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Abstract	Comment by Kevin: Limit = 200 words. Length before editing = 241 words. Current length = 206 words. I have thus managed to reduce the word count but some further reduction may be required. The journal does not appear to be too strict about the word count limit, with 209 words in the abstract of Lexomboon et al. (doi: 10.1111/odi.14439). Accordingly, I would not be concerned about the word count at this stage.

It appears that the abstract will also have to be submitted separately: ‘The abstract should be included in the manuscript document uploaded for review as well as separately where specified in the submission process.’

Objective: Tongue lesions constitute a considerable proportion of oral mucosal pathologies. Those These lesions appear upon in the different subsites of the tongue—: the dorsal, ventral, lateral, and tip tip—and may be either reactive, infectious, immunologic, or neoplastic. The We aim of our study was to analyze analysed the potential differences between among these subsites regarding the lesion types of lesions and the clinicopathological concordance. 
Materials and Methods: Retrospective In this retrospective analysis of human tongue lesions, diagnosed over a 7-year period of 7 years (2016-2022) in our institution,. we divided The the tongue was divided into subsites (—lateral, dorsal, ventral and tip of tongue—), and classified diagnoses were classified into different categories. 
Results: The lateral aspect of the tongue was the most affected site (43.6%). Most of the lesions (64.8%) were classified as reactive, infectious and or tumor tumour-like lesions. More malignant or premalignant lesions were found on the lateral aspect (31%) compared towith  the other aspects, and almost all lesions observed on the tip of the tongue (96%) were reactive, infectious, or tumortumour-like lesions. The clinical diagnosis concurred with the and histopathological diagnosis diagnoses concurred in only (62.3%) of cases on the lateral aspect, compared to with 92.6% concordance at the tip of tongue. 
Conclusions: The Our findings support the perception of the tongue may be perceived as  a diverse organ composed ofcomprising better and  worse neighborhoodsneighbourhoods regarding both in terms of the lesion types of lesions and in regard to the clinico-pathologiccal concordance. These findings should be further supported by preclinical studies focusing on the microenvironmental properties of the different subsites of the tongue. 

Keywords: tongue, subsites, biopsy, clinicopathological, neighbourhood





Introduction

The human tongue is a unique and mainly muscular unique organ that , involved participates in important major functions of the oral mucosa, including tasting, phonation, mastication, deglutition, maintenance of oral hygiene, protection of deeper structures, and facilitation of orofacial growth (du Toit, 2003)1.  The easy clinical accessibility of the tongue makes it a good health indicator for clinical examinations (Costa et al., 2012)2. The condition of the tongue has been considered a reflection of local and systemic diseases, such as candidiasis, anemiaanaemia, endocrine disorders, metabolic diseases, storage diseases and neurologic neurological deficits (Bhattacharya, Sinha & Pal, 2016; Mangold, Torgerson & Rogers, 2016)3,4. While certain some diagnoses can be made on the bases basis of clinical appearance, the tongue may, on occasionoccasionally, be affected by pathologic pathological conditions that necessitate a biopsy and a consequent histopathlogicalhistopathological diagnosis (Logan & Goss, 2010)5.
Epidemiological studies have shown that tongue lesions constitute a considerable proportion of oral mucosal lesions and that prevalence rates vary in different parts ofaround the world (Darwazeh & Pillai, 1993)6 .Variation  The variable in prevalence rates indicate a lack of consistency in the reference data  for reference(Bhattacharya et al., 2016)3. Those lesions might be either reactive, arising in response to local trauma (e.g., irritation fibroma, pyogenic granuloma, mucocele), inflammatory or immunologic (e.g., lichen planus, lichenoid reaction), or neoplastic, which that can be either benign (e.g., lipoma, schwannoma) or malignant (e.g., squamous cell carcinoma, sarcoma) (Allon, Vered & Kaplan, 2019) 7. 
The tongue encompasses of the dorsal, lateral and, ventral aspects and the tip of tongue. Little is known about the distribution of lesions according to these tongue subsites. It However, it is well known , for example, that oral squamous cell carcinoma is more prevalent on the lateral aspect of the tongue (Mangold et al., 2016)4, and relatively rare on the dorsal aspect (Okubo et al., 2017)9 .  
The present study was conducted with a special focus on the different subsites of the human tongue. The purpose of the study was to view the tongue as a whole, in as a comparison to its different subsites. Specifically, we aimed at to analyzing analyse the potential differences between among these subsites regarding the types of lesions and the clinicopathological concordance, a finding that could potentially enhance the clinical accuracy in of diagnosing tongue lesion diagnosiss. 	Comment by Kevin: Or ‘The purpose of the study was to subdivide the tongue into its different subsites’? Because the subsite analysis is the main focus of the article.


