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ABSTRACT 
 

This review aims to explore the most common oral pathologies encountered in young adults, highlighting their 

causes, clinical features, and management strategies. A narrative review was performed using a non-systematic 

search of PubMed, Scopus, and Google Scholar. Keywords included “oral pathology,” “young adults,” “dental 

caries,” “erosion,” “endodontic disease,” “oral lesions,” and “tooth loss.” Studies from the last 10–15 years 

focusing on individuals aged 18 to 35 were selected based on clinical relevance. Young adulthood is often marked 

by lifestyle changes and irregular dental attendance, increasing vulnerability to various oral pathologies. Caries, 

dental erosion, endodontic infections, mucosal lesions, and partial edentulism are commonly observed and 

frequently underestimated. Paraclinical investigations, including bitewing and periapical radiographs, pulp vitality 

testing, microbial cultures, salivary tests, and, when indicated, biopsy, play a key role in the early detection and 

accurate diagnosis of oral diseases. These conditions, if left untreated, can affect function, esthetics, and overall 

well-being. Stage III or IV, grade C periodontitis, although less frequent, remains a critical condition in young 

adults due to its rapid progression and silent onset. It requires prompt diagnosis, mechanical therapy, possible 

antibiotic support, and long-term maintenance. Effective management of dental caries, erosions, and endodontic 

disease involves early detection, behavior modification, minimally invasive or restorative therapy, and preventive 

education. Partial edentulism should be addressed through individualized prosthetic solutions, considering 

function, esthetics, and long-term oral stability. A proactive, patient-centered approach is essential to preserve oral 

health and quality of life in young adults. 
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INTRODUCTION 

Young adulthood is a time of 

transition, independence, and new 

responsibilities — but also a period when 

oral health can sometimes be overlooked. 

While dental problems are especially 

associated with childhood or older age, 

young adults often face their own specific 

set of oral health challenges (1, 2).What 

makes this stage of life particularly 

important is that habits formed now — both 

good and bad — can have long-term effects 

on oral and general health (3-5). Yet, many 

young adults delay regular dental visits, and 

subtle symptoms of disease may go 

unnoticed or ignored until they become 

more serious. 

In this review, we take a closer look 

at the types of oral pathologies that 

commonly affect young adults. Our goal is 

to shed light on the conditions that often 

arise during this life stage, explore why 

they occur, and discuss how they can be 

recognized and managed early. By 

understanding the unique oral health profile 

of young adults, we hope to support better 

prevention, timely diagnosis, and more 

personalized care. 

MATERIALS AND METHOD 

This review was designed as a 

narrative exploration of the most common 

oral pathologies encountered in young 

adults, aiming to provide a clinically 

relevant overview rather than a rigidly 
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structured analysis. The primary focus was 

placed on conditions frequently seen in 

individuals aged approximately 18 to 35, 

including carious disease, dental erosion, 

endodontic pathology, aggressive 

periodontitis, oral mucosal lesions, and 

partial edentulism. To gather the necessary 

literature, a broad, non-systematic search 

was carried out using electronic databases 

such as PubMed, Scopus, and Google 

Scholar. Articles published mainly in the 

last 10–15 years were prioritized, although 

older references were included when 

historically or clinically relevant. It were 

excluded duplicate records and non-English 

articles with prioritisation of peer-reviewed 

journals. The review process was 

complemented by manual screening of the 

reference lists of the most relevant articles 

The search was guided by keywords and 

combinations like “oral pathology,” “young 

adults,” “dental caries,” “dental erosion,” 

“endodontic disease,” “periodontitis in 

youth,” “oral lesions,” and “tooth loss in 

young adults.” The selection of articles was 

based on relevance to the subject, clinical 

applicability, and contribution to current 

understanding. Studies and reviews 

discussing the etiology, clinical features, 

diagnostic approaches, prevention 

strategies, and treatment options for each 

condition were especially valued. Rather 

than applying strict inclusion or exclusion 

criteria, sources were chosen to reflect the 

complexity and diversity of oral disease in 

this age group. As a narrative review, this 

paper does seeks to highlight key patterns 

and clinical insights, drawing from 

reputable sources to support an integrated 

and practice-oriented perspective.  

ORAL PATHOLOGY IN YOUNG 

ADULTS 

 

Carious disease 

Dental caries remains one of the 

most widespread chronic conditions 

affecting young adults, despite advances in 

preventive dentistry. While often perceived 

as a disease of childhood, carious lesions 

continue to develop well into adolescence 

and early adulthood, particularly when oral 

hygiene habits are inconsistent or dietary 

behaviors are high in fermentable 

carbohydrates (6). In some cases, caries 

may present in more aggressive forms, such 

as rampant caries, characterized by rapid 

onset and widespread lesion development. 

