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Abstract The oral cavity or mouth is a complex organ comprising muscles, glands, teeth and specialized sensory receptors. It has 

several functions, most of which are shared with the pharynx. Unlike other sensory and motor parts of the body, such as 
the limbs, the mouth and the pharynx are continuously active during periods of sleep and wakefulness, both as sensory 
source and in sensorimotor performance. Cases were analyzed on the basis of the proforma, of the 50 cases site of 
involvement extent of involvement was noted and investigations carried out accordingly, like routine haemogram, urine 
analysis, biochemical tests like blood sugar, urea, creatinine and cholesterol, microbiological studies including direct 
smear, culture and sensitivity and serology. In malignant ulcerative lesions stage I and II lesions of ca tongue, buccal 
mucosa and hard palate local wide excision done followed by radiotherapy and supportive treatment. One patient with 
Stage IV, Ca tongue, with LN metastasis and mandibular involvement, hemiglossectomy, hemimandibulectomy and 
RND followed by radiotherapy and chemotherapy was given. 
Key Word: Ulcero Membranous Lesions, Oral Cavity, Chemotherapy 

 
*Address for Correspondence: 
Dr. Sanjeev Tadasadmath, Professor and HOD, Department of ENT, KBNIMS, Kalaburagi, Karnataka, INDIA.  
Email: dr_mhashmi@yahoo.com 
Received Date: 21/08/2018 Revised Date: 10/09/2018 Accepted Date: 01/10/2018 
DOI: https://doi.org/10.26611/1016812   
 

 
 
 
 
 
 
 
 
 
 
 

INTRODUCTION 
The oral mucosa consists of an epithelium and an 
underlying layer of connective tissue, the lamina propria. 
The mucosa forms the lining of the oral cavity and shows 
regional modification corresponding to functional needs. 
The palate and gingival function in mastication and are 
keratinized. The surface of the tongue, relative to its taste 
and masticatory functions is specialized. The remainder 
of the oral mucosa functions as a lining. Beneath areas of 
the oral mucosa is a loose connective tissue, the sub 
mucosa.1 The epithelium of the oral cavity is derived from 
the embryonic ectoderm and is stratified squamous 
epithelim throughout. As is true of stratified squamous 

epithelium elsewhere on the body. The cells vary from 
cuboidal or low columnar at the base to flat squamous at 
the surface. Most of the mucosal surface of the oral cavity 
is lined by anon keratinized stratified squamous epithelia 
except for the giniva, hard palate, and the dorsal surface 
of the tongue, where the epithelium is keratinized, from 
the underlying connective tissue of the lamina propria for 
the surface, there are three layer in the non keratinized 
epithelium. Stratum Basale (Basal layer), stratum 
intermedium (Intermediate layer) or stratum spinosum 
and stratum superfacialis facial (Superficial layer). In 
keratinized epithelium. The first two layers are given the 
same names (Stratum basal and Stratum spinosum) while 
the next two layers are called stratum granulosam 
(granular layer) and stratum corneum (Keratinized layer). 
There is a continual turnover of epithelial cells, with 
mitotic figures found in the basal layers. Migration of the 
cells to the surface occurs to replace the surface cells lost 
in the normal function of the mastication, speech and 
swallowing. Different area of the oral epithelium changes 
at different rates. The sulcus epithelium takes 10 days to 
renew, while the general oral mucosa takes approximately 
12 to 13 days.2 The surface of the stratified squamous 
epithelium depending on the location and functional 
requirement of the oral mucosa, has various 
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characteristics. As the cells migrates from the basal cell 
layer to the surface layer, differentiation produces a 
surface layer that is either Keratinized, para keratinized or 
non keratinized.  Results when the cell has lost their 
nuclei and the cytoplasm has been displaced by large 
number of Keratin filaments and this surface can be seen 
where there is a well defined stratum granulosum. The 
surface of the ginviva and palate usually is of the 
keratinized type as associated with masticatory function. 
The surface cells have dark staining pyknotic nuclei and 
cytoplasm contain little if any keratin filament, stratum 
Corneum and Stratum granulosum are not fond it is 
associated with gingiva. The cell retain their nuclei and 
cytoplasm does not contain keratin filaments. St corneum 
and St Granulosum are absent. It is composed of three 
layers It is associated with lining mucosa in the oral 
cavity.3  The basal cells of the Epithelium are not attracted 
to the connective tissue proper but rather from 
mechanical cohesion with the basal lamina. These 
attachments are called Hemi desmosomes. (Lamina 
Propria) is the connective tissue layer immediately below 
the Epithelium it can be divided into the papillary layer 
and a retrenular layer. It varies extensively in the different 
areas of the month and may be tightly bound to 
underlying bones or may be freely movable as in the lips, 
vistibule and cheeks. (The Submucusa) like lamina 
propria, the submucusa is a connective tissue 
compartment composed of cells and intercellular 
elements. It functions in nutrition and defense containing 
numerous large blood vessels, nerves and lymphaties. It 
can contain adipose tissue and is the site of the minor 
salivary glands in the oral cavity. The submucosa occur 
only in the palate, cheek, lip and the floor of the mouth.4 

