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DISEASES OF ORAL MUCOSA 
 

 

 

1. Infective Stomatitis 

- Bacterial  

- Fungal  

- Viral  

2. Non- infective stomatitis 

- Congenital: white sponge nevus, leukodema, benign migratory stomatitis, fordyce’s 

spots   

- Benign: papilloma 

- Inflammatory: lichen planus, pemphigoid, pemphigus, lupus, keratosis, hairy 

leukoplakia  

- Oral Ulceration  

3. Malignant disease  
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Infective Stomatitis 

Necrotising ulcerative gingivitis  
Definition: A form of periodontal disease that shows distinct pattern of pathological changes of 

the gingiva 

Cause:  

 Depressed systemic immunity  

 Stress  

 Immunosuppression  

 Smoking  

 Local Trauma  

 Poor nutrition  

 Poor OH  

 Inadequate sleep  

 Recent illness  

Oral manifestations: 

 Inflamed interdental papillae 

 Crater-like necrosis, grey pseudo-membrane  

 Fetid odour, pain 

Other relevant info: NUG develops much more rapidly than other forms of gum disease 

Diagnosis: radiographs, comprehensive social and dental history, clinical examination  

Treatment: 

• Oral Hygiene (instructions & debridement)  

• Chlorhexidine MW  

• Antibiotics (Metronidazole, Penicillin etc)  

• Rest  

• Investigate for possible immune suppression if resistant to therapy 

Infective stomatitis - Syphillis 
Definition: a sexually transmitted infection caused by Treponema pallidum 

Cause:  anaerobic filamentous spirochete, Treponema pallidum 

Oral manifestations: 

 Primary syphilis: painless ulcerations, known as chancre, at the site of inoculation, 

usually appear on the lip or tip of tongue 

 Secondary syphilis: oval red macules may fuse to form a ‘snail track’ ulcer 

Diagnosis: 

 blood tests  

 direct visual inspection using microscopy 

 Diagnostic tests are unable to distinguish between the stages of the disease. 

Treatment: 

 first choice: single dose of intramuscular benzathine penicillin G 

 large doses of intravenous penicillin for a minimum of 10 days 

 late presentations: 1x /weekly intramuscular penicillin G for three weeks 

https://en.wikipedia.org/wiki/Microscopy
https://en.wikipedia.org/wiki/Benzathine_benzylpenicillin
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Tuberculosis 
Definition: Chronic infectious disease typically of the lung 

Cause: Mycobacterium tuberculosis 

Oral manifestations: Oral lesions uncommon  

Other relevant info: TB is usually acquired by mycobacterium tuberculosis and less frequently 

by ingestion of unpasteurized cow's milk that is infected by Mycobacterium bovis or by other 

atypical Mycobacteria 

Diagnosis:  

 histopathology 

 PPD (purified protein derivative) skin test 

 sputum examination 

 immunological investigation 

Treatment: 

 Multi agent (isoniazid, rifampin, pyrazinamide) 

Actinomycosis 
Definition: chronic infection that causes sores, or abscesses, in the body's soft tissues 

Cause: Filamentous branching gram +ve anaerobic bacteria ( actiomyces israelli)  

Oral manifestations: 

 Acute rapid progress infection  

 Chronic slow spreading lesion  

 Suppurative discharge of yellowish  

 fleck (called sufur granules)  

Other relevant info: Age 20-60 years 

Diagnosis: 

Blood tests: nonspecific  

 CT and MRI scans  

 Histopathology: Gram-positive filamentous organisms and 'sulphur granules' 

 Microbiology 

 Serological assays  

 Molecular genetic methods 

Treatment: high doses of intravenous penicillin G over 2 to 6 weeks, followed by oral penicillin 

V for 6 to 12 months. 

Candiadosis 
Definition: - infection caused by the candida fungus 

Cause: C. albicans most common, but also C. glabrata, C tropicalis and C. kruse 

Oral manifestations: 

1. Acute Pseudo-membranous  

 thick white coating on affected mucosa, wipes off leaving red surface  

 resembles milk-curds  

2. Chronic atrophic  

 ‘denture stomatitis’, ‘median rhomboid glossitis’  

 erythema 

3. Angular cheilitis 
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 Soreness 

 Erythema 

 fissuring at the corners of the mouth  

Other relevant info: Primary site is dorsum of tongue 

Diagnosis: 

 Mucocutaneous candidiasis - wet mount 

 Cutaneous candidiasis - wet mount 

 Genitourinary candidiasis - A urinalysis  

 Gastrointestinal candidiasis - Endoscopy with or without biopsy 

Treatment: 

 Polyene agents - Nystatin 

 Triazoles - Fluconazole 

 Imidazoles 

Histoplasmosis 
Definition: an infection caused by breathing in spores of a fungus often found in bird and bat 

droppings. 

