
THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 6, NO.5, 1993

Everyday Practice
221

Oral ulcers
B. KUMAR

INTRODUCTION
Most oral ulcers are caused by trauma or are aphthous ulcers.
However, they may also be manifestations of a wide range of
mucocutaneous disorders or systemic diseases including
infections, drug reactions, disorders of the blood and gastro-
intestinal system or they may be caused by malignancy. 'Oral
ulcers' should, therefore, not be a final diagnosis.
The oral mucosa shows striking regional variations in

histology which are adaptive in nature. Broadly, there are
three main types. The functional mucosa of the gingiva and
the hard palate is well keratinized while the lining mucosa
seen in the buccal region of the lips and in the floor of the
mouth is not. Highly specialized mucosa is present on the
dorsum of the tongue. Although these histological charac-
teristics are not of clinical importance, the location of the
mucosal lesions may provide a clue to the diagnosis, e.g.
aphthous ulcers are seen more often on the buccal mucosa or
the tongue and rarely over the keratinized gingiva of the hard
palate, whereas lesions due to the Herpes simplex virus are
more likeiy to be seen on the keratinized gums and hard
palate and do not usually involve the soft palate and uvula.
Lesions in the mucous membranes may be more difficult

to diagnose than lesions of the skin. There is less contrast
of colour and a greater likelihood of alterations in their
original appearance because of maceration from moisture
and abrasions from food and tooth infection. Vesicles
and bullae rapidly rupture to form greyish erosions. The
membrane covering the papules becomes soggy and latex-
like and can easily be rubbed off to form an erosion. Group-
ing and distribution are less distinctive of lesions in the mouth
than on the skin. It is often necessary to establish the diagnosis
by the character of the associated cutaneous lesions or by
observing their subsequent clinical course. When the history
and clinical appearance are not helpful, smears, cultures or
biopsy specimens should be examined.
There is no uniformly accepted method of classification of

ulcerative lesions of the oral mucosa, because many entities
are ill-understood. In addition, there may be isolated or
simultaneous involvement of the lips and tongue. Moreover,
the presenting symptoms in many ulcerative conditions may
be so similar as to defy classification based on clinical
appearance alone. Although the diseases affecting the oral
mucosa do not belong to any set pattern some may be
grouped together.
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ULCERS DUE TO UNKNOWN CAUSES
Aphthous stomatitis
The commonest of the non-traumatic oral ulcers seen in daily
practice are aphthous ulcers.
Aphthous stomatitis is a painful and recurrent disease of

the oral mucous. membrane which can occur at any age. Its
prevalence has been reported to range from 20% to
60% in the general population. The ulcers begin as small,
discrete or grouped papules which, in a few hours, become
necrotizing ulcerations. They are small (average 5 mm, range
3-12 mm), round, white ulcers (aphthae) which are usually
surrounded by a ring of hyperaemia (Fig. 1). They are tender
and may become so painful that they interfere with speech
and mastication. Usually there are 1 to 3 lesions per attack
but the number can vary greatly. They are located mostly on
the buccal and labial mucosa, edges of the tongue (Fig. 1),
buccal and lingual sulci and soft palate. Aphthae may also
occur on the vagina, vulva, penis, anus and conjunctiva.
Healing occurs in 2 to 3 weeks but recurrences are frequent.

Recurrences may be induced by trauma, allergy, emotional
stress, hormonal changes in women, allergy to food and
diseases such as asthma and hay fever. A familial predisposi-
tion has also been observed. Recurrences may continue for
many years but eventually remit.
Such ulcerations may also be the presenting feature of

Behcet's disease, gluten-sensitive enteropathy, pernicious
anaemia, neutropenia, ulcerative colitis and Crohn's disease.
The history, physical examination, relevant investigations
and long term follow up documenting the recurrent course in
the absence of other symptoms will confirm the diagnosis. A
few patients have aphthous stomatitis associated with low
folate and iron levels, so the possibility of chronic blood loss
or malabsorption secondary to intestinal diseases should be
excluded.
Although one of the above factors may be responsible for

recurrences, only infections or immunological causes seem to
be important. The highly pleomorphic Streptococcus sanguis
2A strain with its traditional 'L' forms has been found to have

FIG 1. Multiple necrotic ulcers on the border of the tongue
in aphthosis
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an antigenic overlap with human oral mucosa and might
damage the oral epithelium immunologically.