The oral cavity or mouth is a complex organ comprising 
muscles, glands, teeth and specialized sensory receptors. 
It has several functions, most of which are shared with the 
pharynx. Unlike other sensory and motor parts of the 
body, such as the limbs, the mouth and the pharynx are 
continuously active during periods of sleep and 
wakefulness, both as sensory source and in sensorimotor 
performance. During sleep, the mouth is actively held in 
stable position, except for non-nutritional sucking in 
infancy and instances of molar grinding (Bruxism) in 
children or adults.5  In the wake state, the mouth and 
pharynx actively participate in maintaining the posture of 
the neck as well as the position of the structures about the 
pharyngeal airway. The oral area is also engaged in a 
variety of minor gestures that reflects both established 
habit patterns and the constant degree of attention and 
other social or subjective circumstances. The gesture - are 
also appropriate to the current status of development, 
whether of infancy childhood, adulthood or the aged. The 
minor gestures are related in pattern to the major 

performance categories of alimination, respiration arid 
position.2  For most animals, the orosensory and 
oromotor apparatus is critical for successful defence, 
reproduction, exploration and vocalization, (Darian Smith 
1973) in human, vocalization has evolved into complex 
speech production, but other human behaviors depend 
less on the mouth and tongue than on the eye and hand. In 
all animals however, the mouth is essential for the 
ingestion of nutrients. The incorporation of the nutrients 
by mastication and drinking involves a high degree of co-
ordination both within and between different oral motor 
systems. Chewing requires both the reciprocal activation 
of antagonist trigeminal muscles to open and close the 
jaws and tongue to position food between the teeth, a 
diverse array of high specialised sensory systems guide 
these complex oromotor responses. Mechanoreceptors on 
tongue, palate and periodontial ligaments, all, contributes 
to a three dimensional (Stereognostic) perception of the 
oral cavity (Bosma, 1970), the sense of taste serves both 
in food - selection and protection from ingesting 
potentially toxic substances.4  Specialized oral tissue, 
including the lips, teeth, periodontial ligaments tongue 
and palate, each display specific pattern of sensitivity in 
some instance these sensitivities are associated with 
specific oral functions, overall, the anterior oral cavity 
displays greater tactile sensitivity than post oral structures 
(Darian Smith 1973). The tip of the tongue is particularly 
sensitive, with a discriminative capability equivalent to 
that of the digits. The midline of the palate and tongue are 
more sensitive than, that later regions a similar pattern of 
sensitivity, to mechanical stimulation applied to the teeth 
has also been reported (Manly et al1952) adult with 
complete dentition could detect 1gm of vonfrey hair 
applied to the anterior (Midline) teeth, but required nearly 
10g to detect stimulation of the first molar, no stomato 
sensory innervation of the oral cavity is provided by the 
maxillary and mandibular branches of the trigeminal 
nerve and by the glossopharyngeal nerve. The high 
degree of sensitivity from structures anterior in the mouth 
correlates with the physiological properties of the 
different fibers innervating these structures. Studies in 
experimental animals suggest that specific regions of the 
perioral and intraoral receptor surface sequentially 
contributes to oromotor function associated with 
ingestion degenerative studies in rats for eg indicates that 
cutting of trigeminal nerve branches that innervates the 
perioral region decreases the appetitive response to food 
(Zeigler et al1985). A variety of chronic pain syndromes 
are associated at trigeminal nerve complication of the 
perioral region associated with the maxillofasical surgery, 
but feeding disorders appear secondary to the loss 
mastication proprioception.5  Other trigeminically 
innervated- regions, those of palate for example are low 
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threshold sites for eliciting the rhythmic oral movement 
or chewing and drinking (Van willingen, andWeijs Boot 
1984). Neither the front of the mouth nor the palate, 
however is particularly sensitive regions for eliciting,-
swallowing the last stage of the ingestiveconsumatory 
response. Rather the posterior aspect of the tongue, fauces 
and epiglottis innervated by the gloss pharyngeal nerves 
is andvagusnerves, are low threshold sites for eliciting a 
swallow.6 