Cause: reproductive cells (spores) of the fungus Histoplasma capsulatum 

Oral manifestations: 

 rare 

 disseminated form or sometimes as a localized lesion 

 tongue, hard and soft palate, buccal mucosa, gingiva, and lips 

Other relevant info: They are common in men, with a male to female ratio of 9:1.The mean age 

of occurrence is 39 years, with an average ranging from 26 to 65 years. 

Diagnosis: 

 clinical signs and symptoms 

 histopathology 

 cultures 

 serologic test, including compliment fixation test 

 immunodiffusion 

 histoplasmin skin test 

Treatment: 

 Antifungals: Amphotericin B, itraconazole, and ketoconazole 

Viral Infections 
Herpes labialis is an infection that mainly involves the oral mucosa and lips. It arises from an 

infection of herpes simplex virus type 1, or HSV-1. The initial infection can manifest as primary 

herpetic gingivostomatitis, where inflammation and ulceration of the gingiva occurs. After a 

period of latency, a secondary infection can arise where ulcerations occur on the lips and face, 

as well as the oral mucosa. Blisters can appear on oral mucosa, and blisters that appear on the 

lips are also known as cold sores. 

  

It is important to note the relevant signs through clinical examination. Special tests that can be 

used to confirm a diagnosis include retrieval of samples from blisters, skin biopsy, and blood 
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tests. Antiviral medications such as acyclovir, famciclovir and valacyclovir can be administered 

as treatment, with consideration to penciclovir and docosanol for topical application. 

  

Varicella is an infection characterised by a rash that develops on different parts of the body and 

caused by human herpes virus 3, which is also known as the varicella zoster virus. In the 

process, vesicles can appear on different bodily surfaces including the mouth, which will 

subsequently ulcerate and crust over within ten days. Oral ulceration can also occur. A diagnosis 

can be made with PCR testing, which can identify the presence of the virus. Treatment for an 

active varicella infection includes administration of oral histamines, cool compresses and 

calamine lotion. 

  

Herpes zoster is a recurrent disease that arises from the reactivation of latent varicella zoster 

virii in cranial nerve and dorsal root ganglia that follows infection from the varicella zoster 

virus. Similarly to varicella, vesicles form over the course of 4-6 days with ulceration and 

crusting, with the potential for ulceration of the oral mucosa. A diagnosis is determined through 

sampling of blisters with inspection under a microscope. Orally administered acyclovir, 

famciclovir, bivrudin and valacyclovir can be considered for treatment. Topically administered 

antifungals have been shown to have minimal benefit. 

  

Infectious mononucleosis, more commonly known as glandular fever, is a viral infection that 

is primarily spread through close, personal contact with infected individuals. The virus 

responsible is human herpes virus 4, also known as the “Epstein Barr” virus. People with the 

condition can exhibit jaundice, lymphadenopathy which can involve swollen tonsils and 

adenoids, petichiae of the hard palate which appear as red and purple spots, and exudate 

around the tonsils and pharynx. Other associated symptoms include fever, sore throat and 

fatigue. Diagnosis can be achieved with a clinical examination in conjunction with a blood test to 

determine the presence of the virus. Little is possible for treatment aside from medical 

supervision, where affected individuals should be advised to maintain personal hygiene, as well 

as prevent spread of the disease that could occur from nasal and pharyngeal discharges. 

  

Cytomegalovirus infection is a viral infection that generally produces flu-like symptoms, 

caused by human herpes virus 5 – also known as the cytomegalovirus. Signs and symptoms that 

can arise include fever, sore throat, swollen glands and jaundice. Oral ulceration can also 

become apparent. Cytomegalovirus infection has also been to be related to incidences of 

xerostomia, Sjogren’s syndrome and Kaposi’s sarcoma. Diagnosis needs to approached 

differently for infants and adults. For infants, growth of the virus from urine can determine a 

diagnosis. For adults, virus growth, blood tests and PCR (polymerase chain reaction tests) 

collectively need to be considered. Rest, medical supervision and adequate consumption of 

fluids will aid recovery. Antiviral medications that can be administered include ganciclovir, 

valganciclovir, foscarnet, and cidofovir. 

 

Kaposi’s sarcoma is a carcinoma that develops from cells that line lymph or blood vessels. It 

arises from a human herpes virus 8 infection. There are multiple variations, but AIDS-related 

Kaposi’s sarcoma is the most common form with associations with oral manifestations. Oral 

lesions arise in one third of people with the disease. As the name implies, it occurs from an HHV-

8 infection following the onset of AIDS. Other variations include classic, endemic and iatrogenic 

Kaposi’s sarcoma. Flat, red or purple plaques on the hard palate, which may be focal or diffuse. 
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Large, nodular lesions of the hard or soft palate can become exophytic and ulcerate, with 

bleeding. Pigmented macules, papules, plaques or nodules can also be present on the skin. The 

gingiva, tongue, uvula, tonsils, pharynx, and trachea may also exhibit these lesions. 