Major aphthous ulcer (Sutton's disease)
A major aphthous ulcer begins as a small shot-like nodule on
the inner lip, buccal mucosa and tongue which breaks down
into a sharply circumscribed area with a deeply punched out
and depressed crater. As it behaves exactly like a minor
aphthous ulcer in its course and recurrence, it is often
considered to be a variant of the minor variety.
Some patients may develop crops of painful ulcers which

enlarge and coalesce to produce large, herpetiform and
ragged ones.
There is no definite treatment available for aphthosis.

Tetracycline mouth washes, a gluten-free diet, phenelzine
(normally used to treat agaraphobia), oral zinc, thalidomide,
colchicine, dapsone, levamisole, cauterization with phenol
or silver nitrate, corticosteroids and carbenoxolone mouth
washes and vitamins have been reported to be effective.
Other treatments originate from observing what seems to
aggravate the condition.
Patients with frequent aphthous ulcers are treated with

applications of topical steroids, 6 times a day for 2 days.
Tetracycline rinses, when started early, are effective in
reducing pain and inflammation. Oral tetracyclines, erythro-
mycin and co-trimoxazole can also be given for long periods.
Treatment of major aphthosis is more difficult and only

intralesional or systemic steroids are effective. Thalidomide
and colchicine have also been used.

Behcet's syndrome (Oculo-oral-genital syndrome)
This consists of recurrent oral aphthosis in the presence of
any two of the following: recurrent genital ulceration,
uveitis, cutaneous vasculitis, meningo-encephalitis or
synovitis. In many cases oral lesions persist for many years
before other signs or symptoms develop.
Oral lesions occur on the lips, tongue, buccal mucosa, soft

and hard palate, tonsils and even in the pharynx and nasal
cavity. The lesions are single or multiple, 2 to 10 mm or more
in diameter and are sharply circumscribed with a dirty grey
. base and a surrounding bright red halo. Eating may be
difficult because of the painful nature of the lesions. A foul
odour from the mouth is characteristic.
Viral, immunological, coagulopathic, bacterial, genetic

and ecological causes have been postulated but the evidence
is still inconclusive. Men between their second and fourth
decades are predominantly affected.
Usually the ulcers heal spontaneously but recur. Cortico-

steroids alone or in combination with thalidomide or
azathioprine are effective. Levamisole, colchicine and
acyclovir have also been used.

BLISTERING LESIONS
Vesiculo-bullous disorders are often difficult to diagnose
and manage. The oral cavity is frequently overlooked as a
source of diagnostic signs of dermatological disease. In some
diseases, oral manifestations precede cutaneous lesions by
many months. All the diseases mentioned below can produce
identical and indistinguishable oral ulcers, though their
frequency varies.
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FIG 2. Extensive palatal ulceration in pemphigus vulgaris

Pemphigus vulgaris
Lesions of pemphigus vulgaris often first appear in the
mouth. The short-lived bullae quickly rupture to involve
most of the mucosa in painful erosions (Fig. 2). The lesions
extend onto the lips and form heavy fissured crusts on the
vermilion border. Involvement of the throat produces
hoarseness of the voice and difficulty in swallowing. The
mouth odour is very foul and unpleasant. Oral lesions can
occur in other varieties of pemphigus as well but are most
often seen in pemphigus vulgaris. Erosions of the lips and
buccal mucosa are sometimes seen in benign familial
pemphigus (Hailey-Hailey disease).

