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LEARNING OBJECTIVES

To understand the descriptors for soft tissue disease

To be able to use these terms to describe the clinical appearance 
of a range of mucosal abnormalities

To know the variable clinical signs and symptoms of mouth cancer
To understand the referral guidelines for suspected mouth cancer



BACK TO BASICS

VISUAL TACTILE 
EXAM IS KEY

Presenter Notes
Presentation Notes
The intra and extra-oral examinations are key in the early identification of cancer and other mucosal abnormalities. The extra-oral exam can be used to identify unexplained lumps in the neck, as well as other extra-oral swellings. Because of this you must make sure to feel around all margins of the mandible (to feel for the submandibular/mental and lingual lymph nodes, as well as down the neck to feel for the cervical node chains. The unexplained swellings, if malignant, may be lymphoma or metastatic spread of oral cancer to a neck node.Intra-oral examinations are equally as important, and you should ensure to check every oral soft tissue in a systematic manner to ensure no areas are missed. The areas include the lips, labial mucosa, buccal mucosa and labial comisseurs, ventral surface of the tongue and floor of mouth, dorsal surface of the tongue, the lateral borders of the tongue, the hard and soft palate, fauces, tonsils, oropharynx and retromolar pad and finally the gingiva. There is no correct order to carry out these checks, but you must make sure that you check all areas. It is not just a case of looking, a tactile exam is crucial for early screening of mouth cancer. For example feeling the lip between your fingers for any lumps or bumps. This systematic approach is described in the FGDP guidance for Clinical Exam and Record Keeping, meaning it is best practice.



THOROUGH HISTORY

•Is it their first time being told about it

•Is it bothering them?
•Pain
•Appearance

•Are there any other oral symptoms they have noticed? 
•Change in taste/numbness
•Difficulty swallowing or eating



OTHER METHODS OF SCREENING

Toludiene Blue Dye– Stains dysplastic tissue blue

ViziLite – 430-580nm light, reflected differently by 
dysplastic/cancerous cells

Should be used ALONGSIDE a thorough intra-oral exam

Presenter Notes
Presentation Notes
No screening technique – even visual tactile – is 100% successful, however that should in no way discourage us from having a completely thorough examination in those even in which we think are classically ‘low risk’ as it can affect anyone.Dysplasia is not cancer, histological change.Vizilite abonrla cells are darker spotsShould be used alongside but should not take the place.If we use all of these techniques in conjunction we can create larger net to catch the cases of cancer in their early stages where they have the highest prognosis.



DESCRIPTION OF MUCOSAL ABNORMALITIES

Site
Size
Shape
Distribution
Definition
Colour
Consistency
Texture

Presenter Notes
Presentation Notes
It is important to have a set of descriptors for oral mucosal lesions for a number of reasons. Firstly for medicolegal readons in our notes. It is good to have a good description of these lesions in case of complaints, for example if we have written down that there is a ‘white patch’ in the notes then 1 year later they come back with the same white patch that has grown in size – we will have nothing to compare it to.Secondly it is important to allow effective triage of referrals in the hospital, if they can identify from your description.



DESCRIPTION OF MUCOSAL ABNORMALITIES

Site
Size

Shape

Distribution

Definition

Colour

Consistency

Texture

• The location of the abnormality in the oral cavity

• Useful to draw a diagram of the location in your notes
• Use a fixed reference point

Presenter Notes
Presentation Notes
http://www.exodontia.info/Median_Rhomboid_Glossitis.htmlhttps://dermnetnz.org/topics/aphthous-ulcer/



DESCRIPTION OF MUCOSAL ABNORMALITIES

• If circular measure the diameter

• If irregularly shaped measure the length and the 
width

• Can also be useful to measure the height

Site

Size
Shape

Distribution

Definition

Colour

Consistency

Texture



DESCRIPTION OF MUCOSAL ABNORMALITIES

• First give a general description of appearance from a 
‘birds eye view’:

• Round

• Rectangular

• Symmetry?

Site

Size

Shape
Distribution

Definition

Colour

Consistency

Texture



DESCRIPTION OF MUCOSAL ABNORMALITIES

• Then describe from a side on view:
Site

Size

Shape
Distribution

Definition

Colour

Consistency

Texture

Pedunculated

Sessile

Nodular

Dome Shaped

Elevated

Flat

Ulcerated/Erosion/At
rophy

Presenter Notes
Presentation Notes
You can then use further descriptors to talk about the appearance of a lesion from a side on view – Pedunclated – meaning it is on a stalk and the base of the lesion is narrower than the widest partSessile – meaning it is loose and the base is larger than than the largest partDome shaped – feels like a domeNodular



DESCRIPTION OF MUCOSAL ABNORMALITIES

• The spread and number of the abnormalities/s, 
described as:

• Localised or Generalised

• Single or Multiple

Site

Size

Shape

Distribution
Definition

Colour

Consistency

Texture

Presenter Notes
Presentation Notes
Single or multiple lesions relates to the number of abnormalities, and is relatively self explanatory.