 

METHODOLOGY 
Present study was conducted on 50 cases presenting with 
ulcerative or membranous lesions, attending O.P.D in 
ENT department of Teaching and General Hospital and 
cases referred from other departments. Every case was 
scrutinized with complete history, clinical presentation 
and examination of oral cavity. In particular, and other 
systems in general, special emphasis was laid on findings 
of any particular systemic, dermatological, dental, 
hematological or deficiency disorders. 
Cases were analyzed on the basis of the proforma, of the 
50 cases site of involvement extent of involvement was 
noted and investigations carried out accordingly, like 
routine haemogram, urine analysis, biochemical tests like 
blood sugar, urea, creatinine and cholestrol, 
microbiological studies including direct smear, culture 
and sensitivity and serology. The other investigations 
included stool examination, tests for antinuclear anti 
bodies Auto immune diseases and X rays of chest, PNS 
and mandible etc done wherever necessary. The cases 
were subjected to biopsy for confirmation of diagnosis by 
histopathological examination. The cases after diagnosis 
were then given treatment and followed up. The treatment 
was either medical or surgical or radiotherapy in 
malignant tumors.  The 50 cases were analyzed 
according to age, etiological factors / predisposing 
factors, socio economic group, clinical signs and 
symptoms and compared with other studies and 
concluded with discussion and summary. 
 
RESULTS 
Among 3 paediatric cases, 2 associated with anaemias 
were presented with oral ulcers. Ulcerative and 
membranous lesions were also found associated with 
dermatological diseases like pemphigus vulgaris, SLE 
and one case with steven Johnson syndrome due to sulpha 
drug reaction presented with diffused oral ulceration 
associated with candidiasis. Sharp edged molars were 
also found to be causative factors in two cases of chr-Rec 
ulcers. Membrane formation was most commonly seen in 
oral candidiasis, diphtheria, vincents angina, lecoplakis 
and lichen planus. Among the malignant oral ulcerative 
lesions, buccal mucosa was the commenest site involved 

comprising 55.5% next was oral tongue lateral margin 
33.3%. The lymph node metastasis was seen in one case 
with ca tongue anterior 2/3rd also involving mandible. In 
the present series ulcerative lesions were more common 
comprising 66% membranous 28% and ulcero-
membranous were 6%. Culture and sensitivity test was 
done in infective lesions and biopsy was taken from the 
lesions wherever it was necessary to find out the 
pathology and the nature of the lesions. The antibiotic 
therapy was given for infective lesions according to 
culture and sensitivity report) report, other modalities of 
treatment were antifungal drug in oral candidacies, local 
antiseptic mouth wash / rinse or in the form of ointment 
with supportive treatment for correction of anaemia and 
other nutritional deficiencies, and the specific treatment 
was given for other specific diseases like, TB, Syphilis, 
dermatological and allergic disorders. The result of 
treatment in these cases was total cure. In premalignant 
cases the severly dysplastic lesions of leucoplakia were 
excised and non dysplastic cases were observed. 
Supportive treatment with advise for abstinence from 
tobacco and other irritants was given. Results of the 
treatment was satisfactory in majority of cases with arrest 
of the disease. In malignant ulcerative lesions stage I and 
II lesions of ca tongue, buccal mucosa and hard palate 
local wide excision done followed by radiotherapy and 
supportive treatment. One patient with Stage IV, Ca 
tongue, with LN metastasis and mandibular involvement, 
hemiglossectomy, hemimandibu- lectomy and RND 
followed by radiotherapy and chemotherapy was given. 
 