These cases are especially concerning due 

to the short interval between 

demineralization and cavitation, often 

affecting multiple teeth — including 

anterior surfaces that are usually more 

resistant in low-risk individuals (6). A 

research group explored how common 

dental caries are among university students 

in Romania and to understand what factors 

might influence their oral health. The group 

included students aged 18 to 29, with an 

average age of 21.3 years. Although around 

70% reported visiting the dentist once or 

twice a year. Clinically, molars were the 

most affected by untreated caries, with an 

average of 2.67 dental caries. Statistical 

analysis showed that students who visited 

the dentist regularly or used fluoridated 

toothpaste had significantly fewer caries 

(7). These results are supported by various 

research on carious disease in young adults 

(8-10). Early lesions may go unnoticed, 

particularly in interproximal or posterior 

areas, where visual access is limited and 

symptoms are absent. As a result, diagnosis 

is often delayed until the lesion reaches a 

more advanced stage, requiring restorative 

intervention. This highlights the need for 
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regular clinical examinations and 

radiographic screening, particularly 

bitewing radiographs, to detect early 

carious changes before they progress. 

The etiology of caries is 

multifactorial, involving host factors such 

as enamel composition and saliva quality, 

microbial factors including Streptococcus 

mutans and Lactobacillus species, and 

frequent exposure to fermentable 

carbohydrates. Socioeconomic status, 

stress, irregular dental attendance, and poor 

nutritional habits may also contribute to 

caries risk in young adults, even among 

those who previously maintained good oral 

health (11). 

Preventive strategies are central to 

managing caries in this age group. These 

include dietary counseling, fluoride 

application (topical or systemic), improved 

oral hygiene practices, and individualized 

caries risk assessment. In high-risk cases or 

in the presence of rampant lesions, early 

restorative treatment combined with 

behavioral modifications is essential to 

prevent further tooth structure loss and 

long-term complications (5). 

Erosive tooth wear 

Dental erosion, defined as the 

progressive loss of dental hard tissue due to 

chemical processes not involving bacteria, 

has become an increasingly common 

finding among young adults. A research 

group reported 42% had signs of dental 

erosion in young adults with early damage 

to the enamel (BEWE 1) diagnosed in 

28.9% patients, while more advanced 

lesions (BEWE 2) were observed in 12% of 

patients (12).  Erosive tooth wear (ETW) 

was most commonly presented as early-

stage enamel damage. The prevalence of 

advanced lesions (BEWE scores 2 and 3) 

increased with age—reaching 13% in older 

adolescents and 20% in young adults. 

Statistically significant associations were 

found between ETW and several factors, 

including acidic dietary habits, gender, 

educational level, and underlying medical 

conditions (13). These findings highlight 

the importance of cumulative and long-

term exposure to risk factors in the 

development and progression of erosive 

tooth wear (13). The rise in popularity of 

fitness-oriented or restrictive diets, often 

rich in citrus or fermented products, can 

also increase acid exposure. In addition, 

stress-related gastrointestinal conditions 

such as gastroesophageal reflux disease 

(GERD), or eating disorders involving 

vomiting, may cause repeated episodes of 

intrinsic acid exposure (14). 

Clinically, dental erosion may 

initially present as smooth, shiny enamel 

surfaces, often most noticeable on the 

palatal aspects of the maxillary anterior 

teeth and occlusal surfaces of the lower 

molars. As the condition progresses, 

patients may experience increased tooth 

sensitivity, thinning enamel, or noticeable 

changes in tooth contour and color. Because 

early signs can be subtle and easily 

overlooked, regular monitoring and early 

detection are essential. Diagnosis relies on 

a detailed clinical examination, dietary 

history, and where appropriate, medical 

evaluation for possible systemic 

contributors. Differentiating erosion from 

other forms of tooth wear, such as attrition 

or abrasion, is critical to establishing the 

correct management approach (12-14). 

Preventive strategies focus 

primarily on reducing acid exposure and 

modifying harmful habits (15, 16). Dietary 

counseling is essential, alongside 
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recommendations for timing and frequency 

of acidic food and drink intake. The use of 

fluoride-containing products and 

remineralizing agents, such as calcium 

phosphate pastes, can help protect 

remaining enamel and reduce sensitivity. In 

more advanced cases, restorative treatment 

may be necessary to rebuild lost tooth 

structure and restore function and 

aesthetics. Educating young adult patients 

about the risks associated with frequent 

acid exposure — particularly when 

combined with aggressive brushing or 

compromised salivary function — can 

significantly reduce the likelihood of long-

term damage (15, 16). 