Materials and Methods

The present study was approved by the local Institutional Review Board IRB (#0011-22) and conducted as a retrospective analysis of human tongue lesions, diagnosed over a period of 7 years (2016-2022) in the institute Institute of Pathology of our institution. We included all the diagnostic biopsies biopsy records from the tongue,  studied the patients’ medical clinical files records of the patients and collected the following relevant data: Demographic demographic information: (age and gendersex), the involved aspect of the tongue involved (lateral, dorsal, ventral and tip of tongue), the histopathological diagnosis, and the pre-biopsy clinical differential diagnosis. The collected data was were summarizedsummarised, and the clinical and histopathological diagnoses were classified into one of the following categories: Reactivereactive, infectious and or tumor tumour-like lesions, Benign benign Lesionslesions, Immuneimmune/Autoimmune autoimmune lesions, Lichenoid lichenoid lesions and or those of undetermined significance lesions, Premalignant premalignant Lesionslesions, and Malignant malignant Lesions lesions (Table 1).                                                                                          	Comment by Kevin: I have stated ‘local Institutional Review Board’ but it would be better to specify the institutional review board. For example, ‘…was approved by the Institutional Review Board (#0011-22) of Barzilai University Medical Center’.
Statistical analysis of the results was carried outconducted by expert biostatistics biostatisticians experts’ authors (A.R.B. and+ N.L.Z.) by the using R statistical software (R Core Team, 2023)27. Lesion types and tongue aspects were are described by counts and percentages. Regarding the clinicopathological concordance, when the pre-biopsy clinical diagnosis and histopathological diagnosis were classified in the same lesion type category, it was considered a “‘match”’. The categories were further divided into two groups for the purpose of to comparing compare the clinicopathological match rates between the groupsm: the first group included the malignant and premalignant lesions, while the second group included the remaining categories (non-malignant or non-premalignant lesions). Fisher’s test was used for to comparing compare the distributions of tongue aspects between among the lesion types and for comparing to compare the clinicopathological match rates between among tongue aspects, across different types of according to diagnosis type. P-values less than 0.05 were considered significant.

	Comment by Kevin: A subtitle would be useful for this first paragraph. Even just ‘Basic characteristics of the sample’.




Results 

During the years From 2016 to -2022, there were 3536 biopsies from of the oral cavity were performed over the study period in the institute Institute of Pathology of the Barzilai University Medical Center;, 383 cases (10.8%) were comprised tongue biopsies, from 174 from males (45.4%) males and and 209 from females (54.6%) females, constituting giving a male to female ratio of 1:1.2. The age range of the patients was 5 to -99 years with and the a mean age of was 52±21.7 years.  	Comment by Kevin: Related numbers should be reported to the same number of significant figures (e.g., ‘52.0±1.7’, not ‘52±1.7’). If you wish, please make this change yourself, rounding up or down where necessary.
The majority Most of the histologically observed lesions (64.8%) were reactive, infectious, or tumour-like lesions, while 14.8% were malignant and or premalignant (Figure 1). 
Most of the tongue lesions were encountered at the lateral aspect of the tongue (43.6%), 
followed by the dorsal aspect (26.4%), tip (19.1%) and ventral aspect (8.6%) respectively (Table 2 and , Figure 2).