Table 1: Showing the incidence of oral malignant – ulcers involving 

different sites 
Site No. of Pts % 

Buccal Mucosa 5 55.5 
RtBuccal Mucosa 2 4 

Lt Buccal Mucosa with Leucokplatia 3  
Oral tongue (Ant 2/3rd) 3 33.3 
Dorsum Lat margins tip 3  

Upper and lower alveolar ridges 0 0 
Lips (Lower) 0 0 

Retromolartrigone areas 0 0 
Floor of the mouth 0 0 

Hard palate 1 11.2 
Multiple site 0 0 

 
Table 2: Showing the secondary involvement  

Metastasis No. of Pts % 
Lymph Node 1 11.2 

Liver 0 0 
Bones (Mandible) 1 11.2 

Other 0 0 
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Table 3: Showing percentage of ulcerative, membranous and 
ulceru-membranous lesions of oral cavity  

Lesions Ulcerative Membranous Ulcero-
Membranous 

Benign 27 – 54% 7 - 14% 0 
Premalignant  7 - 14% 0 

Malignant 6 – 12% 0 3 – 6% 
 33 – 66% 14 – 28% 3 – 6% 

 
DISCUSSION 
In India the relative risk for oral cancer among tobacco 
line cases was found to be 41.2 (Wahi et al1965). The site 
of origin of oral cancer corresponds to the area of 
placement of tobacco quid (Hirayarn 1966). Tobacco is 
the principal a etiological agent Atkinson et at 1964-82. 
Tobacco is a proved carcinogen for oral cancer 
(Hammond 1975). Risk of development of oral cancer is 
2.5-5 times for heavy smokers. Areca nut was chewed by 
32% of total cases and betel quid 16% of cases in Benign 
group. Mehta et at 1971-72 Gupta et at 1982 shown from 
literature review that the relative risk of chewing betel 
quid without tobacco for oral cancer was insignificantly 
lowered. Oral lichen planus was found to be higher 
among tobacco chewer, Pinborget at 1972 The present 
series shows remarkably high incidence of drinking 
alcohol in malignant group. Comprising 5 (10%) of total 
cases in other, 4% in each group was noticed. It is 
correlated with the study of Silverman and Galante 1974, 
Itamer 1977 Hiatt et al1977 - alcohol is a cancer hazard, 
causing an increased risk of carcinoma of mouth. It was 
calculated that heavy drinkers or other types of alcohol 
have high risk of developing oral cancer which is about 
10 times that of minimal drinking alcohol. Graham et 
al1977 in India Gupta (1984b) studied the alcohol habits 
of over 7000 tobacco habitants and found that 31% 
consumed alcohol regularly 25% occasionally 44% did 
not.7 44% were vegetarian more from Benign group 16%, 
2% from premalignant group and 4% malignant non-veg 
12% benign, 3% premalignant and 3% malignant, 20% 
were on mixed diet. Two cases seen with consuming 
spicy food in premalignant group. Very hot food was 
consumed by 18%, this could be the cause for thermal 
injury to the oral tissue. Dietary imbalance in human can 
cause Plummer Vinson Iron deficiency syndrome 
(Hamner 1977). anemia with decreased Hb% was 
observed in 16 cases out of 34 benign, 2 from 
premalignant and 6 out of 9 from malignant group and 
malnutrition was seen in 24 benign and 8 in malignant. It 
is evident by Hamner 1977 that the best known eg of et 
alcarcinogenesis attributed to the dietary imbalance in 
human eg is plummer Vinson iron deficiency syndrome. 
Improved nutrition has caused a decrease in both PV 
syndrome and Cancer of head and neck among women in 