  

Diagnosis can be established with an incisional or excisional biopsy of the lesions involved. An 

X-ray of the chest can be done to determine the presence of an abnormality. A bronchoscopy can 

be completed if an abnormality was evident in x-ray, or the patient is affected with shortness of 

breath or coughing blood. Various gastrointestinal endoscopy tests can be done if carcinoma in 

the gastrointestinal tract is suspected. For individuals with AIDS-related immunodeficiency, the 

administration of anti-HIV medications is indicated. Local therapy, radiation therapy, 

chemotherapy and immunotherapy can also be performed. 

 

Hand, foot and mouth disease, as well as herpangina, are caused by infection from the 

coxsackie virus. With hand, foot and mouth disease, ulceration can manifest on the throat, 

tongue, gingiva, hard palate and buccal mucosa. Clinical examination is conducted for a 

diagnosis, but throat and faecal discharges can also be analysed.   

Herpangina will result in a throat infection with the presence of red-ringed ulcers on the soft 

palate and tonsils. Clinical examination alone can confirm diagnosis, although virus isolation 

from nasopharyngeal swabs, urine, faeces and blood can be considdered. 

For both conditions, antipyretics including paracetamol and ibuprofen can be administered as 

part of management in conjunction with adequate fluid intake. Antiviral medications are not 

indicated. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



7 
 

Non infective stomatitis 

Congenital  
 

White sponge naevus is a developmental condition of the oral mucosa caused by a mutation in 

the keratin genes. It is genetic and inherited as an autosomal dominant trait. The clinical 

features include white, soft and irregularly thickened mucosa that is usually bilateral. The 

borders a ill-defined and edges fade imperceptibly into normal tissue. Histopathologically the 

epithelium is hyperplastic, with uniform acanthosis (diffuse epidermal hyperplasia-thickening 

of the skin).  A basket-weave appearance forms due to shaggy hyperkerataosis and intracellular 

oedema with prominent epithelial cell membranes.  This condition is manages through a clinical 

examination as the appearance can usually be readily recognised especially if there is 

widespread mucosal involvement.  A positive family history is usually all that is required for 

confirmation.  However if in doubt a biopsy easily confirms diagnosis. The patient does also 

have to be reminded that the condition is of no major concern and is of a benign nature. 

  

Leukodema is a thickening of the buccal mucosa that appears bilaterally and has a diffuse and 

translucent greyish appearance. It is a variation of normal and is predominantly present in and 

seen is 90% individuals of African-American decent.  Histologically it is evident that there is 

epithelial thickening and intracellular oedema with a spinous layer.  The patient should be made 

aware that the presentation is normal and requires no treatment. 

  

Fordyces granules  or fordyces spots are sebaceous glands present in the oral mucosa in up to 

80% of adults, especially in the elderly population. They appear as soft, symmetrically 

distributed creamy spots that are a few millimetres in diameter. However with age these 

granules tend to grow larger.  The buccal mucosa is mainly affected, although it may also appear 

on the lips sometimes in rare situations the tongue.  Patients should be reassured that they are 

of no significance, however if in doubt a biopsy is able to confirm that they normal sebaceous 

glands with perhaps a few more lobules than usual.  

  

Benign migratory stomatitis/geographic tongue/erythema migrans linguae is a condition of the 

tongue where there is a recurrent appearance and dissapperance of red areas on the tongue. 

The cause is unknown but shows a link to a clear family history and Is therefore sometimes 

referred to as congenital condition.  The redness can be seen usually in infancy but is usually not 

noticed until later on in life until middle age.  Clinically the tongue appears as irregular, smooth, 

and red with a sharply defined edge where the filliform papillae appear short. The condition 

lasts a few days, heals and then appears on another part of the tongue.  The lesions may coalesce 

to form a larger area with a scalloped pattern. Most patients have no symptoms, however some 

report to have soreness or hypersensitivity. It is unknown to whether it is psychogenic, linked 

to emotional disturbance or physiologically pain causing. However most treatments seem to be 

ineffective.  

  

 

 

https://en.wikipedia.org/wiki/Epidermis_(skin)
https://en.wikipedia.org/wiki/Hyperplasia
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Benign  
Papilloma are benign lesions that are protrusions of the mucosa. They may appear as rounded 

cauliflower-like shapes or spiky exophytic lesions. The most likely cause is due to HPV, however 

have sometimes appeared in lesions where HPV could not be detected.  Oral papillomas usually 

respond well to excision however extensive lesions in the immune-compromised, especially 

with HIV patients, they are difficult, if not impossible to eradicate.   