Benign mucosal pemphigoid (cicatricial pemphigoid)
This is characterized by evanescent vesicles which occur
mostly on the mucous membranes especially the conjunctival
and oral mucosa. Oral lesions occur in approximately 90% of
cases and this may be the only affected site for years.
Desquamative gingivitis, diffuse erythema of the marginal

and attached mucosa associated with areas of ulceration,
vesiculation and desquamation are often the presenting
signs. The disease tends to affect middle-aged and elderly
women. Other portions of the oral mucosa which are
involved by cicatricial pemphigoid are the palate, tongue and
tonsillar pillars. Oral lesions rarely result in scarring. The
disease is chronic and slowly progressive and may lead to
conjunctival scarring and blindness. Other mucosal surfaces
including the genital mucosa may be involved. It may some-
times be induced by clonidine or by penicillamine.
Histological findings are of a subepidermal bulla along

with characteristic direct immunofluorescence showing
C3 and IgG deposits in the lamina lucida.
Mild cases respond well to potent topical steroids. For

more aggressive cases systemic steroids (40-60 mg per day)
with or without dapsone may be effective.

Dermatitis herpetiformis
Oral lesions are relatively uncommon and usually mild. They
occur as small, grouped vesicles on the skin and anywhere in
the mouth. After rupture they may be painful. Diagnosis is
made by immunofluorescence. Dapsone and steroids given
orally are very effective.
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Epidermolysis bullosa
This is a group of rare genetic disorders with varied mani-
festations which have in common the formation of blisters on
minor physical injury. Oral lesions seldom present diagnostic
problems as they are invariably associated with distinctive
cutaneous lesions. Internal organ involvement in the form of
oesophageal and laryngeal lesions may occur in several sub-
types of the disease.
In the simplex form, traumatic bullae of the oral mucosa

are rarely troublesome. Mucosal involvement is more often
seen in the recessive dystrophic type. Milder lesions occur in
the junctional type. In the polydysplastic form recurrent
bulla formation in the mouth, pharynx and oesophagus may
be present from early infancy. Severe scarring obliterates the
labial sulci and immobilizes the tongue. Both dentitions are
affected.
Immunofluorescent mapping identifies the exact type of

epidermolysis bullosa. No satisfactory treatment exists.
Phenytoin and vitamin E have been tried in certain varieties
with occasional success.

Erythema multiforme
This is a hypersensitivity syndrome and multiformity is the
characteristic feature of the disease. The skin lesions may be
macular, papular, vesicular or bullous. The upper part of the
face, neck, the legs and dorsal aspects of the hands and feet
are the usual sites of involvement. The evolution of the erup-
tions is rapid. The mucous membranes of the conjunctiva,
glans penis and buccal mucosa are often involved. The
patient can be moderately or severely ill, and there may be
associated fever and malaise.
Erythema multiforme may be a symptom complex ofmany

infective processes (bacterial, viral or mycotic), collagen
diseases and drugs. Many possible causes preclude any
specific treatment except when the cause is known. Suppor-
tive therapy and a very short course of systemic steroids may
be helpful.

Stevens-Johnson syndrome (Erythema multiforme major)
This is a severe and at times fatal variety of erythema multi-
forme. It has an abrupt onset manifested by high fever,
headache, malaise and soreness of the throat and mouth.
Stomatitis is an early and conspicuous symptom. Vesicles
appear on the lips, tongue and buccal mucosa and later the
process becomes severe with pseudomembranous exudation
and hypersalivation. Bilateral conjunctivitis, corneal ulcers,
rhinitis, epistaxis and crusting of the nares develop.
No age or sex is immune. Desp\te controversy, heavy

doses of steroids used with appropriate precautions may be
helpful. Other supportive measures are of equal importance.

