the
condition is called van der Woude syndrome. The gene
responsible for lip pits shows variable penetrance. That
is, some patients who carry the gene may have a minor
or submucosal cleft palate or no cleft yet and pass the
full syndrome on to their children. Paramedian lip pits
require no treatment unless they are of esthetic concern.
The clinician should inquire about affected family mem-
bers and examine them for cleft lip and palate.

Cleft Lip (Figs. 14.3 and 14.4) Cleft lip is the result of a dis-
turbance of lip development in utero. The upper lip is
most commonly affected. Cleft lip results when the
medial nasal process fails to fuse with the lateral por-
tions of the maxillary process of the first branchial
(pharyngeal) arch. Fusion normally occurs during the
sixth and seventh weeks of embryonic development.

Cleft lip occurs in about 1 in 900 births and more
often in Asian and Native American persons than in
Caucasians. The condition occurs more in males than
in females and is more severe in males. About 85% of
cleft lips are unilateral and nonmidline; 15% are bilat-
eral. Midline cleft lip results from failure of fusion of the
right and left medial nasal processes and is rare.

The severity of cleft lip varies. A small cleft that does
not involve the nose is called an incomplete cleft; these
sometimes appear as a small notch in the lip. A com-
plete cleft lip involves the nasal structures in 45% 
of cases and is often associated with cleft palate. Cleft lip
and palate can result from expression of abnormal
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Fig. 14.1. Commissural lip pits: depression at commissure.

Fig. 14.3. Incomplete cleft lip: rare midline type. Fig. 14.4. Bilateral cleft lip.

Fig. 14.5. Bifid uvula: mild case. Fig. 14.6. Bifid uvula: more severe case.

Fig. 14.7. Cleft soft palate. Fig. 14.8. Cleft lip and cleft palate.

Fig. 14.2. Paramedian lip pits: with cleft lip and palate.
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Congenital Epulis (Fig. 15.1) The congenital epulis is a
benign, soft tissue growth arising exclusively in new-
borns from the edentulous alveolar ridge or palate. It
develops most commonly in the anterior maxilla and is
10 times more likely to occur in females than in males.
The lesion is a soft, pink fleshy growth that is com-
pressible. The surface has prominent telangiectasis,
and the base is either pedunculated (stalklike) or ses-
sile (broad). Lesions can be several centimeters in
diameter and should be excised. Recurrence is unlikely.
Histologically, numerous granular cells are seen.
Multiple lesions are present in 10% of cases.

Melanotic Neuroectodermal Tumor of Infancy (Fig. 15.2) This rare
benign tumor typically appears as a rapidly growing mass
in the anterior maxilla during the first year of life. The
tumor probably arises from neural crest cells. It shows no
sex predilection and begins as a small pink or red-purple
nodule that resembles an eruption cyst. Radiographs usu-
ally show localized and irregular destruction of underly-
ing alveolar bone and a primary tooth bud floating in a
soft tissue mass. Urinary levels of vanilmandelic acid are
elevated in conjunction with this tumor. Treatment is
conservative excision. Histologic examination often
shows melanin pigmentation. Recurrence and metastasis
are rarely documented complications.

Dental Lamina Cysts (Fig. 15.3) The dental lamina is a band
of epithelial tissue seen in histologic sections of a devel-
oping tooth. Remnants of the dental lamina that do not
develop into a tooth bud may degenerate to form dental
lamina (inclusion) cysts. These cysts are classified
according to clinical location. Gingival cysts of the
newborn are tiny keratin-filled cysts. They are often
multiple and whitish and usually resolve when the
tooth erupts. Palatal cysts of the newborn can be either
Epstein’s pearls or Bohn’s nodules. Epstein’s pearls
arise from epithelial inclusions that become entrapped
at the median palatal raphe during fusion of opposing
embryonic palatal shelves. Bohn’s nodules arise from
remnants of minor salivary glands. The pearls and nod-
ules are usually small, firm, asymptomatic, and whitish.
They may occur in small groups anywhere in the hard
palate. Most resolve spontaneously after several weeks,
but may be incised to promote healing.

Natal Teeth (Fig. 15.4) Natal teeth are teeth that are present
at birth or erupt within 30 days of birth. They occur in
about 1 in 3,000 births. They often consist of cornified
and calcific material, do not have roots, and are mobile.
However, many natal teeth simply represent premature
eruption of the primary teeth. The most common natal
teeth are the mandibular central incisors; the mandible
is affected 10 times more often than the maxilla. Natal
teeth have been reported to cause ulcers of the ventral
tongue (Riga-Fede disease) that result from irritation
during nursing. In this case, smoothing of the incisal
edge or extraction may be needed. 