 

Inflammatory  
Oral Lichen Planus 

Definition: Oral lichen planus is a chronic systemic disease of established immune-mediated 

pathogenesis 

Cause:  

 OLCL: topographic relationship to suspected causative agent eg. Amalgam. Treatment 

involves removal/replacement or coverage of possible causative restorations. 

 OLDR: oral hypoglycaemic agents, ACE inhibitors, NSAIDS 

 Oral lichenoid lesions of graft versus host: Acute <100 days, chronic >100 days after 

transplate 

Oral manifestations:  

 usually bilateral, symmetrical distribution 

 white papules, which may become reticular, annular or plaque-like pattern 

Other relevant info: Age 30-60 years, mainly females, disease commonly affects oral mucosa 

(0.7-1.8%) 

Diagnosis: may be made on clinically but if typical presentations are not shown, a biopsy is 

mandatory 

Treatment: 

 corticosteroids: first line of treatment 

 retinoids: potentially effective but inferior to topical corticosteroids 

 calciuneurin-inhibitors (cyclosporins, tacrolimus) – topical or systemic 

 others: lysosomotrophic amines, azothioprines and mycophenolate mofitil 

 

Lupus Erythematosus 

Definition: Immunologically mediated inflammatory condition that causes multi organ damage 

Cause: usually influenced by gene polymorphisms but the degree to which they influence the 

disease is unknown.  

Oral manifestations: lesions frequently appear lichenoid or may resemble leakoplakia, 

vesiculobullous or granulomatous lesion  

Diagnosis:  

 Immunofluorescence will show deposition of various immunoglobulins and C3 in a 

granular band involving the basement membrane zone seen also in uninvolved skin 

(called Lupus band test)  

 Systemic will show anti-DNA antibodies 

Treatment: immunosuppressive drugs (eg. Hydroxychloroquine and corticosteroids)  
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Pemphigus Vulgaris  

Definition: A chronic blistering skin disease with skin lesions that are rarely itchy, but often 

painful 

Cause:  

 trauma 

 auto immune disease affecting basement membrane zone adhesion 

 may be drug induced (captopril, penicillamine) or related to internal malignancy  

Oral manifestations: 

 fluid-filled blisters form after minimal trauma 

Other relevant info: 

 60+ years old, female   

Diagnosis: 

 biopsy and immunofluorescence staining will show acantholytic cells 

 deposition of IgG and C3 (complement protein) intra epithelially 

 Serum IgG levels may occur 

Treatment: 

 high dose corticosteroids, azothiaprine, mycophenolate mofetil, gold  

 

 

Pemphigoid 

Definition: skin/mucous membrane disorder 

Cause: minimal trauma 

Oral manifestations: presents as ulcers or blisters and burst due to trauma in the oral cavity. 

Similar in appearance to pemphigus.  

Diagnosis: biopsy – unlike pemphigus, pemphigoid does not feature acantholysis, a loss of 

connection between skin cells.  

Treatment: corticosteroids  

 

Keratosis 

Definition: growth of keratin on the skin or mucous membranes. 

Cause: Frictional – ulcerations, epithelial thickening, cheek-biting; Chemical – aspirin burn, 

tobacco; smoker’s keratosis – (pipe) smoking  

Oral manifestations: frictional/chemical – hyperkeratinisation. smoker’s – palatal mucosa is 

greyish white, can become tessellated rough white epithelium  

Diagnosis: clinically  

Treatment: treat source, stop smoking 

 

Oral Hairy Leukoplakia  

Definition: a benign white lesion that cannot be scraped off 

Cause: Epstein-Barr virus (EBV) and occurs in people who are immunocompromised 

Oral manifestations: white patch on the side of the tongue with a corrugated or hairy 

appearance 

Diagnosis: Cannot be wiped away unlike other white lesions (eg. Pseudomembranous 

candidiasis). Mainly clinically but can be supported by proof of EBV.  

Treatment: not necessary but condition often resolves rapidly with high dose acyclovir. 

Antiretroviral drugs may be effective.  
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Oral ulcerations 
 

Traumatic ulcers 

Definition: an ulcer by definition is a ‘discontinuity of an epithelial surface’ induced by a 

traumatic, inflammatory or neoplastic process 

Aetiology:  

 Physical:  

 Pressure from ill-fitting dentures, sharp/fractured teeth, cheek biting 

 Another possible cause is self-induced ulcerations, known as factitious ulcers. 

These may occur after inadvertent biting of the mucosa, especially after an LA 

injection, or purposeful self-inflicting damage. They are typically a consequence 

of stress or anxiety. Individuals may use pins, nails or blades to inflict wounds  

 Chemical: burns from drugs such as aspirin fall under chemical causes, whilst 

 Heat: hot foods or drinks are thermal causes of ulcers 

 

Oral manifestations: Likely locations for traumatic ulcers are the labial/buccal mucosa, palate, 

and borders of the tongue. They are usually single ulcers in otherwise well patient with a 

causative problem often apparent. The ulcers are often single and painful with a smooth red or 

whitish-yellow surface and a thin erythematous halo. There is no induration unless the site is 

scarred from repeated traumatic episodes. In the case of factitious ulcers, lesions are typically 

found in areas that are easily accessible to the patient.  