Tongue lesions according to subsites
Lateral aspect: lesions observed on the lateral aspect of the tongue in descending order were (44%) reactive, infectious and or tumor liketumour-like lesions(44%), (21.1%) malignant (21.1%), (16.3%) lichenoid lesions and or those of undetermined significance (16.3%), (10.2%) premalignant (10.2%), (4.8%) immune/autoimmune lesions (4.8%) and or (3.6%) benign lesions (3.6%) (Table 5 and, Figure 3). The clinical diagnosis “‘matched”’ the histopathological result in only 62.3% of cases (Table 6). 	Comment by Kevin: I have removed ‘in descending order’ because, as well as being the correct way to report values such as this, it is clear from the reported percentages that the values are in descending order.
Dorsal aspect: lesions on the dorsal aspect of the tongue in descending order were (72.3%) reactive, infectious and or tumor liketumour-like (72.3%), (12.9%) benign (12.9%), (11.9%) lichenoid lesions and or those of undetermined significance (11.9%) or, (3%) malignant (3%);, no premalignant lesions and no or immune/autoimmune lesions were encountered (Table 5 and, Figure 3). The clinical diagnosis “‘matched”’ the histopathological result in 73.1% of cases (Table 6).
Ventral aspect: lesions on the ventral aspect of the tongue in descending order were (72.7%) reactive, infectious and or tumor liketumour-like (72.7%), (18.2%) lichenoid lesions andor those of undetermined significance (18.2%), (6.1%) immune/autoimmune (6.1%) or, (3%) malignant lesions(3%);, no benign lesions, and no premalignant lesions were observed (Table 5 and, Figure 3). The clinical diagnosis “‘matched”’ the histopathological result in 76.7% of the cases (Table 6).
Tip of tongue: lesions on the tip of the tongue were almost always (95.9%) reactive, infectious and or tumor liketumour-like (95.9%); a minority were, (1.4%) lichenoid lesions and or those of undetermined significance (1.4%), (1.4%) malignant (1.4%) or , (1.4%) benign lesions(1.4%), (Table 5 and, figure Figure 3). The clinical diagnosis “‘matched”’ the histopathological result in 92.6% of cases (Table 6).

Regarding the clinicopathological concordance and the differences in match rates, generally the pre-biopsy clinical diagnosis generally matched the histopathological diagnosis and was correctly classified in the same category for in 252 of all cases (65.8%) of total cases. In the group of malignant or premalignant lesion groups, only 31 cases matched (52.5%) cases matched, while for the second group, which included the remaining categories, 221 cases matched (76%) cases matched. In terms of the differences in match rate according to subsites (neighborhoodsneighbourhood), the match rate was highest in for the tip of the tongue (was the highest 92.6%) and lowest, while the match rate in for the lateral aspect (was the lowest 62.3%).

Tongue lesions according to age
Thirty-two cases (8.3%) occurred in pediatricpaediatric patients aged 18 years and below. In those, the The most affected subsite in such patients was the ventral aspect (37.4%) and while the most prevalent category (78.12%) was reactive, infectious and or tumor liketumour-like lesions (78.12%) (Table 3). In addition, 160 cases (41.7%) were found in the elderly patients (aged 60 and above), where the most affected subsite was the lateral aspect (62.5%), and the most prevalent category (43.1%) was reactive, infectious and or tumor liketumour-like lesions (43.1%) (Table 4). It should be noted that, while the lateral aspect was the most affected subsite in the elderly group patients,’ it was the least affected subsite in the pediatricpaediatric patient’s group (3%)., andIn addition, while the ventral aspect was the most affected subsite in the pediatricpaediatric patients’ group, it was the least affected subsite in the elderly group of patients (7%). The most prevalent category across all age groups was Reactivereactive, infectious and or tumor liketumour-like lesions were the most prevalent category across all age groups. The elderly patient group exhibited the highest proportion of malignant and premalignant lesions (28.75%).  