 

Endodontic pathology 

Endodontic pathosis is still 

frequently encountered in young adults and 

is most often linked to untreated dental 

caries, dental trauma, or large restorations 

placed early in life. In its initial stages, the 

condition may cause no noticeable 

symptoms. But as the disease progresses, 

inflammation within the pulp can lead to 

necrosis and the eventual formation of 

periapical lesions. In many cases, 

significant tissue destruction is already 

present by the time clinical symptoms 

prompt the patient to seek care. 

Traumatic injuries, especially to the 

front teeth, are often the result of contact 

sports or accidental falls and can have 

delayed consequences. Even years after the 

initial trauma, complications like pulp canal 

obliteration, internal resorption, or apical 

pathology may develop and go unnoticed 

until discovered on routine examination 

(17, 18). 

Recognizing endodontic pathology 

in young adults is not always 

straightforward. Symptoms tend to be 

subtle or sporadic. Some patients may 

report sensitivity to temperature changes or 

discomfort when chewing, while others 

may show no symptoms at all, even in cases 

of pulp necrosis. A thorough clinical 

evaluation, including pulp sensibility 

testing, percussion, and radiographic 

imaging, remains essential for accurate 

diagnosis (17, 18).  

Treatment depends on the pulpal 

status. For reversible pulpitis, conservative 

management such as indirect pulp capping 

may be effective. In cases where the pulp is 

irreversibly inflamed or necrotic, root canal 

therapy remains the standard approach. The 

continued evolution of endodontic 

techniques—including the use of rotary 

files, improved irrigation systems, and 

bioceramic sealers—has contributed to 

greater treatment success, especially in 

younger patients. In teeth with incomplete 

root formation, regenerative procedures 

such as revascularization may be 

considered to promote continued root 

development (19, 20). 

Early identification and 

management are critical, not just for 

preserving the tooth, but also for 

maintaining its function and esthetics. 

 

Periodontitis  

In the past, periodontal diseases 

affecting young adults were commonly 

referred to as "juvenile periodontitis," 

"aggressive periodontitis," or "rapidly 

progressive periodontitis." However, with 

the adoption of the 2017 Classification of 

Periodontal and Peri-Implant Diseases and 

Conditions, these terms have been replaced 

by a more standardized and clinically 

meaningful system. The current 

terminology uses the general term 

"periodontitis," which is further 
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categorized by stages (I to IV), reflecting 

the severity and complexity of the disease, 

and by grades (A, B, or C), indicating the 

rate of progression and associated risk 

factors (Kwon, Tonetti, Ravida 2020). 

Within this updated framework, cases that 

were once diagnosed as "aggressive 

periodontitis"—particularly in younger 

patients—are now classified as 

"periodontitis, stage III or IV, grade C," 

depending on the extent of clinical 

attachment loss, bone destruction, tooth 

loss, and the speed at which the disease 

progresses (21-23). In young adults, unlike 

chronic periodontitis, periodontal disease 

progresses rapidly and may lead to 

significant attachment loss and alveolar 

bone destruction over a relatively short 

period of time. Clinically, it tends to involve 

the first molars and incisors, although 

generalized patterns have also been 

reported (24). 

Early detection can be particularly 

challenging, as the condition may arise in 

patients with minimal plaque accumulation 

and without obvious signs of gingival 

inflammation. In many cases, bone loss is 

already advanced by the time clinical 

symptoms become apparent, underscoring 

the importance of routine periodontal 

assessments in young individuals, even in 

the absence of visible signs (24). 

The etiology of advanced 

periodontitis with grade C of progression is 

considered multifactorial (25). A genetic 

predisposition is frequently observed, along 

with an exaggerated or altered host immune 

response and the presence of specific 

bacterial pathogens—most notably 

Aggregatibacter actinomycetemcomitans 

(26). While contributory factors such as 

smoking and poor oral hygiene can 

exacerbate disease progression, they are not 

always present, and their absence should 

not preclude diagnosis (27). Also, E-

cigarette exposure increasesw the risk for 

deteriorating periodontal and gingival 

health as well as changes to the oral 

microbiome (28). 

Diagnosis relies on a detailed 

clinical and radiographic evaluation. 

Measurements of clinical attachment loss, 

probing depth, and radiographic evidence 

of alveolar bone loss are key. Most patients 

present with mild or no symptoms, a 

problem that goes unnoticed until 

substantial attachment loss or mobility has 

already occurred plaque. When periodontal 

destruction appears inconsistent with the 

patient's age or hygiene status, further 

investigation is warranted. In some cases, 

family history and microbial analysis may 

support the diagnostic process (29). 