Diagnosis: A close clinical examination is essential to detect any sources of irritation from 

dentures or teeth. Diagnosing factitious ulcers may be difficult, but suspicion arises when the 

ulcers present in an otherwise healthy mouth, when the clinical features are inconsistent with 

the history, and if an underlying emotional disturbance is detected.  

Treatment involves removing the cause or source of irritation and reviewing the patient 2 

weeks later. If no improvement is evident, a biopsy should be performed. If an ulcer is suspected 

to be factitious, the patient’s family doctor should be told of the need for specialist psychiatric 

assessment. In terms of supportive treatment, topical agents (steroids, analgesics or 

anaesthetics) may be used. Similarly, 0.2% chlorhexidine mouthwash or saline mouthwash can 

help alleviate pain  

Drugs 

 Definition: ulcerative lesions can also arise as a consequence of drug intake 

 Aetiology, clinical appearance and management: The changes observed orally 

depend on the toxicity, frequency of intake, and route of drug administration, as well as 

the immunity of the patient. Common drugs implicated may be systemically 

administered or locally applied.  

 Implicated drugs systemic drugs:  

 Cytotoxic agents such as methotrexate used for its chemotherapeutic 

effect 

 Non-steroidal Anti-inflammatories such as ibuprofen 

 Antidepressants (e.g. sertraline) 

 Antihypertensives such as calcium channel blockers 
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 Agents leading to lichenoid reactions including antihypertensives, anti-

diabetics, nonsteroidal anti-inflammatories and antimalarials.  

 Implicated drugs locally applied agents: 

 Cinnamon 

 Flavouring and preservative agents 

 Agents causing local chemical burns such as Aspirin.  

 Sulphonamides  

 Barbiturates 

 Bisphosphonates 

 Clinical features of these drugs: 

 Systemic drug-induced oral ulcers are generally solitary and typically 

located on the lateral border of the tongue and are often surrounded by a 

white halo.  

 Local agents may cause a localised reaction, known as contact stomatitis.  

 Management: 

 The suspected medication should be stopped or changed to an 

alternative drug if possible. Also, avoiding contact with the identified or 

suspected irritant or allergen is essential. In the case of aspirin burn, 

stopping topical aspirin is the best option 

 Otherwise, management is largely supportive with topical agents and 

mouthwashes 

Malignant Disease 

 Aetiology: the most common cause of oral malignancy is oral mucosa squamous cell 

carcinomas (OMSCC). Malignant lesions  

 Oral ulcers in OMSCC are non-healing, chronic, and indurated with raised rolled edges 

and granular floor.  

 Management: referral to specialist for management of the malignancy.  

 

Recurrent Apthous Stomatitis 

 

Definition: Recurrent Aphthous 

Stomatitis or Cankers sores is a common condition that presents as multiple 

recurrent small, round or ovoid ulcers with circumscribed margins, erythematous 

haloes and yellow/grey floor. 

Cause: Unknown definite aetiology but is associated with genetic predisposition, trauma, 

infections, immunological abnormalities, gastrointestinal disorders, haematological deficiencies, 

hormonal disturbance and stress.  

 Genetic Predisposition: Associated with genetically determined immunological 

reactivity involving T-lymphocytes.  

 Trauma: Early symptoms are similar to pricking of the mucosa. Trauma indicates the 

site of ulcers in patients with the disorder. 

 Infections: HIV infections and cyclic neutropenia are associated with RAS. People with 

HIV may have all 3 types of recurrent aphthous ulcers. HIV positive patients have mainly 

herpetiform and major recurrent aphthous ulcers. These ulcerations may be present on 

both keratinized and nonkeratinized surfaces.  
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 Gastrointestinal Disorders: Rarely associated with gastrointestinal disease. Any 

association is due to deficiency, particularly of Vitamin B12 or folate deficiency mainly 

due to malabsorption. RAS is also associated with Coeliac deficiency. 

 Immunological Abnormalities: The association between RAS and immunological 

abnormalities are not clear. It is believed that the immunological abnormality may be 

the consequence or the cause of the ulcers. 

 Haematological Disorders: RAS is associated with mainly iron, vitamin B12 and folate 

deficiencies.  

 Hormonal Disturbance: In a few women apthae is associated with the luteal phase of 

the menstrual cycle.  

 Stress: Some people exhibit excessive ulceration during stress. 