Discussion

As far as we are aware, this is the first study to examine the prevalence and clinicopathological correlations of tongue lesions focusing that focuses on the different subsites of the tongue. 
Tongue lesions constituted an appreciable percentage (10.8%) of all histologically diagnosed cases of oral cavity biopsies in our institution, which is higher than the 4%-9.2 % reported by some authors (Alaeddini, Barghammadi, Eshghyar & Etemad-Moghadam, 2014; Byahatti & Ingafou, 2010; Dhanuthai, Kintarak, Subarnbhesaj & Chamusri, 2020; Lasisi & Abimbola, 2017; Shamloo, Motazedian & Lotfi, 2016)   10,11,12,13,14 ,  andbut lower than the 18.52–%-52.3% reported by some other authorsothers (Avcu & Kanli, 2003; Bánóczy, Rigó & Albrecht, 1993; Darwazeh & Pillai, 1993; Koay, Lim & Siar, 2011; Vörös-Balog, Vincze & Bánóczy, 2003)15,6,16,17,18   for the majority of in most clinical studies . The prevalence of tongue lesions in the clinical studies may be higher than in the present study since because lesions diagnoses such as geographic tongue, coated or fissured tongue can be made on the bases basis of clinical appearance and are do not usually submitted to require histopathological examination. 
In the present study and in accordance with the studies by Costa et al. (2012),2 Gambino et al. (2015)8 and Miyake et al.19 (2018), reactive, infectious, or tumour-like lesions were the most diagnosed tongue lesions. And This is in contrast to unlike the study by Alaeddini et al. (2014),12, where tongue lesions were primarily classified into the immune-mediated group and the reactive/inflammatory category, respectively. Moreover, according to our analysis, the reactive, infectious, or tumortumour-like lesions category was the most prevalent category across all subsites. The mean age of the patients in the present study was 52 years, which is comparable to the 45-48-year age range reported by Lasisi and Abimbola (2017)et al.,10, Dhanuthai et al. (2020),14, Shamloo et al. (2016)11, and Alaeddini et al.12 (2014).. 
Most of the tongue lesions were encountered found on the lateral aspect of the tongue (43.6%), which is in accordance with the studies results obtained by Aittiwarapoj et al. (2019),20 Shamloo et al. (2016),11 Gambino et al. (2015)8  and Miyake et al. (2018).18. However, studies by Lasisi et and Abimbola (2017)al.10 and Alaeddini et al. (2014)12 found the most affected subsite to be the dorsum of the tongue, followed by the lateral aspect was the most affected subsite.
In the present study, the distribution of the types of lesions varied in distribution between among the different subsites. More malignant/premalignant cases were diagnosed on the lateral aspect (31%), compared to the other aspects, and almost all lesions observed at the tip of the tongue (96%), were reactive, infectious or tumortumour-like lesions. Upon these findingAccordingly, the tip of the tongue could be considered the best neighborhoodneighbourhood of the tongue from the patients’ point of view, and the lateral aspect the worst.
The match between the clinical and histopathological diagnosis was also best achieved on the tip of the tongue, making it the best neighborhoodneighbourhood from the clinician's perspective as well, followed by the ventral and, dorsal aspects and finally the lateral aspect, which that could also be considered the worst neighborhoodneighbourhood from that aspectpoint of view as well. The differences in match rates between the clinical and histopathological diagnosis diagnoses emphasize emphasise the importance of the histopathologic analysis in the final diagnosis, particularly on in the lateral aspect.

When considering the pre-biopsy evaluation and clinicopathological correlation, the clinical diagnosis was correctly classified in the same category as the histopathological result for 252 of all cases (65.8%) of all cases. For malignant or premalignant clinical diagnosisdiagnoses, the accuracy was significantly lower, with only 31 cases matched (52.5%), cases matched, while for other diagnoses, 221 matched (76%) for other diagnoses matched. This demonstrates the fact that theour relatively limited clinical ability to assess the neoplastic lesionlesions is relatively limited. 
When examining Examination of the incidence and distribution of tongue lesions according to age, revealed the results show that reactive and benign tongue lesions mostly affected younger age groups in the ventral aspect, whereas malignant and premalignant tongue lesions affected older age groups, particularly and in the lateral aspect was the most affected subsite. This finding suggests that advancing age is a significant risk factor for cancer.

The differences between among the subsites of the tongue may be attributed to extrinsic factors, such as oral habits, or to intrinsic factors, such as cell population. In a recent study discussing the composition and the transcriptional landscape of the tongue immune system, Lyras et al. (2022)21  discussed the composition and the transcriptional landscape of the tongue immune system and succeeded successfully to identifyied distinct local immune cell populations and described two specific subsets of tongue-resident macrophages occupying discrete anatomical niches. Further studies are needed to determine whether the differences among the different subsites can be attributed to differences in the microenvironmental niches that contain different subpopulations of fibroblastic or immunologic immunological cells. 

In conclusion, different subsites of the tongue do not behave in the same manner and thereby, thus constitute different neighborhoodsneighbourhoods: worse and better. Both from the patients’ and the clinicians’ perspective perspective, the best neighborhoodneighbourhood is the tip of the tongue while the , and worst is the lateral aspect. This study provides a novel point of view by demonstrating the differences throughout among the different subsites of the tongue in terms of types of lesions and clinicopathological concordance.

