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Kevin Butterfield, DDS, MD, FRCD(C), Dip. ABOMS

Oral White Lesions
Oral white lesions, including leukoplakias, are commonly encountered in daily practice (see Table 1). Most white lesions are 
benign frictional keratoses or keratoses from inflammatory conditions (eg, lichen planus) and the diagnosis is usually evident 
from the histopathology. Leukoplakia is the term used for a white lesion that is defined by the World Health Organization 
(WHO) as ‘‘a white plaque of questionable risk having excluded (other) known diseases or disorders that carry no increased 
risk for cancer.’’ It is one of several potentially malignant oral lesions, including erythroplakia and submucous fibrosis. As 
such, it is essential that it be recognized because of its premalignant potential and managed accordingly and differently from 
other white lesions. There continues to be confusion on the use of the term leukoplakia, especially on how to manage leuko-
plakia in a patient whose diagnosis shows ‘‘hyperkeratosis with no evidence of dysplasia.’’

Not all white keratotic lesions on the oral mucosa are leukoplakias, as noted in the WHO definition. The oral mucosa 
becomes white for the following reasons:

Leukoplakia is a clinical term only; its definition is usually 
modified after a histopathologic evaluation. For example, 
a clinical impression of leukoplakia at biopsy examina-
tion might show candidiasis, bite keratosis, or lichen 
planus.

Clinically, leukoplakias are divided into homogenous and 
nonhomogeneous lesions. The homogeneous type is 
usually a thin, flat, and uniform white plaque with at least 
1 area that is well demarcated with or without fissuring. 
Nonhomogeneous leukoplakia is characterized by the 
presence of speckled or erythroplakic and nodular or 
verrucous areas. Erythroleukoplakia can be misdiag-
nosed as lichen planus because of its white and red com-
ponents. However, other clinical signs can guide the 
clinician to the correct diagnosis: erythroleukoplakia 
does not possess the typical white reticular changes and 
it is usually unilateral with associated well demarcated 
white plaques. Areas of firmness or induration always 
should be submitted for biopsy examination. In general, 
leukoplakia is more frequent in older individuals. In 
developing countries, leukoplakia is diagnosed between 
the third and fifth decades of life; in developed countries, 
it is more common after 40 years of age.

The diagnosis of true leukoplakia is based on a combination 
of the patient history, clinical considerations, and histopa-
thology and is typically a diagnosis of exclusion. Leukoplakia 
usually has, at least in part, sharply demarcated margins, 
often with fissuring, and it is generally distinguishable from 
reactive keratoses, which are usually poorly demarcated 
lesions. Erythroleukoplakia tends to be less well-
demarcated. Biopsy and histopathologic examinations 
remain the gold standard for diagnosis and are important in 
helping to exclude other keratotic lesions, as discussed 
earlier. Management depends on the histopathologic 
diagnosis and clinical presentation

AN APPROACH TO CLINICAL 
RISK ASSESSMENT
Assessing the risk of malignant change in leukoplakic lesions 
can be challenging. The process involves essentially 3 
stages: clinical history, clinical examination, and surgical 
biopsy with histopathologic evaluation. Figure 3 summa-
rizes this approach, to help determine the relative risk for 
your individual patient.

Hopefully, this brief summary will help clarify the clinical 
approach to your patients with a white lesion of the oral 
cavity, and the need for further assessment and treatment.

Excess production of keratin as a response to injury (eg, friction or biting)
Excess production of keratin intrinsically from benign keratotic diseases 
(eg, genodermatoses) or from dysplasia
Thickening of the epithelium (acanthosis)
Damage to epithelial cells from direct and identifiable contact injury

Fig.3. A simple algorithm for clinical risk assessment of oral potentially malignant disorders (OPMDs). The clinician is faced with a suspicious oral 
lesion, and at each stage of the assessment process the risk of individual features are illustrated as green (low risk), amber (medium risk), or red 
(high risk).  The levels of risk and explanat ions are given in the text.
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Table 1. WHITE LESIONS OF THE ORAL CAVITY
Developmental

Reactive or frictional

Infectious

Immune mediated

Immune mediated

Metabolic

Malignant and OPMD

Cannon white sponge nevus
Hereditary benign intrapithelial dyskeratosis
Other congenital genodermatoses (eg. pachyonychia congenita)

Leukoedema
Contact desquamation
Fictional keratosis: MMO, BARK
Hairy tongue
Assiciated with tobacco use: nicotinic stomatitis, smokeless tobacco keratosis

Candidiasis
Hairy leukoplakia (associated with EBV)

Lichenoid lesions
Benign migratory glossitis

Lupus erythematosus
Chronic graft-vs-host  disease

Uremic stomatitis
Palifermin-associated hyperkeratosis

Keratorisis of unknown significance
Dysplastic leukoplakia
SCC
Verrucous carcinoma

Abbreviations: BARK, benign alveolar ridge keratosis; 
EBV, Epstein-Barr virus; 
MMO, morsicatio mucosae oris; 

OPMD, oral potentially malignant disorders; 
SCC, squamous cell carcinoma.