Fixed drug reactions
Sharply defined, round or oval, reddish-brown macules on
the skin and erosive lesions on the mucosa {lessoften vesicles
or bullae) occur within a few hours after ingestion of a
drug and recur in exactly the same place at each subsequent
exposure. Erythema and itching are marked. After sub-
sequent attacks the skin lesions become pigmented. The
lesions heal gradually once the offending drug is withdrawn.
In more extensivemucosalulceration or severely symptomatic
lesions a short course of oral steroids may be helpful.
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ULCERS DUE TO INFECTION
Fuso-spirochaetal gingivitis (Vincent's infection)
This ischaracterizedby soreness ofthe gums;acute necrotizing
ulceration of the gingival margins and destruction gf the
interdental papillae and marginal gingiva. The disease is
commonest in winter when infections such as the common
cold and bronchitis are frequent. Patients usually have poor
oro-dental hygiene. Scurvy, pellagra and poor nutrition are
contributing factors. The onset is usually rapid with soreness
and pain in the gumswhich bleed easily and the breath has an
unpleasant odour. In severe cases, the lesionsmay spread to
the buccal mucosa, tongue, tonsils and pharynx. The ulcers
have a cratered or punched-out shape and are covered
by a slough which on detachment leaves a raw bleeding
surface. Smears from the ulcers show large numbers of spiral
(Borrelia vincenti) and spindle-shaped (Bacillus fusiformis)
organisms.
Vincent's infection responds readily to penicillin and

metronidazole. Improvement of oral hygiene is a part of
treatment as well as prophylaxis.

Oral mycosis (thrush)
Candidiasis may affect persons of all ages especially those
with wasting illnesses, and those on immunosuppressive
drugs and long term steroid therapy. Usually there is a
white flaky pseudomembrane or an erythematous mucous
membrane. Other distinctive clinical forms are a sore
mouth due to dentures, candidal glossitis (Fig. 3), candidal
leukoplakia, chronic mucocutaneous candidiasis and angular
cheilitis or perleche. Nystatin or clotrimazole troches or
vaginal tablets sucked 3 to 4 times a day or oral application
of gentian violet for 7 to 10 days is effective. To avoid
recurrences the underlying disease has to be treated.
•

Recurrent intraoral herpes simplex infection
This is characterized by numerous small vesiclesoccurring in
clusters almost exclusively on the palate or infrequently
on the gingiva in association with skin lesions (Fig. 4). The
vesicles rupture rapidly to form punctate erosions with a
red base. The shallow ulcers have a greyish floor and a
red margin. Systemic symptoms are rarely severe. Regional
lymphadenopathy can occur. Differential diagnosis includes
oral herpes zoster, herpangina and oral aphthosis. The latter
two involve non-attached mucosa while herpes simplex
involvesmucosa fixed to bone.

FIG3. Confluent candidal lesion on the tongue in a patient
on long term steroids
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FIG 4. Herpetic stomatitis with lesions on the lip

The patient usually gets periodic discomfort and non-
specific treatment is recommended. In severe cases, 1000 mg
of oral acyclovir in five divided doses daily for 5 days is
useful.
Primary herpetic infections usually occur during childhood

and take the form of acute vesicular stomatitis. These may be
so mild as to pass unnoticed. The early vesicular lesions
rupture quickly and spread over part of the oral mucosa.
The ulcers have a greyish floor and an erythematous rim.
Regional lymph nodes are enlarged and tender. Systemic
symptoms can sometimes be severe. It is a self-limiting
infection but supportive therapy and oral acyclovir produce
gratifying results.

Herpes zoster
Involvement of the second and third divisions of the trigeminal
nerve results in the classical painful vesicular lesions of
the skin and unilateral ulceration of the cheek, buccal
mucosa and tongue. It is preceded by a prodrome of irrita-
tion, tenderness and sometimes fever. Pain is moderate to
severe, deep-seated and continues till the lesions crust.
Tender regional lymphadenopathy is associated.
No specific treatment except analgesics and oral hygiene is

required. For severe cases oral acyclovir in a dose of 2000 mg
in five divided doses daily for 7 days should be given.

Hand, foot and mouth disease
This is a mild, self-limiting, highly infectious Coxsackie virus
infection which predominantly affects children and young
adults. It must be differentiated from the similarly named but
quite different foot and mouth disease of cattle which rarely
affects humans. The incubation period is about a week.
Ulcers form after the vesicular lesions of the mouth and the
rash on the extremities are denuded. Lesions are few and
mildly symptomatic. Regional lymph nodes are enlarged and
a low grade fever may be present. The rash consists of deep-
seated vesicles or bullae mainly on the bases of the phalanges
and toes. These clear up in about a week and do not require
any treatment.