Site

Size

Shape

Distribution

Definition
Colour

Consistency

Texture

DESCRIPTION OF MUCOSAL ABNORMALITIES

• This is a description of the margins, described as:

• Well-defined (Circumscribed) or Poorly Defined 
(Vague)

• Regular or Irregular

• Raised/Rolled

Presenter Notes
Presentation Notes
Definition is a description of the margins of the abnormality, they can be well defined or poorly defined. Well defined abnormalities often have a higher risk of malignancy.The margins may also be regular or irregular. Regular means they are smooth all the way round, and irregular means they are rough around.Rolled margins are often seen in ulcerated OSSCs. These are where the margin is raised up and rolled backwards around the border.



DESCRIPTION OF MUCOSAL ABNORMALITIES

The most common colours for mucosal abnormalities are:

• Normal mucosal colour
• Red
• White
• Mixed red + white (Base?)
• Blue
• Pigmented (brown)

Site

Size

Shape

Distribution

Definition

Colour
Consistency

Texture

Presenter Notes
Presentation Notes
Red – caused by granulation tissue formation, increased vascularity or loss of surface epitheliaWhite – caused by hyperkeratinisation most commonlyMixed red and white – these are often a mixture of the two – homogeneous or heterogeneousBlue – collection of fluid under the mucosa i.e mucosele or eruption cyst or if darker collection of bloodPigmented – melanin deposition in the deeper layers of the skin – systemic disorders such as Peutz Jegher syndrome, addisons disease, mekanotic macule or malignant melanomaIt is worth noting if it is the same colour throughout, is speckled or has areas that are faded



DESCRIPTION OF MUCOSAL ABNORMALITIES

• This is a tactile description rather than visual
• Press the abnormality with your finger

• Can be described as;
• Soft

• Rubbery

• Indurated

• Fluctuant

Site

Size

Shape

Distribution

Definition

Colour

Consistency
Texture

Presenter Notes
Presentation Notes
Consistency – this is a description of how the lesion feels when it is compressedCan be soft – this is often benign mucosal hyperplasiasrubbery – these are most common benign tumoursIndurated is more firm/hard - there is loss of elasticity in the tissue. Any more for this.Fluctulant – this is often oedema or abscess or Mucosele, when the mucosal abnormality is compressed the fluid moves from one area to another



DESCRIPTION OF MUCOSAL ABNORMALITIES

• Also a tactile description
• Rub your finger across and feel the texture

• Smooth
• Granular
• Verrucous
• Papillomatous
• Bosselated

Site

Size

Shape

Distribution

Definition

Colour

Consistency

Texture

Presenter Notes
Presentation Notes
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5516740/Lumpy pink tissue – similar to a healing extraction socketVerrucous – lots of small frondsPappilomatous – few large frondsBosselated – numerous rounded protuberances



PHOTOGRAPHS

Best practice to take photographs of all mucosal lesions

Allows direct comparison at check up appointments

Aids in referral pathway



CLASSIFICATION OF MUCOSAL ABNORMALITIES

Macule
Patch
Papule

Plaque

Vesicle

Bullae

Fissure

Erosion

Ulcer

Polyp

Pustule

Presenter Notes
Presentation Notes
PSo far we have spoken about the actual description of the lesions, however now we will look at the classes of abnormalities. There are only a few different classes, however they are split into different sizesMacule – flat, discoloured area of mucosa which may exhibit texture changes less than 1cm with no change in texturePatch – flat discoloured area of skin greater than 1cm with no change in texturePapule – a well circumscribed, solid elevation of skin with no visible fluid less than 1cm in diameter, can be any colourPlaque - a well circumscribed, solid elevation of skin with no visible fluid greater than 1cm in diameter, can be any colourVesicle – a small fluid filled blister on the skin less than 5mm in diameterBullae – a larger fluid filled blister greater than 5mm in diameterFissure – a linear like cleavage of mucosa smaller than a lacerationErosion– a superficial break in the mucous membrane with loss of superficial epithelial cells and minor damage to lamina propriaUlcer – extensive loss of the epidermis including the basement membrane with exposure of the dermisPolyp – a small clump of cells that project from the mucosa, commonly from a stalkPustule – a blister on the mucosa containing pus
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MOUTH CANCER – THE STATS

•6th most common cancer worldwide

•In the UK just over 8000 new cases per year

•Only 12.5% of cases affect patients under 50

Presenter Notes
Presentation Notes
Though in the minority, ANYONE can get mouth cancer so need to effectively screen everyone.