Clinical Features: RAS onsets frequently in childhood but peaks in adolescence or early adult 

life. The attacks are variable but sometimes occur at relatively regular intervals of 

approximately 3-4 weeks.They are usually self limiting. The apthae typically affect only the 

buccal mucosa, sulcuses or the lateral borders of the tongue but the major apthae can affect the 

masticatory mucosa. The ulcers can be classified into three types - Major, minor and 

herpetiform.  

 Minor Apthae: Are the most common type. They are smaller than 4mm in diameter, 

occur mainly on mobile/non-keratinised mucosa and heal without scarring, They last up 

to 2 weeks and may be associated with Coeliac disease.  

 Major Apthae: They are quite uncommon and are quite large (>1cm). They last more 

than 1 month and heal with scarring. 

 Herpetiform Ulcers: Quite uncommon and mainly affect the non-keratinised mucosa. 

The ulcers are usually 1-2mm in diameter and have a wide bright erythema border. 

They coalescence to form larger ulcers with ragged edges.  

 

Diagnosis: Based on the history and clinical features as no specific tests are available. A biopsy 

is rarely indicated and is only needed if a differential diagnosis is made. However to rule out 

systemic disorders, it is important to undertake investigations on blood and serum. 

 Investigations for blood include: erythrocyte sedimentation rate, full blood picture, 

haemoglobin, white cell count, red cell indices and red cell follate assay. 

 Investigations for serum include: Ferritin levels and vitamin B12 measurements.  

Treatment:  

 Correct predisposing factors such as traumatic brushing, sharp foods and iron and 

vitamin deficiency.  

 Use topical corticosteroids to control RAS. Topical corticosteroids should be given as 

2.5mg of topical hydrocortisone pellets and alternatively are also administered 4 times 

daily as topical triamcinolone acetonide in a carboxymethyl cellulose paste.  

 Topical Tetracycline as a mouth rinse may provide relief and reduce ulcer duration. But 

this treatment should be avoided in children less than 12 years as they can develop 

tooth staining.  

 Good oral hygiene should be maintained, along with the use of chlorhexidine and 

triclosan mouthwashes.  

 Anti-inflammatory agents such as benzydamine and amlexanox can help in the 

management and discomfort in RAS.  
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Systemic disorders of oral ulceration: 

 

Definition: Ulcers caused by Systemic conditions. 

Cause: Systemic Conditions 

 Blood Disorders  

 Leukaemia: Is the overproduction of white blood cells and suppresses other 

cells in the bone marrow. It can be classified into acute and chronic leukaemia. 

Acute leukaemia is the rapid increase of immature blood cells as it prevents the 

bone marrow from making healthy cells. Chronic leukaemia is the build up of 

mature but abnormal cells. Includes acute and chronic leukaemia. 

 Clinical Features: Acute Leukaemia - Anaemia, purpura, gingival 

swelling, and mucosal ulceration. Chronic Leukaemia - Mucosal Pallor, 

purpura and gingival/palatal swelling.  

 Management: Refer to specialist, full blood screen and bone marrow 

biopsy.  

 Lymphoma: Include hodgkins and non-hodgkins lymphoma. 

 Clinical Features: Non- Hodgkins - Arise from cell of B-Lymphocyte, 

usually in adults and in the oral cavity as extra-nodal lesions. Hodgkins - 

Contain Reed-sternberg cells and lymph node is a persistent enlarging 

mass.  

 Management: Radiotheraphy and chemotheraphy  

 Gastrointestinal Disorders 

 Coeliac Disease: Causes hypersensitivity to gluten. 

 Clinical Features: Oral ulcers, angular stomatitis, glossitis and dental 

hypoplasia. 

 Management: Refer to specialist and rectify deficiencies (iron, folate and 

vitamin B12) 

 Crohns Disease: Granulomatous condition affecting anny part of the GI tract. 

Condition can lead to iron and vitamin deficiencies.  

 Clinical Features: Abdominal pain, anaemia, weight loss, diarrhoea, 

gingival hyperplasia, angular stomatitis, facial/labial swelling 

 Management: Correct deficiencies, Perform blood test to check for iron, 

vit B 12, follate and conduct oral biopsy for lymphoedema.  

 Ulcerative Colitis: It is an uncommon inflammatory bowel disease. There may 

be ulceration and polyps in the colon. 

 Clinical Features: Oral ulcers, mucosal pastules 

 Management: Biopsy, blood tests, topical and systemic steroids, 

sigmoidoscopy and refer to specialist 

 Infections: 

 Virus 

 Herpes Zoster: Human Herpes Virus 3, with primary infeciton being 

chicken pox and secondary infection being Herpes Zoster. Clinical 

Features: oral ulceration in zoster of maxillary or mandibular division of 

trigeminal nerve. Ulcers also found in the palate. Management: Anti-

viral medications 

 HIV: Human immunodeficiency virus causes AIDS, which makes an 

individual more susceptible to oral ulceration. Clinical Features: 
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Pneunomia, kaposi Scarcoma, ulcers, periodontal disease. Management: 

Protease inhibitors, nucleotide reverse transcriptase inhibitors and 

Fusion inhibitors.  