Herpangina
This Coxsackie or ECHO virus infection of childhood,
commonly begins with fever of 38-40 °C, followed by a sore
throat and abdominal pain. Up to 15 or 20 minute vesicles
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FIG 5. Deep necrotic tubercular ulcer on the cheek

are scattered over the pharynx, palate and tonsils. Only
supportive therapy is required for this self-limiting disease.

Cancrum oris (Noma, infective gangrene of the mouth)
Most cases occur in children. Malnutrition is the principal
predisposing factor but chronic infections often contribute.
Ulcerative stomatitis of the gingiva of the maxilla or mandible
extends rapidly to adjacent soft tissues producing gross
destruction which may involve the Whole thickness ·of the
cheek. No special organism has been isolated. The prognosis
is generally poor but mild cases recover with treatment.
Nutritional supplements and antibiotics may help.

Mucosal tuberculosis
Tuberculous lesions in the mouth are uncommon. These
can be a complication of open pulmonary disease and
Mycobacterium tuberculosis in the sputum are responsible
for the ulceration (orificial tuberculosis). The commonest
site is the tongue but other parts of the mouth may be
affected. The ulcers are irregular in shape with overhanging
edges and pale granulations with purulent exudates in the
floor (Fig. 5). Lesions may occasionally be rounded or even
linear and may be indurated or granulomatous. Rarely, they
may be painful. Orificial tuberculosis occurs mostly in poorly
nourished patients.
A biopsy should always be performed. The classical

tubercle is seen on histology and acid-fast bacilli can be
demonstrated on staining. Antitubercular treatment pro-
duces early healing.

Syphilis
Ulcerative oral lesions due to Treponema pallidum are not
uncommonly seen in people practising oral sex. The ulcer of
the primary sore may be located on the tongue or lip. It
appears 3 to 4 weeks after infection. The firm nodule, about
a quarter of an inch across, breaks down in a few days leaving
an ulcer with a raised indurated edge and base. The ulcer is
solitary and usually painless. Regional lymphadenopathy is
marked and the nodes are discrete, rubbery and non-tender.
The ulcer heals in 8 to 10 weeks even if untreated. However,
the highly infectious nature of the disease and subsequent
long latency demand early diagnosis and treatment.
Treponema pallidum can be demonstrated easily by node
puncture. Serology which is negative initially becomes posi-
tive later.
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In the secondary stage of syphilis, a flat ulcer with a greyish
membrane appears on the mucosa. The tonsils, lateral
border of the tongue and lips are predominantly involved.
Irregular linear lesions (snail track ulcers) may coalesce to
form well-defined rounded areas (mucous patches). The
ulcers teem with spirochaetes and serology is always positive
at this stage.
In the tertiary stage, the characteristic lesion is a gumma

which may involve any part of the mucosa, skin or other
structures. It begins as a small swelling (large lesions up
to 2 em in diameter also occur) which undergoes necrosis to
leave an indolent deep ulcer. The outline of the ulcer is
rounded with soft punched-out edges. The floor is pale,
resembling wash leather. Gumma heal with deep scarring
and may distort the soft palate or tongue or perforate the
hard palate. Only specific tests for syphilis are likely to
be positive.
In congenital syphilis, specific mucosal lesions are un-

common, mucous patches similar to those of secondary
syphilis in adults can occur.
Penicillin given intramuscularly is the drug of choice. In

penicillin-sensitive patients, tetracycline is used.

Gonorrhoea
Gonococcal stomatitis is uncommon but may result from
oral sex practices. The stomatitis is acute and the whole oral
mucosa is fiery red. The multiple erosions are covered by a
yellowish pseudomembrane. Penicillin, ceftriaxone and
doxycycline in standard doses are curative.

Acute specific fevers
The fevers which cause a vesicular rash such as chicken pox
cause similar lesions in the mouth in some patients. In the
prodromal stage of measles, Koplik's spots may be seen on
the buccal mucosa and are pathognomonic. They consist of
tiny white spots on a bright red base.
Ulceration, especially involving the fauces, is sometimes

a feature of glandular fever.