Acknowledgements	Comment by Kevin: From the guidelines: ‘Should be used to provide information on sources of funding for the research, any potential conflict of interest and to acknowledge contributors to the study that do not qualify as authors. All sources of institutional, private and corporate financial support for the work within the manuscript must be fully acknowledged, and any potential grant holders should be listed. Acknowledgements should be brief and should not include thanks to anonymous referees and editors.’
Conflicts of Interests: The authors received no financial support and declare no potential conflicts of interest with respect to the authorship and/or publication of this article.

Data Availability Statement	Comment by Kevin: A data availability statement is required by the journal: ‘Oral Diseases expects data sharing. All accepted manuscripts will need to publish a data availability statement to confirm the presence or absence of shared data. The journal expects authors to share the data and other artefacts supporting the results in the paper by archiving it in an appropriate public repository. Authors should include a data accessibility statement, including a link to the repository they have used, in order that this statement can be published alongside their paper.

More information is available in the guidelines and at https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/data-sharing-citation/data-sharing-policy.html

An example would be ‘The data that support the findings of this study are available from the corresponding author upon reasonable request.’

Author Contributions	Comment by Kevin: See Section 2.1. Authorship and Acknowledgements in the guidelines. Notably: ‘It is a requirement that the corresponding author submit a short description of each individual's contribution to the research and its publication. Upon submission of a manuscript all co-authors should also be registered with a correct e-mail addresses. If any of the e-mail addresses supplied are incorrect, the corresponding author will be contacted by the Journal Administrator.

For all articles, the journal mandates the CRediT (Contribution Roles Taxonomy), for more information please see Author Services.'

For an example, see van Gennip et al. (doi: 10.1111/odi.14358).


References	Comment by Kevin: The references have been edited and reordered to meet journal requirements with Track Changes OFF (because extensive changes such as movement of text can negatively affect file stability and lead to corruption). I have used yellow highlight to mark references that appeared in the reference list but were not cited in the manuscript.

Please also note that most journals require the References section to be placed after the main body of the text and acknowledgements and similar statements and before any tables or figure legends.
Aittiwarapoj, A., Juengsomjit, R., Kitkumthorn, N., & Lapthanasupkul, P. (2019). Oral potentially malignant disorders and squamous cell carcinoma at the tongue: Clinicopathological analysis in a Thai population. European Journal of Dentistry, 13(3), 376–382. doi: 10.1055/s-0039-1698368
Alaeddini, M., Barghammadi, R., Eshghyar, N., & Etemad-Moghadam, S. (2014). An analysis of biopsy-proven tongue lesions among 8,105 dental outpatients. Journal of Contemporary Dental Practice, 15(1), 1–7. doi: 10.5005/jp-journals-10024-1478
Allon, I., Allon, D. M., Gal, G., Anavi, Y., Chaushu, G., & Kaplan, I. (2013). Re-evaluation of common paradigms regarding the clinical appearance of oral mucosal malignancies. Journal of Oral Pathology and Medicine, 42(9), 670–675. doi: 10.1111/jop.12075
Allon, I., Kaplan, I., Gal, G., Chaushu, G., & Allon, D. M. (2014). The clinical characteristics of benign oral mucosal tumors. Medicina Oral, Patología Oral y Cirugía Bucal, 19(5), e438–e443. doi: 10.4317/medoral.19387
Allon, I., Vered, M., & Kaplan, I. (2019). Tongue lumps and bumps: Histopathological dilemmas and clues for diagnosis. Head and Neck Pathology, 13(1), 11–124. doi: 10.1007/s12105-019-01005-5
Al-Mobeeriek, A., & AlDosari, A. M. (2009). Prevalence of oral lesions among Saudi dental patients. Annals of Saudi Medicine, 29(5), 365–368. doi: 10.4103/0256-4947.55166
Avcu, N., & Kanli, A. (2003). The prevalence of tongue lesions in 5150 Turkish dental outpatients. Oral Diseases, 9(4), 188–195. doi: 10.1034/j.1601-0825.2003.02933.x
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Tables, figures and Figure Legends

Table 1. Age, gendersex, and location of tongue lesion locations according to type of lesion categoriescategory 	Comment by Kevin: This table is incomplete.
	Serial No.
	Age
	GenderSex
	Pre- biopsy Clinical clinical diagnosis
	Type of lesion 
(According according to clinical diagnosis)

	Histopathological diagnosis
	Type of lesion 
(According according to Histopathological  histopathological diagnosis)

	Involved aspect of tongue
	Clinico histopathological correlation



*Type of lesion: A. Reactive, infectious and or tumor liketumour-like lesions;, B. Lichenoid lesions and or those of undetermined significance lesions;, C. Benign Lesionslesions, ; D. Malignant Lesionslesions, ; E. Premalignant Lesions lesions; and F. Immune/Autoimmune autoimmune lesions.