Treatment of the aggressive 

periodontitis in young patients is 

challenging. Treatment remains based on 

mechanical debridement, most commonly 

with scaling and root planing (30, 31). Due 

to the presence of Aggregatibacter 

actinomycetemcomitans and aggressive 

nature of the microorganism involved, 

systemic antibiotics are frequently used. 

The association of amoxicillin and 

metronidazole has been reported to be 

effective especially if initiated soon after 

the cleaning procedure. Educating patients 

good oral hygiene practices, and addressing 

issues such as smoking or stress, and 

building in motivation to follow-up visits 

often make the difference as to whether 

treatment works (32-34). Where deep 

pockets remain after non-surgical 

intervention or in patients with more 

advanced disease, surgical therapy may be 

required. Flap surgery provides improved 

access and regenerative procedures can, to 
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a certain extent, regenerate lost tissue, 

especially for angular defects. Maintenance 

is the test of long-term success. It is 

important to follow these patients long 

term, generally every 3 to 4 months, 

particularly in the first year after treatment. 

Managing advanced periodontitis in young 

adults involves education, ongoing 

monitoring, and tailored support for each 

patient (32-34). When identified and 

addressed early, many young patients can 

maintain long-term periodontal stability 

and avoid the functional and esthetic 

consequences of premature tooth loss (35). 

 

Oral mucosa lesions 

Oral mucosal lesions are not 

uncommon in young adults, and their 

causes are impressively varied. Some arise 

from everyday habits—lip-biting, cheek-

chewing, while others reflect broader 

lifestyle choices such as vaping, alcohol 

consumption, or new oral piercings (36). 

Systemic factors also play a part: stress-

related immune shifts, hormonal 

fluctuations, even the transient immune 

suppression that can follow a heavy exam 

season. Because many lesions are either 

painless or disappear quickly, they often go 

unreported; only when discomfort lingers 

or the appearance becomes worrisome do 

patients seek advice.  

Ulcerated lesions of the oral cavity 

are related to etiologic factors such as 

infection, immune related, traumatic, or 

neoplastic (37). The most frequent 

presentations fall into a few broad groups 

(38): 

Recurrent aphthous ulcers. These 

small, round, shallow ulcers—often on 

non-keratinized mucosa—are strongly 

linked to stress and minor trauma. 

Nutritional deficiencies (iron, vitamin B₁₂, 

folate) and a familial tendency are common 

threads. Management is largely palliative: 

topical corticosteroids, antiseptic rinses, 

and advice to avoid irritants such as spicy 

foods. 

Traumatic and reactive lesions. 

Chronic cheek- or lip-biting, frictional 

keratoses at orthodontic appliance sites, and 

mucoceles from minor salivary gland 

trauma make regular appearances. 

Eliminating the irritant—smoothing a 

rough restoration, adjusting a wire, or 

counseling against habitual biting—

typically leads to resolution (37).  

Candidiasis can appear after a 

course of broad-spectrum antibiotics, 

during periods of nutritional imbalance, or 

in heavy e-cigarette users.  

Herpetic ulcers occasionally flare 

under stress. First-line therapy includes 

antifungal or antiviral agents, coupled with 

attention to predisposing factors such as dry 

mouth or high sugar intake. 

Potentially malignant disorders. 

Although less common in this age group, 

leukoplakia from smokeless-tobacco use or 

proliferative verrucous lesions can occur 

(38). Any persistent white, red, or speckled 

patch that fails to heal within two weeks 

warrants biopsy or specialist referral (37, 

38). Early detection is critical; even in 

young adults, dysplastic change can be 

present. One of potential factors is growing 

use of E-cigarettes (vaping) (39, 40) 

Immune-mediated conditions. Oral 

lichen planus and lichenoid reactions, often 

tied to systemic medications or contact 

allergens, occasionally debut in the second 

or third decade of life. Symptom control 

may require topical corticosteroids and 

elimination of the triggering agent, if 

identifiable (41, 42). 
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Diagnosis starts with a thorough 

clinical examination and a focused history 

that probes habits, diet, stress level, and 

systemic health. When lesions persist or 

present atypically, adjunctive tools (vital 

staining, photographic monitoring, biopsy) 

clarify the diagnostic (43).  

Management is as diverse as the 

lesions themselves. Minor traumatic ulcers 

may need no more than reassurance and a 

chlorhexidine rinse, whereas suspected 

dysplastic patches demand surgical 

excision and long-term review. Across the 

board, patient education—on diet, stress 

reduction, smoking cessation are requested 

as preventive care (44).  