- Villa and Woo. Leukoplakia Management. J Oral Masillofac Surg 2017.
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It has now been about 5 months since many of the provisions of Bill 148 – The Fair Workplaces, Better Jobs 
Act, 2017 came into force. Many dental practice owners are still struggling to understand fully the new 
rules and how to apply them to their practice. As a result, we thought it would be helpful to offer the 
following quiz so that our readers can assess their knowledge of the new legislation.

A dentist has one staff member who works a 
compressed work schedule – 4 days a week 
for 10 hours a day instead of the normal 5 
days a week for 8 hours per day. As such, the 
dentist must now pay this staff member 10 
hours of holiday pay on each of the statutory 
holidays instead of the standard 8 hours. *    
True or False
 
A dentist has a DA who is very casual and 
only works when regular staff call in sick. The 
DA worked for just one day last month – 11 
hours on a very busy day. Since this day was 
in the pay period immediately preceding the 
upcoming statutory holiday, she is entitled to 
11 hour of stat pay despite the fact that she 
has another full-time regular job and will 
receive full statutory holiday pay from her 
other employer. *
True or False

A dentist is struggling to find savings in the 
practice to cover the extra labour costs asso-
ciated with the new employment rules. In the 
past, the dentist has offered all staff paid 
lunch breaks. The dentist has the option to 
stop paying staff for lunch breaks in order to 
generate cost savings? True or False

A dentist has a hygienist work at the practice 
two days a week. The hygienist is paid 50% of 
her billings. The dentist is not required to pay 
any standard employee deductions (e.g. CPP, 
EI, etc.) because the hygienist is not an 
employee, she is an independent contractor. 
True or False

A dentist has a casual worker who performs 
various administrative tasks in the office. She 
has always been paid minimum wage. As of 
January 1, 2018, her wage increased from 
$11.60 to $14/hr and will increase again to 
$15/hr next year (a 30% increase) due to Bill 
148. Your other workers find out about the 
wage increase and are very upset. They ask 
the dentist why the most junior person in the 
office has received a 30% salary increase 
when they have received only very modest 
cost of living salary increases. Under Bill 148, 
the dentist is not legally required to offer any 
of her other non-minimum wage workers a 
salary increase. True or False

A dentist must keep records of holiday and 
vacation pay paid to his workers for at least 3 
years. True or False

An employee is scheduled to work from 8 am to 
4 pm. At 3 pm, the employee informs the dentist 
that she is not feeling well and goes home. She is 
paid for the full 8 hour shift. The dental practice 
does not offer paid sick leave apart from the 2 
mandatory sick leave days under Bill 148. The 
one hour of sick leave counts as a full day of paid 
sick leave? True or False

Bill 148 requires that all employees who have 5 
years of experience must be paid vacation pay of 
at least 6%. A dentist has an employee who 
worked for 2 years and then was on disability 
leave for 4 years. The employee has now 
returned to work. Since the employee does not 
yet have 5 years of work experience, she is not 
entitled to 6% vacation pay. True or False

True. With respect to statutory holiday pay, employees 
are entitled to be paid their average daily wage in the 
pay period immediately preceding the statutory 
holiday.

True. See answer to question 1. The fact that part-time 
workers may now receive stat holiday pay from 2 or 
more employers is not relevant.

False. Any change to a fundamental/essential term of 
the employment arrangement unilaterally by the 
employer will amount to a breach of contract and the 
employee may treat the employment agreement as 
terminated, resign and sue for wrongful dismissal. 
Readers may recall that Tim Horton’s received a signifi-
cant amount of adverse publicity when it tried to take 
away various employee benefits to recover the costs 
of the new Ontario employment rules.

Likely False. There is not enough information in the 
question to determine whether the hygienist is actu-
ally an independent contractor – is there a written         
agreement in place that states that the hygienist is not 
an employee, does the hygienist set her own hours, 
supply her own tools and equipment, have other 
customers, etc. It is the author’s experience that most   

WILL HINZ  B.Comm, M.A., L,LB

How Well Do You Know
The New Ontario Employment

Law Rules?

Will is the Chief Operating Officer of Argyle Associates. 
He is a lawyer who has worked previously in private 
legal practice and has been employed as general  
counsel for several companies.

* Please note that on May 7, 2018, the Ontario government announced that the holiday pay calculations brought in by Bill 
148 were being withdrawn.    It appears that the Liberal government recognized that these calculations generated results 
that were arbitrary, uneven and ultimately unfair as demonstrated  in questions 1 and 2.   As of July 1, 2018, the old formula 
will be temporarily reinstated  (i.e. vacation pay will equal total pay in the 4 weeks before the work week in which the public 
holiday occurs divided by 20). In the meantime, the Ministry of Labour is conducting an extensive review of the public holiday 
pay system.