RISK FACTORS FOR MOUTH CANCER

•Smoking & Tobacco use

•Alcohol use

•HPV infection
•Sunlight

•Poor Diet

Presenter Notes
Presentation Notes
Smoking and Tobacco use• Tobacco use is the main risk factor for mouth cancer• Any use of tobacco increases the risk, there is no safe levelDrinking Alcohol• There is a strong link between alcohol consumption and mouth cancer• The current guidance is; don’t drink more than 14 units per week (about 6 pints of beer) and have several alcohol free days a week• The risk for developing mouth cancer is up to 30x higher if you smoke and drink regularlySunlight• Prolonged or frequent exposures to sunlight can increase your risk of skin and lip cancers• To reduce this risk, always use at least SPF 20 rated sun-cream alongside a SPF 20 rated lip salveHuman Papilloma Virus (HPV)• Certain types of this virus can be transmitted through oral sex and are causing an increased number of mouth cancer cases• A vaccine is given to schoolchildren, but is recommended foreveryone up to 26 years of age. Mouth cancer foundation estimates that within 10 years it will be the main cause of mouth cancer. Lucking mouth cancer caused by HPV has a better prognosis.Poor Diet• Malnutrition and poor diet is associated with 1/3 of mouth cancer cases• You should eat a balanced diet, including your five a day, to reduce the risk



MOUTH CANCER

Squamous 
Cell 

Carcinoma

Salivary 
Gland 

Malignancy
Lymphoma

Malignant 
Melanoma>> >

Presenter Notes
Presentation Notes
There are a large number of types of oral cancer, seen listed in the slide above from most to least common.Oral SSC are the most common oral malignancy, making up around 95% of all cancers. They are very locally invasive, and can spread very rapidly. In the initial stages there are a number of presentations, but as they progress they often spread into surrounding tissues, undergoing lymphatic spread causing neck node metastases.From then on the other types of malignancies are extroadinarily rare, together making up only 5% of intraoral malignancies.The next most common type are salivary gland malignancys. Intraorally these are more often minor gland malignancies. There are a number of types including; Acinic cell carcinoma, Adenoid cystic carcinoma and Mucoepidermoid carcinoma.Next is lymphoma, a malignancy of the lymphocytes. It is rare to be intraorally, but presents as a painless swelling.Finally one of the least common oral cancers is the malignant melanoma, these are extremely rare, but one of the most invasive cancers present with extremely poor prognosis.As OSSCs are the most common type of oral cancer, a large amount of the focus of this lecture will be on them.



PRESENTATION OF OSSC

The clinical signs of oral squamous cell carcinoma are highly varied:
 Ulcerated – frequently a non-healing ulcer present in the oral cavity for >3 weeks
 Erythroplakia – a red patch in the oral cavity not associated with any other condition
 Leukoplakia – a white patch in the oral cavity not associated with any other condition, 

aside from smoking
 Erythroleukoplakia – a red and white patch in the oral cavity
 Exophytic (nodular) – outward growth of the surface epithelia

Alongside appearance you can assess for symptoms
 Often mouth cancer will be asymptomatic, unless advanced

Symptoms
• Pain when swallowing
• Sore throat (unexplained)
• Unexplained bleeding
• Unexplained tooth mobility
• Trismus
• Oral Parasthesia
• Deafness
• Persistent Hoarseness

Presenter Notes
Presentation Notes
OSSC have a huge variety of presentations, all of which are highly different.OSSCs are diagnosed through a biopsy, when there is presence of severe dysplasia with evidence of epithelial invasion into the submucosa. Any of the presentations listed on the screen may be accompanied by this histological finding, hence any of them may be associated with oral cancer.