 Herpes Simplex: Clinical Features: Oral ulceration, gingivitis, 

gingivostomatitis, cervical lymph node enlargement.Management: 

Antiviral Drugs 

 Bacteria: Bacterial infections by the following can also cause oral ulcerations.  

 Acute Necrotizing gingivitis:  Distinct pathological changes to gingiva that 

occur due to factors such as stress, smoking and immunosuppression. 

Clinical Features: Inflamed interdental papillae, odour, pain, crater like 

necrosis, and fever. Management: Oral hygiene, chlorhexidine 

mouthwash, rest, scale, antibiotics.  

 Syphilis: Caused by Traponema.Pallidum and is made up of three stages - 

primary, secondary and tertiary. It is caused by sexual transmission or 

from mother to foetus. Clinical Features: Primary - Chancre, Secondary - 

Lymphadenopathy, mucous patch and snail-track ulcer, Tertiary - 

Gumma and Congenital - Eighth nerve deafness, ocular interstitial 

keratitis, mulberry molars and Hutchinson’s incisors.  Management: 

Penicillin 

 Tuberculosis: It is a chronic infectious disease caused by Myobacterium 

Tuberculosis. The primary infections are asymptomatic and are usually 

located in the apex of lungs. Clinical Features: chronic ulceration and 

granularity. Secondary lesions affect tongue, palate and lip. Management: 

Use multiagent medications (rifampin, isoniazid and pyrazinamide_ 

 Fungi:  

 Candidiasis: Caused mainly by C.Albicans. Clinical Features: Causes 

Thursh which is the white coating that wipes off leaving red surface. 

Thrush causes oral ulceration.Management: Antifungal drugs.   

 Dermatological disorders: 

 Epidermolysis Bullosa: Caused by genetic defect in basement membrane. 

Clinical Features: Skin blisters after minor trauma, heals with scarring. Bullae 

may arise due to sucking. Management: Specialist referral.  

 Erythema Multiforme: Disorder of mucocutaneous tissues. Clinical Features: 

Blood crusted lips and target lesions of lips. Minor Form: Affects one site on lips 

(cracked and bleeding), ulcers are present (diffuse and widespread) and ocular 

and genital lesions are also present. Major Form: Steven johnson’s disease 

widespread with fever arthritis, myocarditis and nephritis. Management: 

Specialist referral 

 Lichen Planus: Mucocutaneous disorder involving T-Lymphocytes. Clinical 

Features; Bilateral striae, papules, erosions.Management: Confirm with biopsy, 

exclude predisposing factors (drugs, amalgam and systemic disease.  

 

Diagnosis of Systemic causes of oral ulceration: 

 Diagnosis is based mainly on the history and clinical features. The number, persistence, 

shape, character and appearance of the ulcer should be noted.  
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 Some features that might suggest a systemic background to mouth ulcers include - skin 

lesions, ocular lesions, fever, purpura, chronic cough, weakness, candidiasis, glossitis, 

petechiae, gingival bleeding, gingival swelling and kaposi sarcoma.  

 

Treatment: 

 Treat underlying cause 

 Remove aetiological factors 

 Prescribe chlorhexidine mouthwash 

 Maintain good oral hygiene 

 Topical corticosteroids 

 Benzydamine mouthwash or spray 

 

 

 

 

 

Malignant Disease 
 

Pre-malignant lesions 

A number of conditions have some potential for malignant change, including – but not limited 

to: 

 Dysplastic leukoplakia 

 Erythroplakia 

 Speckled leukoplakia (erythroleukoplakia) 

 Tertiary syphilis 

 Oral submucous fibrosis 

 Dyskeratosis congenita 

 Pipe smokers keratosis 

 Snuff-dippers keratosis 

 Chronic candidosis 

 Lichen planus 

 Discoid lupus erythematosus 

 

Leukoplakia is a clinical diagnosis of a tough and adherent plaque, which cannot be 

characterized clinically as any other mucosal condition. Similarly, erythroplakia is a velvety red 

patch that cannot be ascribed to any other disease or condition. A biopsy is advised where a 

lesion: 

a) Cannot be diagnosed 

b) Does not respond to proposed treatment for 2 weeks 

The biopsy will reveal: 

a) No signs of dysplasia 

b) Signs of Dysplasia; which includes: drop shaped rete ridges, nuclear hypochromatism, 

nuclear pleomorphism, excess mitotic activity, loss of polarity of cells, deep cell 

keratanisation, disordered or loss of differentiation, loss of intracellular adherence. 
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c) Signs of neoplasia; which I will elaborate on further shortly. Dysplasia is the greatest 

predictor of malignancy, however, dysplastic lesions may not progress to neoplasia 

 

Management of dysplastic lesions involves: 

 Ongoing observation for early detection of neoplasm 

 Or surgical excision of the lesion. 