Eruption Cyst (Gingival Eruption Cyst, Eruption Hematoma) (Fig. 15.5) The
eruption cyst is a soft tissue cyst surrounding the crown
of an unerupted tooth. It is a variant of the dentigerous
cyst. Children younger than 10 years of age are most com-
monly affected. It appears as a small, dome-shaped,
translucent swelling overlying an erupting primary tooth.
The cyst is lined by odontogenic epithelium and is filled
with blood or serum. The presence of blood casts a red,
brown, or blue-gray appearance to the cyst. No treatment
is necessary because the erupting tooth eventually breaks
the cystic membrane. Incising the lesion and allowing the
fluid to drain can relieve symptoms.

Congenital Lymphangioma (Fig. 15.6) The congenital lymphan-
gioma is a benign mass of lymphatic vessels that may
present in the mouth of infants. The tongue, alveolar
ridge, and labial mucosa are common locations. Less com-
monly, the parotid gland and floor of mouth are affected.
There is a 2:1 predilection for males, and 5% of African
American neonates have one or more alveolar lymphan-
giomas. A lymphangioma typically produces a swelling
that is asymptomatic, compressible, and negative on dias-
copy. When superficial, the swelling is composed of single
or multiple discrete papulonodules that may be pink or
dark red-blue. Deep-seated tumors produce diffuse
swellings with no alteration in tissue color unless hemor-
rhage occurs. Large lymphangiomas of the neck are called
cystic hygromas. Intraoral lymphangiomas may regress
spontaneously, but persistent lesions should be excised or
intralesionally injected with sclerosing solution.

Thrush (Candidiasis, Moniliasis) (Fig. 15.7) Thrush, or acute
pseudomembranous candidiasis, is a type of candidi-
asis (fungal infection) of mucosal membranes caused
by Candida albicans. Lesions appear as milky-white
curds on the oral mucosa, primarily the buccal mucosa,
palate, and tongue. The curds are easily wiped off, leav-
ing a red, raw, painful surface. Newborns often acquire
the infection from the mother’s vaginal canal during
birth and show clinical signs of infection within the
first few weeks of life. Fever and gastrointestinal irrita-
tion may accompany the disorder. Treatment consists of
topically applied antifungal agents.

Parulis (Gum Boil) (Fig. 15.8) The parulis is an inflammatory
response to a chronic bacterial infection of a nonvital
tooth. It occurs most commonly in children when a pul-
pal infection spreads beyond the furcation of a posterior
tooth and drains through a sinus tract to the surface. The
parulis appears as a small, raised, fluctuant yellow-to-red
boil that arises near the mucogingival junction of the
affected tooth. Pressure to the area results in discharge of
pus from the center of the lesion. Most cases are asymp-
tomatic; however, palpation of the tooth or surrounding
structures may elicit pain. The condition resolves when
the infection is eliminated. Failure to eliminate the infec-
tion in a primary tooth can affect the development of the
succedaneous (permanent) tooth.
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Fig. 15.1. Congenital epulis of the newborn: a pink nodule.

Fig. 15.3. Dental lamina cysts and Epstein’s pearl. Fig. 15.4. Natal teeth: mandibular incisors in a newborn.

Fig. 15.5. Eruption cyst: blue, dome-shaped cyst nodule. Fig. 15.6. Congenital lymphangioma.

Fig. 15.7. Thrush caused by Candida albicans. Fig. 15.8. Parulis: nonvital primary first molar.

Fig. 15.2. Melanotic neuroectodermal tumor of infancy.
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CAS E 5.  (Fig. 15.9) This 26-year-old woman

presents with the condition shown in the clinical

image. The condition has been present since child-

hood. She is interested in speaking with the dentist

about surgical correction. 

1. Describe the clinical findings.

2. Do you expect to see similar findings in the upper lip
or any defects in the upper lip?

3. Is this a normal finding, a variant of normal, or dis-
ease? And how severe is this condition?

4. What is the cause of this condition? 

5. Do you expect this condition to be symptomatic?

6. List conditions you should consider in the differential diagnosis, and note which condition is most likely the correct
diagnosis.

7. What are the treatment options for this condition?

CAS E 6.  (Fig. 15.10) A young woman brings her

child to the dental office for the first time. The child

has a noticeable growth within the mouth. The

mother claims that the growth first presented sev-

eral days ago but has been getting bigger every day.

She is concerned that her child is now feeding less

and this entity may be a tumor. The adjacent teeth

do not seem to be affected.

1. Describe the clinical findings, and explain why it
appears translucent.

2. How old is the patient? 

3. Is this a normal finding, a variant of normal, or disease? And how severe is this condition?

4. What is the cause of this condition? 

5. Do you expect this condition to be symptomatic?

6. List conditions you should consider in the differential diagnosis for this condition, and note which condition is most
likely the correct diagnosis.

7. What are the treatment options for this condition?

CASE STUDIES
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