SYSTEMIC DISEASE
Oral ulcers may occur as a component of many systemic
diseases.

Oral Crohn' s disease
Typical lesions in the mouth include diffuse oral swelling,
focal mucosal hypertrophy and fissuring, persistent ulcera-
tion, polypoidal lesions including fissuring of the lower lip,
angular and granulomatous cheilitis. Oral involvement occurs
in 10% to 20% of patients with Crohn's disease and 90%
have granulomas on biopsy. Control of the bowel symptoms
produces remission in the oral lesions.

Discoid lupus erythematosus
Cutaneous lesions are characterized by dull red macules
with adherent scales extending into patulous follicles, telan-
giectasia and atrophy. On the lips or in the mouth the patches
are greyish and hyperkeratotic. They may be eroded and are
usually surrounded by a narrow red inflammatory zone. On
the mucosa the typical lesion is a plaque of depressed dull
red epithelium sometimes with puncta or striae, surrounded
by a white elevated zone 2 to 4 mm wide fading into white
parallel lines at the outer margin. Old lesions may simulate
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leukoplakia but hyperaemic radiating vessels may be seen
around the margins.
Topical steroids, are effective in the control of the disease.

For extensive lesions systemic steroids may be used.

Systemic lupus erythematosus
Mucous membrane involvement is seen in 10% to 15%
of patients. Conjunctivitis is common. Oral mucosal
haemorrhages, erosions, shallow ulcerations with surround-
ing erythema and gingivitis occur commonly. Erythema,
petechiae and erosions may occur on the hard palate.
Fibrinoid degeneration is characteristically seen on
histopathology.
Treatment of the systemic disease with steroids and

immunosuppressive drugs brings about amelioration of the
mucosal lesions.

Amyloidosis
The mucosa is involved only in primary systemic amyloidosis.
This type of amyloidosis involves the mesenchymal tissue,
tongue, heart, gastrointestinal tract and the skin. The
cutaneous eruptions consist of shiny, smooth, firm papules
which are waxy and transluscent. Glossitis with macroglossia
occurs in about 20% of cases and may be an early sign.
Furrows develop and necrotic purulent patches appear. The
mucous membranes of the cheek and lips have a similar
hypertrophic appearance.
Therapy with various agents, including cytotoxic agents, is

of doubtful value. Localized cutaneous forms may be helped
by potent topical steroids.

MISCELLANEOUS DISORDERS
Lichen planus
This is an inflammatory pruritic disease of the skin and often
involves mucous membranes. Primary involvement of the
oral mucosa is eight times more common than the cutaneous
form.
The lesions are usually located on the inner side of the

cheek and consist of pin-head sized, silvery white papules
that form annular or linear patterns and aggregations (lace-
like patterns, Fig. 6). Similar lesions may occur on the palate,
lips and tongue. On the lips the papules are more often
annular and there is adherent scaling. Mucosal lesions
often ulcerate. Ulcerative lichen planus is an uncommon
chronically painful condition often without associated
skin lesions.

FIG 6. Typical white lacy pattern in lichen planus
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The aetiology of the disease remains unknown. Probably
alteration of epidermal cell antigens induces a cell-mediated
immune response similar to that seen in the graft-versus-host
reaction. The drugs which may induce the disease de novo
or augment pre-existing disease include methyldopa, beta-
blockers, calcium channel blockers, angiotensin inhibitors,
thiazides, systemic gold, penicillamine, anti-inflammatory
drugs, allopurinol, phenothiazines and antimalarials.
Treatment is symptomatic and depends upon the elimina-

tion of irritants and drugs and administration of corticosteroids
orally or in to the lesion. Dapsone given orally has been
found effective. Etretinate, metronidazole, sulphapyridine
and griseofulvin have also been tried.