Table 2. Distribution of tTongue lesion distributions according to subsites
	categoryCategory
	n
	%

	Dorsal Aspectaspect
	101
	26.4%

	Lateral Aspectaspect
	167
	43.6%

	Tip Of of Tonguetongue
	73
	19.1%

	Ventral Aspectaspect
	33
	8.6%

	Not available<NA>	Comment by Kevin: Please check. The meaning of 'NA' was not provided.
	9
	2.3%

	Total
	383
	100%





Table 3. Distribution of tTongue lesion distributions according to categories category and subsites in paediatric patients (age < 18 years)
	Type Of of Lesion lesion (histopathology)
	Dorsal Aspectaspect
	Lateral Aspectaspect
	Tip Of of Tonguetongue
	Ventral Aspectaspect

	Benign Lesionslesions
	4 (44.4%)
	1 (100%)
	0 no0
	0 no0

	Lichenoid lesions and or those of undetermined significance Lesions
	1 (11.1%)
	0 no0
	0 no0
	0 no0

	Malignant Lesionslesions
	1 (11.1%)
	0 no0
	0 no0
	0 no0

	Reactive, infectious and or tumor liketumour-like Lesionslesions
	3 (33.3%)
	0 no0
	10 (100%)
	12 (100%)

	  TOTAL            otal
	9 (100%)
	1 (100%)
	10 (100%)
	12 (100%)







Table 4. Distribution of tTongue lesion distributions according to categories category and subsites in elderly patients (age > 60 years)
	Type Of of Lesion lesion (histopathology)
	Dorsal Aspectaspect
	Lateral Aspectaspect
	Tip Of of Tonguetongue
	Ventral Aspectaspect

	Benign Lesionslesions
	4 (12.5%)
	1 (1%)
	1 (5.6%)
	0 no0

	ImmunoImmune/autoimmune Lesionslesions
	0 no0
	8 (8.2%)
	0 no0 
	1 (8.3%)

	Lichenoid lesions and or those of undetermined significance Lesions
	6 (18.8%)
	18 (18.4%)
	1 (5.6%)
	5 (41.7%)

	MaligantMalignant Lesionslesions
	2 (6.2%)
	28 (28.6%)
	0 no0
	1 (8.3%)

	PremaligantPremalignant Lesionslesions
	0 no0
	15 (15.3%)
	0 no0
	0 no0

	Reactive, infectious and or tumor liketumour-like Lesionslesions
	20 (62.5%)
	28 (28.6%)
	    16 (88.9%)
	5 (41.7%)

	TOTALTotal
	32 (100%)
	98 (100%)
	18 (100%)
	12  (100%)





Table 5. Distribution of tongue Tongue lesion distributions according to categories category and subsites (All all ages) 	Comment by Kevin: Apologies but I am not sure what this is referring to.
                 p-value =  0.00049

	Type Of of Lesion lesion (histopathology)
	Dorsal Aspectaspect
	Lateral Aspectaspect
	Tip Of of Tonguetongue
	Ventral Aspectaspect

	Benign Lesionslesions
	13 (12.9%)
	6 (3.6%)
	1 (1.4%)
	0 no0

	ImmunoImmune/autoimmune Lesionslesions
	0 no0
	8 (4.8%)
	0 no0 
	2 (6.1%)

	Lichenoid lesions and or those of undetermined significance Lesions
	12 (11.9%)
	27 (16.3%)
	1 (1.4%)
	6 (18.2%)

	MaligantMalignant Lesionslesions
	3 (3%)
	35 (21.1%)
	1 (1.4%)
	1 (3%)

	PremaligantPremalignant Lesionslesions
	0 no0
	17 (10.2%)
	0 no0
	0 no0

	Reactive, infectious and or tumor liketumour-like Lesionslesions
	73 (72.3%)
	73 (44%)
	70 (95.9%) 
	24 (72.7%)

	TOTALTotal
	101 (100%)
	166 (100%)
	73 (100%)
	33 (100%)






Table 6. clinicopathological Clinicopathological correlation according to subsites (All all ages)
	Match
	Dorsal Aspectaspect
	Lateral Aspectaspect
	Tip Of of Tonguetongue
	Ventral Aspectaspect