 

Partial edentulism 

Partial edentulism is commonly 

regarded as an age associated condition; 

however, it is widely present among young 

adults. The ethiology can include factor 

such as congenital causes, trauma, 

extensive carious involvement, endodontic 

failure or localized periodontitis (45). 

Particular attention should be given to 

younger individuals with lower education 

levels and to those who have only a few 

missing teeth replaced with removable 

dentures, as these groups may be more 

vulnerable to negative oral health outcomes 

(46). Trauma to the teeth, especially 

anterior teeth, represents one of the most 

frequent causes in adolescents in contact 

sports or experiencing accidents. 

Conversely, extensive caries – sometimes 

from high sugar consumption, lack of 

regular oral hygiene, early-onset 

periodontitis or barriers to treatment due to 

socioeconomic factors – can lead to 

extractions in the late teens or early 20s 

(46).  

The consequences of partial 

edentulism extend to migration of the 

adjacent and antagonist teeth, leading to 

occlusal problems, functional impairment 

and restorative problems in the long term 

(47). Cosmetic concerns tend to be a 

priority to the patient, especially when the 

anterior teeth are affected, impacting on 

one’s self-image and on social interactions. 

The management needs to be global 

and personalized. Natural teeth are to be 

retained whenever feasible by means of 

endodontic retreatment or periodontal 

treatment. When indicated, different 

alternatives can be considered in the 

replacement of missing teeth, which depend 

of the location and size of the edentulous 

region, the status of the adjacent teeth, and 

the desires and economics of the patient 

(48, 49) 

Partially edentulous patients can be 

treated with partial dentures, which can be 

temporary, interim or definitive, especially 

in cases of restricted financial resources and 

craniofacial growth (49, 50). But for the 

majority of younger patients, removable 

dentures is still not acceptable and fixed 

esthetic options are preferred. When other 

adjacent teeth also need major 

reconstruction, a conventional fixed 

prosthesis may be considered. In this 

context, a research group set out a study to 

understand whether the reason behind 

missing teeth—whether due to congenital 

absence or acquired loss—makes a 

difference in how young patients 

experience dental implant treatment. A total 

of 110 patients aged between 18 and 40 

took part in the study based on the cause of 

missing teeth (non-congenital causes, 

hypodontia, oligodontia). Young adults 

with congenitally missing teeth tend to be 

more satisfied with implant therapy than 
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those who lost teeth due to other reasons 

(51). The stable, functional, and esthetic 

best solution is implant-supported 

rehabilitation, but it should be conducted at 

the growth completion and bone maturation 

(52). The treatment of partial edentulism in 

young adults is about restoring confidence, 

and preserving stomathognatic system 

functions (35). 

 

CONCLUSIONS 

• Dental caries in young adults 

remains a multifactorial and often 

underestimated threat to oral health. 

Early identification through regular 

monitoring and individualized 

prevention is essential to interrupt 

the cycle of demineralization and 

decay. With proper guidance and 

timely care, most carious lesions in 

this age group can be controlled or 

reversed before leading to 

irreversible damage. 

• Dental erosion in young adults often 

progresses silently but irreversibly, 

driven by lifestyle and dietary 

factors. Early detection, habit 

modification, and consistent 

preventive strategies are key to 

preserving enamel integrity. 

Empowering patients through 

education can significantly reduce 

the risk of long-term structural and 

esthetic consequences. 

• Endodontic disease in young adults 

frequently goes unnoticed until 

significant pulpal or periapical 

damage has occurred. Prompt 

recognition, accurate diagnosis, and 

appropriate intervention—ranging 

from conservative management to 

root canal therapy—are essential to 

preserve both function and 

esthetics. Routine dental visits 

remain the most effective tool for 

early detection and long-term 

success. 

• Periodontal disease in young adults 

(stage III-IV, C grade), demands an 

early, multidisciplinary response. 

Its silent onset and rapid 

progression make regular 

periodontal screening vital, even in 

patients with good oral hygiene. 

Long-term success hinges not only 

on mechanical therapy and 

antibiotics, but also on patient 

education, behavioral changes, and 

structured maintenance. 

• Oral mucosal lesions in young 

adults range from benign, self-

limiting conditions to potentially 

serious pathologies. Recognizing 

patterns, understanding risk factors, 

and encouraging early consultation 

are central to effective 

management. A patient-centered 

approach, emphasizing education 

and preventive care, plays a crucial 

role in reducing recurrence and 

improving quality of life. 

• Partial edentulism in young adults 

can significantly affect function, 

esthetics, and psychological well-

being. Management must be 

individualized, combining 

conservative strategies with suitable 

prosthetic options based on the 

patient's needs and circumstances.  
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