Wegener's granulomatosis
This syndrome consists of necrotizing granulomas of the
upper and lower respiratory tract. Histologically generalized
necrotizing angiitis affecting medium-sized blood vessels is
present.
The commonest presentations are rhinorrhoea, severe

sinusitis and nasal mucosal ulceration. Usually fever, weight
loss and malaise are associated. It affects men between the
ages of 40 and 50 years. Granulomatous nodules occur in the
nose, larynx, trachea, bronchi and mouth. The nodules in
the mouth ulcerate, the alveolar ridges become necrotic and
ulceration of the tongue and perforated ulcers of the palate
develop. The 'strawberry gums' appearance of hypertrophic
gingivitis is characteristic.
Cutaneous lesions in the form of nodules occur along the

extensor surfaces. Focal necrotizing glomerulitis occurs in
85% of patients. Anti-neutrophilic cytoplasmic antibody is
helpful in diagnosis.
Unless treated, the disease is fatal. The use of prednisolone

and cyclophosphamide has changed the prognosis and
complete remissions are not uncommon.

Reiter's disease
This syndrome is characterized by a triad of urethritis,
conjunctivitis and arthritis. The disease occurs chiefly in
young men with the HLA-B27 genotype, although it may
also occur in children and older men. '
The buccal, palatal and lingual mucosa may show painless,

shallow, red erosions and severe stomatitis may ensue.
Shigella, Salmonella and Yersinia spp. have been incriminated
in the enteritis group and Chlamydia in the genitourinary
infections. .
Therapy is centred around palliative measures. In patients

unresponsive to pain killers, methotrexate is quite effective,
though etretinate is a better drug. The course of the disease
is characterized by exacerbations and remissions in about
one-third of patients.

Langerhans cell granulomatosis (Histiocytosis-X)
Hand-Schuller-Christian disease, Letterer-Siwe disease and
eosinophilic granuloma of bone are traditionally grouped
together. The aetiology and pathogenesis of these diseases
remain elusive but they all stem from a proliferative,
reticuloendothelial disturbance.

Hand-Schuller-Christian disease: This is characterized by
the triad of single or multiple areas of 'punched-out bony
destruction of the skull, unilateral or bilateral exophthalmos
and diabetes insipidus. It occurs mostly in females during
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early childhood but can also occur in adolescence.
The reported frequency of oral involvement varies widely

from 5% to 75%. Oral manifestations may be one of the
earliest signs of the disease and include a sore mouth with
or without ulcerativelesions, halitosis,gingivitis,an unpleasant
taste, loose and sore teeth, precocious exfoliation of the
teeth and difficulty in healing of tooth sockets.
Biopsy of the oral lesions can confirm the diagnosis. The

prognosis is variable-some patients undergo spontaneous
resolution while others require chemotherapy over pro-
longed periods.

Letterer-Siwe disease: This is an acute, often fulminating,
histiocytic disorder which invariably occurs in children
usually below the age of 3 years. Oral lesions may be ulcera-
tive although gingival hyperplasia has been described.
Histologically the lesions are similar to those seen in Hand-
Schuller-Christian disease and their histological appearance
is confirmatory in the presence of suggestive clinicalfeatures.
Chemotherapy and prednisolone are required to control the
disease.

Periodic cyclic neutropenia
This is a rare disorder characterized by recurrent attacks of
fever, headache, malaise, oral ulceration and cervical
lymphadenopathy. The attacks begin in childhood and con-
tinue at intervals of about 3 weeks to coincide with cyclic
reduction in the polymorphonuclear count. Ulceration and
bleeding occur on the gingiva and elsewhere on the oral
mucosa. There is no specific treatment.

IATROGENIC DISEASES
Stomatitis medicamentosa
Many commonly prescribed medications may predispose
patients to allergic oral lesions. Food additives (preserva-
tives, colours and flavouring agents) and constituents such as
gluten, spices and bovine milk protein are known to act as
allergens. Oral allergic reactions are varied in their appea-
rance. They may appear as persistent aphthous ulcerations,
lichenoid reactions, severe generalized gingvitis or mucosal
lesions of the erythema multiforme type.
Oral drug reactions have many clinicalmanifestations and