	Yes
	68 (73.1%)
	96 (62.3%)
	63 (92.6%)
	23 (76.7%)

	No
	25 (26.9%)
	58 (37.7%)
	5 (7.4%)
	7 (23.3%)

	TOTALTotal
	93 (100%)
	154 (100%)
	68 (100%)
	30 (100%)






Figure Legends
Figure. 1. The incidence Incidence of tongue lesions according to type of lesion category	Comment by Kevin: According to the guidelines, figures should be submitted separately for the final submission. They can be included in the manuscript file for the first submission: ‘All figures and artwork must be provided in electronic format. Please save vector graphics (e.g. line artwork) in Encapsulated Postscript Format (EPS) and bitmap files (e.g. half-tones) or clinical or in vitro pictures in Tagged Image Format (TIFF).’ Also, ‘The text file must contain the entire manuscript including title page, abstract, text, references, acknowledgements, tables, and figure legends, but no embedded figures.’

Figure titles and legends should be submitted in this file at this location.

In all figures, one decimal place is sufficient. For example, ‘2.6%’, ‘5.2%’, ‘64.8%’.	Comment by Kevin: In the figure, change ‘The incidence of tongue lesions’ to ‘Incidence of tongue lesions’, ‘Benign Lesions’ to ‘Benign lesions’, ‘immuno/autoimmune lesions’ to ‘Immune/autoimmune lesions’, ‘lichenoid and undetermined significance lesions’ to ‘Lichenoid lesions or those of undetermined significance’, ‘Malignant Lesions’ to ‘Malignant lesions’, ‘Pre malignant Lesions’ to ‘Premalignant lesions’ and ‘Reactive, infectious and tumour like Lesions’ to ‘Reactive, infectious or tumour-like lesions’.




Figure. 2. Distribution of tongue lesions according to subsites	Comment by Kevin: Change the labels to ‘Dorsal aspect’, ‘Lateral aspect’, ‘Ventral aspect’ and ‘Tip of tongue’ and expand ‘NA’ (‘Not available’?).






Figure. 3. Distribution of tongue lesions according to categories category and subsites	Comment by Kevin: In the figures, change ‘benign’ to ‘Benign’, ‘immuno/autoimmune’ to ‘Immune/autoimmune’, ‘lichenoid’ to ‘Lichenoid’, ‘malignant’ to ‘Malignant’, ‘premalignant’ to ‘Premalignant’ and ‘reactive’ to ‘Reactive’. In the final figure subsection, change the title to ‘Distribution of lesions on the tip of the tongue’.
























Distribution of lesions
Sales	
dorsal aspect	lateral aspect	ventral aspect	tip of tongue	NA 	0.26400000000000001	0.43600000000000122	8.6000000000000021E-2	9.1000000000000025E-2	2.3E-2	

Distribution of lesions on the dorsal aspect
lesion types -dorsal aspect	
benign	immuno/autoimmune	lichenoid	malignant	premalignant	reactive	0.129	0	0.11899999999999998	3.0000000000000002E-2	0	0.72300000000000064	

Distribution of lesions on the lateral aspect
lesion types -dorsal aspect	
benign	immuno/autoimmune	lichenoid	malignant	premalignant	reactive	3.5999999999999997E-2	4.8000000000000001E-2	0.16300000000000001	0.21100000000000024	0.10199999999999998	0.44	

Distribution of lesions on the ventral aspect
lesion types -dorsal aspect	
benign	immuno/autoimmune	lichenoid	malignant	premalignant	reactive	0	6.1000000000000013E-2	0.18200000000000024	3.0000000000000002E-2	0	0.72700000000000065	

Distribution of lesions on tip of the tongue
lesion types -dorsal aspect	
benign	immuno/autoimmune	lichenoid	malignant	premalignant	reactive	1.4E-2	0	1.4E-2	1.4E-2	0	0.95900000000000063	

The incidence of tongue lesions
Sales	
Benign Lesions	immuno/autoimune lesions	lichenoid and undetermined significance lesions	Malignant Lesions	Pre malignant Lesions	Reactive, infectious and tumour like Lesions	5.2000000000000178E-2	2.6000000000000096E-2	0.12300000000000012	0.10400000000000002	4.4000000000000185E-2	0.6480000000000028	