northern Sweden (Wynder 1971). There has been some 
evidence that nutritional deficiencies in the Etiology of 
RAU for eg study has been reported by Wray and his 
colleague in which a series of 330 pts with RAU were 
screened for deficiency of iron, folic acid and vitamin 
B12. A total of 47 deficient patients 14.12% was found, 
23 pts were deficient in iron, 7 in folic acid and 6 in Vit 
B12, and 11 had combined deficiencies. After appropriate 
therapy complete remission of their ulcers was seen. The 
rule of vitA deficiency and veg and non-veg diets in the 
occurrence of Leucoplakia have been investigated in two 
population based studies while lower serum vit A levels 
among pts with leukoplakia were observed. (Wahi et 
al1965), no association between the dietary difference 
and leukoplakia was found (Wahi et al1970). Vit B 
complex deficiency has also been considered as a 
predisposing factor in pathogenesis of leukoplakia.2,3,4,6 

Bad oral hygiene was seen in 34% of the total cases out 
of which 16% of pts were from malignant group 14% 
from benign and 4% from premalignant. Bad tooth was 
seen in 14% of benign 4% premalignant and 16% of 
malignant. Traumatic irritation due to ill fitting denture 
from malignant group, sharp edged teeths in two cases 
under benign with ulcer over lateral margin of the tongue 
were seen. It is evident that poor oral hygiene, faulty 
restoration, sharp teeth and ill fitting dentures have often 
been incriminated as possible etiological factors for oral 
cancer (Shantaand Krishna Murthy 1959) felt that the 
carcinogenic action of tobacco and betel nut chewing 
seem to be promoted by dental sepsis (Wahi et al1955) 
suggested that poor oral hygiene is a contributing factor 
in the causation of oral cancer (Grahams et al1977). Bad 
oral hygiene and ill fitting denture prosthesis, denture also 
contributes to the colonization of various micro 
organisms and candida species causing ulcero 
membranous lesions. It is evident with recent reviews. 
With ulcero membranous lesions five cases (10%.) of the 
series in benign group gives history of prolonged 
antibiotic therapy 6% from benign, and 4% from 
malignant group with history of chronic illness. Out of 
which 6 presented with oral thrush and one with 
ulceration (Lehnar 1964) in persons on long term broad 
spectrum antibiotics or in those with immunodeficiency 
state, diabetes, or debilitating chronic diseases oral thrush 
is often seen. History of radiotherapy was revealed by pt 
with oral candidiasis. It is evident from recent studies that 
oral candidiasis is one of the complication of 
radiotherapy. One male pt with 40 years presented with 
painful non-healing ulcer over the dorsum of the tongue 
with poor oral hygiene and history of chewing tobacco 
and smoking. The case was diagnosed tuberculos ulcer 
with systemic TB. The male preponderance of oral 
involvement can be attributed to factors such as increased 
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likelihood of oral trauma and tobacco smoking betal nut 
chewing, poor oral hygiene (Thilandr and Wennstorm 
1956) various reports indicates that the lateral border, tip, 
anterior dorsal and base of the tongue are the most 
common sites for TB involvement of the tongue (Forber 
et al1940). Another one case among malignant group 
suffered systemic TB. One pt was diagnosed syphilitic 
oral ulcer, male pt 40 years aged with a typical ulcerative 
gumma over the hard palate, it was painless and 
single.7,8,10,11 Associated sub mucous fibrosis with ulcero 
membranous lesions was seen in one pt of benign group, 
two pts each from premalignant and malignant group. In 
south India pinbarg and Zachariah. 1965 observed that 
40% of the oral cancer patient had SMF. Pinborg 1965 
reported that SMF pts have a higher occurrence of 
Leukoplakia and Sq – cell - ca and it is evident with the 
present series of study. Pinborg 1972 summarized the 
criteria in support of the precancerous nature of this 
disease. High prevalence of leukoplakia among SMF and 
incidence of oral cancer among pts with SMF and 
malignant ulcer of the buccal mucosa surrounded by 
leucoplakic patch was seen in three patients, as reported 
(Paymaster 1956, Gupta et al1980, Pinborg 1984, Murthy 
et al1985). In many instances Buccal cancer may be 
associated with or arise from 1eucoplakia or from SMF. 
Regional LN metastsis unilateral was seen in one case. 
Regional LN metastasis, mostly unilateral was observed 
in 68 and 78% of cases respectively in two studies 
(Paymaster 1956, Wahi et al1965).9,10,11,12  History of 
mental tension, anxiety as a contributing factor was noted 
in 4% of benign ulceration 2% in premalignant and 8% 
among malignant group. Higher incidence among 
malignant group could be due to awareness of the disease 
and its consequences. History of stress and strain was 
present in benign lesions only which is considered to be a 
contributing factor. Round worms infestations was 
present in 6% of benign group. Majority of were anemic. 
One female patient with history of allergy to sulpha drug 
was diagnosed Steven Johnson syndrome presenting with 
diffused oral ulceration and membranous patches. 