Disclaimer - This article is provided for general information only and is not intended as professional legal advice. 
Its contents are not intended to provide legal opinions and readers should, therefore, seek professional legal 
advice on any particular employment issues which concern them.
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3 -

4 -

hygienists working in dental practices are              
essentially employees and would be treated as 
such by government authorities regardless of the 
wording of any agreement in place between the 
practice and the hygienist. Under Bill 148, there is 
now a presumption that all workers are employ-
ees, the onus is on the employer to prove that the 
worker is indeed functioning as an independent 
contractor, and there are significant fines, penal-
ties and financial consequences to the employer if 
a worker is improperly treated as an indendent 
contractor.

True. However, although there is no legal obliga-
tion to offer non-minimum wage workers an 
increased salary, employers may in practice want 
to do so for staff morale and retention purposes.

False. An employer must keep records for 5 years.

True. Under Bill 148, a paid sick day does not have 
to be a full day … any amount of paid sick time 
counts as a paid sick day.

False. Any personal leave time counts towards the 
5 year period.

5 -

6 -

7 -

8 -
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Proudly caring for your patients for over 40 years!

Dr. Ed Zeligman, BSc, DDS  

Dr. H. Richard Biewald DDS, FRCD(c)

Dr. Hassan G. Moghadam DDS, MSc, FRCD(C)

Dr. Kevin J. Butterfield DDS, MD, FRCD(C), Dip. ABOMS

Dr. Taylor McGuire DDS, MSc, FRCD(C), Dip. ABOMS

Dr. Adam M. Irvine CD1, BEng, DMD, FRCD(c), Dip. ABOMS

Dr. Andrew W.C. Lee MSc, DDS, MD, FRCD(C), Dip. ABOMS

www.argyleassociates.com
Tel: (613) 778-8888   |    |  Fax: (613) 778-8889patientservices@argyleassociates.com
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Dental Implants
Dental Extractions, Wisdom Teeth
General Anaesthesia & IV Sedation
Orthognathic Surgery
Hard & Soft Tissue Reconstruction
Computer-Guided Surgery
Oral and Maxillofacial Pathology
Cleft Palate Surgery
Obstructive Sleep Apnea Surgery
TMJ Dysfunction

Implants dentaires
Extraction dentaire, dents de sagesse
Anesthésie et sédation générale
Chirurgie orthognathique
Reconstruction pré-prosthétique
Chirurgie guidée par ordinateur
Pathologie buccale et maxillofaciale
Chirurgie de la fente palatine
Chirurgie obstructive de l’apnée du sommeil
Problème d’ATM

www.argyleassociates.com
What’s New!

REFERAL FORM

UPCOMING EVENTS

LEARNING TOOLS

ANESTHESIA OPTIONS

LOCATIONS AND CONTACT INFORMATION

Argyle Associates are pleased to announce the launch of a 
newly redesigned website. 

It was redesigned with both you and your patients in mind. 

Our convenient new mobile feature will allow our
referring offices and their patients to have access to 
us at their finger tips. Quick access such as:



“Silver Diamine Fluoride: New Tool against 
 Caries or Game Changer?”

“So We Accept First Exam by First Birthday, 
 Now What Do We Do?”

“Management of Non-Infectious Pediatric 
 Osteomyelitis”

“A multidisciplinary approach to treatment of children 
 and young adults with congenital absence of teeth”

“Pediatric Dental Anesthesia”

SPRING EDITION - 2018

Proudly caring for your patients for over 40 years!

TO TREATING THE CHILD
IN YOUR PRACTICE

A TEAM APPROACH

or sign up online at www.argyleassociates.com

DR. IAN McCONNACHIE
Pediatric Dentistry

DR. ROMAN JURENCAK
CHEO Hospital Rheumatology Department

ROB CARMICHAEL
Prosthodontic Dentistry
Assistant Professor University of Toronto

PRESENTATION TOPICS WILL INCLUDE

MONICA LEVESQUE       Tel: 613-302-8472     mlevesque@argyleassociates.com

EDUCATION DAY
A N N U A L

FRIDAY NOVEMBER 2nd, 2018   |   8:30AM - 3:00PM

Don’t miss out on this informative event for all the dental practitioners, hygienists and staff.
For further details, contact our Practice Representative

Sponsor-Approved Category 2 : 5.5 CE credits awarded for full day attendance.

Location: Ottawa Conference and Event Centre
200 Coventry Road, Ottawa ON  K1K 4S3

Registration Time: 8:00am - 8:30am 
Time: 8:30am - 3:00pm

REGISTER EARLY AS SPOTS WILL FILL QUICKLY BASED ON LAST YEAR’S ATTENDANCE
 INQUIRE DIRECTLY FOR OUR "GROUP OFFICE DISCOUNT"

SOME OF OUR PRESENTERS