 

It is a safe rule to advise the complete removal, wherever possible, of all lesions showing more 

than slight degrees of dysplasia.  Also, it should again be emphasised that there are certain 

"high-risk sites", especially the floor of the mouth and ventral surface of the tongue, where 

greater attention should be given to even the lesser degrees of dysplasia. 

 

Squamous Cell Carcinoma 

A squamous cell carcinoma is an invasive neoplasm with varying degrees of squamous cell 

differentiation and a propensity to early and extensive lymph node metastases. Clinically, the 

lesion is variable in presentation, however, it may present as an ulcer with rolled edges, 

indurated and painful. Due the variability of the presenting signs, best to biopsy the lesion if 

unknown cause. 

The possible aetiology for squamous cell carcinomas include: tobacco, alcohol, infections such as 

syphilis, candidosis and viruses, mucosal diseases such as lichen planus and oral submucous 

fibrosis, and genetic disorders such as dyskeratosis congenita. 

Diagnosis is made via a biopsy, which may be excision, incisional or node. 

Treatment may involve surgery, chemotherapy and/or radiotherapy. 

  

Melanoma 

A melanoma is a neoplastic lesion which originates at the pigment cells – melanocytes. The 

mucosal malignancies are usually dark brown or black. Oral melanomas may be flat but are 

usually raised or nodular and may ulcerate. About 30% of melanomas are preceeded by an area 

of hyperpigmentation, often by many years. 

Diagnosis is made via biopsy, however, early diagnosis is essential if there is to be a chance of 

surgical removal before metastasis. Oral melanomas have a poor prognosis. 

Once again, treatment involves surgery, chemotherapy and/or radiotherapy. Wide excision with 

a 2-5 cm margin followed by radical radiotherapy or chemotherapy or both is recommended. 

 

Kaposi’s sarcoma 

Associated with HHV 8, kaposi’s sarcoma is an unusual vascular neoplasm which may or may 

not present with an oral lesion. Treatment involves surgery, radiotherapy and/or 

chemotherapy. 

Undeniably, infective, non-infective and malignant diseases of the oral mucosa are intertwined – 

many oral conditions have a malignant potential. The SDL should reflect the relationship 

between the different diseases of oral mucosa and make clear that when a lesion cannot be 

characterized as any known mucosal condition and/or is unresponsiveness to treatment, a 

biopsy is indicated to rule out or confirm malignancy. After all, early detection is key in the 

treatment of oral malignancies.  
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MCQs 
1. What is the cause of geographic tongue? 

a)   Unknown cause 

b)   Treponema pallidum 

c)   Candida albicans 

d)   Chromogenic bacteria 

  

2. What type of condition does white sponge nevus most suit? 

a)   Non infective stomatitis-congenital 

b)   Infective stomatitis 

c)   Inflammatory non infective stomatitis 

d)   Non infective stomatitis- ulceration  

  

3. Drug induced oral ulcerations is unlikely to be caused by: 

a)     Antihypertensives 

b)     Anti-diabetics 

c)     Paracetamol 

d)     Non-steroidal Anti-inflammatory 

  

4. Traumatic ulcerations are associated with: 

a)     Mechanical irritation 

b)     Factitious Ulcerations 

c)     Hot foods 

d)     All of the above 

 

5. What is the best treatment for RAS? 

a) Antibiotics 

b) Anti-fungals 

c) Topical Corticosteroids 

d) Antivirals 

 

6. What is leukaemia? 

a) Overproduction of white blood cells 

b) Overproduction of red blood cells 

c) Overproduction of platelets 

d) Overproduction of plasma 

 

7. Which of these is not a cause of oral lichen planus 

A)   Fungal origin 

B)   Contact with amalgam 

C)   Drug reaction with NSAIDs 

D)   Transplant of tissues 

  

8. Which of these statements about Oral Hairy Leukoplakia is false 

A)   Cannot be scraped off 

B)   Associated with Epstein-Barr virus 
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C)   Associated with Candida 

D)   Specific treatment not required 

 

9. Which of the following is human herpesvirus V not known to have an association with? 

a) Kaposi’s sarcoma 

b) Sjӧgren’s syndrome 

c) Behcet’s disease 

d) Xerostomia 

  

10. Varicella and herpes zoster are associated with which virus? 

a) Human herpesvirus 1 

b) Human herpesvirus 3 

c) Human herpesvirus 4 

d) Human herpesvirus 5 

 

 

 

 

 

 

ANSWERS 

1C, 2 A, 3 C , 4 D , 5 C, 6 A, 7 A, 8 C, 9 C, 10 B 