are produced by numerous medications. They may be due to
systemically administered or topically applied drugs. The
appearances may be non-specific or may resemble several
distinct clinical entities. Allergic contact or irritant stomatitis
may mimic the changes of vitamin deficiency, certain
anaemias, uraemic stomatitis, stomatitis nicotina and even
candidiasis. The diagnosis of oral drug reactions can be made
by a good clinical history and examination and a high index
of suspicion.
A wide variety of metals (copper, gold, chrome-cobalt

combination, platinum or mercury amalgam, resins, adhe-
sives, preservatives, antiseptics) are used by dentists.
Lesions of ulcerative stomatitis may be indistinguishable
from aphthous ulcers.
Changes in the oral mucosa may occur in a number of

reactions to drugs, usually in association with skin lesions,
but sometimes only the mucosa may be involved. The
possibility of a drug reaction must be considered in the
presence of bullous or erosive stomatitis or of an otherwise
unexplained inflammatory or hyperplastic lesion of the oral
mucosa.
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Due to antibiotics: Four types of reaction induced by diffe-
rent mechanisms may be seen.

1. Black hairy tongue
2. Generalized stomatitis with tender, atrophic glossitis
3. Acute atrophic candidiasis or acute pseudomembranous
oral candidiasis

4. Allergic stomatitis, sometimes bullous, as part of a
general allergic reaction

Due to cytotoxic drugs: These drugs disturb the maturation
of the oral epithelium. Stomatitis begins on the vermilion
border in the buccal mucosa, or less often elsewhere, as
yellowish plaques which ulcerate and are often surrounded
by a zone of erythema.

Oral ulcers secondary to radiation
Direct exposure of the oral mucosa to radiation (as in oral
cancer) results in a hyperaemic and oedematous mucosa
which quickly breaks to form ulcers covered with fibrinous
exudate. No satisfactory treatment exists and healing occurs
many weeks after the exposure is withdrawn.
A deficiency of all water-soluble vitamins can produce

cheilitis, angular chelitis and glossitis to varying degrees.
Actual ulceration does not occur but erosions and ulceration
of the inflammed mucosa can easily be produced by minor
trauma or other precipitaing causes.

TRAUMATIC ULCERS
The injury may be from biting of the mucosa, denture
irritation, toothbrush injury and exposure of the mucous
membrane to a sharp or carious tooth. Traumatic ulcers
often occur at the lateral border of the tongue, buccal
mucosa, lips and occasionally the palate. Although in most
instances the ulcer may heal rapidly, occasional injuries
persist for a long time.
Rarely, ingestion of irritant chemicals or drugs (aspirin

powder or tablets) kept in the mouth for local action can
produce oral ulceration. A number of chemicals used for
cauterization (phenol, silver nitrate and trichloracetic acid)
can cause ulcers after spillage. Any strong acid, alkali,
germicidal agent or strong counter-irritant may cause
ulceration.

MALIGNANT LESIONS
These may begin as small nondescript ulcers which gradually
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FIG 7. White adherent, infiltrated lesion of leukoplakia

acquire the characteristic features. Early identification
saves the patient from mutilating surgery and side-effects
of radiation. About 90% of malignant neoplasms of the oral
mucosa are squamous cell carcinomas.

Squamous cell carcinoma
Most frequently involved sites are the lower lip and the
anterior one-third of the tongue. These lesions frequently
develop from leukoplakia (Fig. 7) or other pre-existing
lesions such as lichen planus and discoid lupus. Firm to feel,
non-healing, irregular ulcers are present which bleed easily
and are associated with hypersalivation and a foul odour.
Regional lymphadenopathy develops rapidly and suggests
metastasis.

AIDS
In addition to the lesions produced by opportunistic in-
fections such as candida, mycobacteria, human papilloma
virus and Epstein-Barr virus, there can be extensive
ulcerative lesions produced by herpes simplex and varicella-
zoster virus. Aphthous ulcers may become more aggressive
and recurrent. Also seen are a characteristic form of gingivitis
or a rapidly progressive form of periodontal disease which
starts by resembling an acute necrotizing and ulcerative
gingivitis. Rarely, some lesions of Kaposi's sarcoma in the
mouth may ulcerate.