Among the common presenting symptoms and signs 56% 
of the patients in the series complained of pain of mild to 
moderate intensity and few cases with severe, 50% of pts 
with pain comes under benign group 6% (8 cases out of 
9) from malignant. Fever was the feature in 15 cases out 
of 34 benign 3 out of 9 malignant, maximum among 
benign suggestive of its association with various 
infections. Odynophagia comprising 40% of cases was 
the feature in benign ulcerative lesions. 3 with malignant 
and one with premalignant lesion.40% of the pts under 
benign. 18% malignant and 14% premalignant suffered 
burning sensation. Ulcerative lesions were found in 52% 
of benign lesions, 4% with non-healing tendency 

diagnosed as tuberculosis and syphilitic. Non-healing 
ulcers were seen in all malignant groups. Membranous 
lesions of benign nature (oral thrush) seen in 6 (127.) of 
pts, majority was from pediatric age group with 
debilitation and PEM one case with oral candidiasis was 
associated with radiation therapy. Out of 7 cases 14% of 
prernalignant membranous lesions 6 were diagnosed oral 
leukoplakia, 4 cases involving buccal mucosa and 2 
dorsum of the tongue. The buccal mucosa and 
commissures are frequently involved compared to the 
tongue and alveolar ridge (Roedpeterson and Renstup 
1969, Mehta et al1969 Banoczy 1982). One case with 
membranous lesions was diagnosed Lichen Planus. 
Among the incidence of oral cancer and site involvement 
in the present series 5 cases (5.557.) out of 9 cases were 
diagnosed Cabuccal mucosa 3 cases involving left side 
with leukoplakia and 2 on the right side. More incidence 
of Cabuccal mucosa could be due to common habits of 
chewing tobacco, keeping betal quid in the vestibule of 
the mouth, tobacco with lime and mixture of tobacco, 
lime, catechew, betel nut and spices in this region. One 
case .was presented with Lymph Node metastasis. 3 cases 
were noted with Ca lateral margin of the tongue and one 
case with Ca hard palate. 
Thus in the present series of study the ulcerative lesions 
were predominant comprising 68% with maximum 
number of cases (54%) of benign nature under which 
18% were miscellaneous (RAU), of bacterial origin 14%, 
with anemia and pregnancy 8%, associated with 
Helimenthiasis 6%, Dermatological diseases 4% viral 
allergic and traumatic 2% each. Among 18% of malignant 
ulcerative lesions 4% were associated with membranous 
lesions among the membranous lesions 7 cases (14%) 
were of benign nature, and 7 (14%) cases were of 
premalignant nature, comprising 6 cases of leukoplakia 
and one case of lichen planus. 
 
CONCLUSION 
The present series of the study concluded with the 
inferences that in the acuate and chr-infective lesions the 
prognosis and the result are very good with specific 
antibiotic theraphy and supportive nutritional supplement 
and advice to avoid the causative irritants. In some cases 
the recurrence was very common in spite of all available 
treatment given. The prognosis in the pre-malignant 
conditions like leukoplakia and lichen planus is good with 
local excision and supportive treatment with Vit. A, E and 
B-complex and total abstinence from tobacco and mixture 
of tobacco with other ingredients. The prognosis was 
satisfactory with no recurrence. During observation 
period. In malignancy of Stage I and II of tongue and 
2/3rdbuccal mucosa and hard palate local wide excision 
are followed by radio therapy. In patients comes with 
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stage III and IV, buccal and tongue malignancy the 
prognosis was observed to be very poor even after radical 
surgery of local lesions, RND with radio therapy and 
chemotherapy. 
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