SQUAMOUS CELL CARCINOMA

Site
Most frequent affected sites are the: floor of mouth, lateral borders of the 
tongue and the oropharynx
However mouth cancer can occur on any site

Size
 This follows the TNM cancer staging method
No specific size you should look for 
 The larger the tumour the worse the prognosis

Presenter Notes
Presentation Notes
T – size of tumourSpeight et al Oral Surg, Oral Med, Oral Path Vol. 125 No. 6 June 2018 – the larger the size the higher likelihood of progression from dysplasia to oral cancer (200mm2)



SQUAMOUS CELL CARCINOMA

Shape
 Look for asymmetry
An unexplainable nodule

Distribution
Will almost always be a single abnormality
 If severe will become generalised
 Perineural, muscular or vascular invasion

Presenter Notes
Presentation Notes
Nodule may be sessile or pedunclated



SQUAMOUS CELL CARCINOMA

Definition
 Well defined, irregular margins
 If ulcerated the margins will raised and rolled

Colour
 As stated may be red, white or a mixture

Consistency
 Most likely to be indurated

Texture
 Can be any texture

Presenter Notes
Presentation Notes
Well defined margins is KEY



MALIGNANT MELANOMA

Site – Maxillary gingiva or palate
Size – Variable
Shape – Macular or plaque like
Distribution – Single, local melanoma
Definition – Well defined borders which may be 
raised
Colour – Brown to black sometimes with red 
(erythema) border
Consistency – Variable
Texture – Variable

Presenter Notes
Presentation Notes
If multiple it is more likely to be a melanotic macule or diffuse melanotic pigmentations (peutz jegher)



SALIVARY GLAND TUMOURS
Site – E/O: Parotid gland, I/O: Palate or inner lip
Size – Variable size, the larger the worse the prognosis
Shape – Dome shaped
Distribution – Single swelling
Definition – Well defined borders
Colour – Normal mucosal (pink) with mild redness
Consistency – Firm
Texture – Often smooth surface



WHAT AND WHEN TO REFER

Follow the NICE ‘Head and Neck Cancers – Recognition and 
Referral’ guidelines

Consider a 2 week-wait (2WW) urgent suspected cancer (USC) 
referral for:
Unexplained ulceration in the oral cavity lasting longer than 3 weeks
 Persistent or unexplained lump in the neck or oral cavity
A red or red and white patch consistent with Erythroplakia or 
Erythroleukoplakia
A lump on the lip or in the oral cavity consistent with oral cancer

Presenter Notes
Presentation Notes
Persistant abnormality with NO OBVIOUS CAUSE MUST BE INVESTIGATEDThe guidelines say ‘Oral Cancer’ – however when they are updated they will likely be modified to Chance of a malignant transformation is higher for red and red and white patches compared to white patches? How much???



EARLY REFERRAL?

Early referral is KEY
When the cancer is small (<2cm) and has no metastases

A delayed referral may significantly affect prognosis
 Stage 1 cancer – 85% 5 year survival rate 
 Stage 4 cancer – 10% 5 year survival rate

 61% of people are referred at stage 4

STAGE 1

STAGE 2

STAGE 3

STAGE 4

Presenter Notes
Presentation Notes
The importance of detection while small was also highlighted in a recent retrospective study of survival after aggressive surgery which revealed that a patient with a tumour that is detected with a maximum diameter 2  cm (tumour stage T1) had a mean post-treatment survival of 24.48 years (95% CI 22.45–26.50) while a patient with a tumour greater than 4 cm (tumour stage T4) had a mean survival of only 13.03  years (95% CI 11.56–14.49).3Early referral does not necessarily mean that the cancer has not been present in the mouth for a long time, instead referring to the size of the cancer and presence of nodal metastases



INCORRECT REFERRALS

Better to be safe than sorry

Around six cases per 100 USC 2WW referrals are diagnosed 
with mouth cancer
This highlights inefficiencies in the referral system

Effective triaging using thorough descriptions of the lesions 
paired with clinical imaging may be the solution

Presenter Notes
Presentation Notes
Defensive referrals - due to litigation risk, and for patient safety as dentists are more aware of the conditionBecause of this it is key that all clinicians can understand the key differences between likely benign and likely malignant abnormalities



HOW HAS COVID IMPACTED REFERRALS?

Following closure of GDP practices, the number of mouth cancer 
referrals has dropped

↓ 36%

↓ 30%

↓ 47%

↓ 36%

Presenter Notes
Presentation Notes
The unforeseen COVID 19 pandemic has had a significant effect on the number of oral cancer referrals being made and seen. This can be seen in figure X, where the Oral Health Foundation found that oral cancer referrals had dropped 36% in northern Ireland, 30% in Scotland, 36% in England and around 47% in Wales. While this data does not represent all health boards in each of the devolved nations, instead they looked at 2/3 health boards from each area.Wales – 47% dropEngland – 31% dropScotland – 30% dropIreland – 36% dropThis is from the Oral Health FoundationDuring the lockdown it has been noted that one in six people have experienced an early sign of mouth cancer, bur were unable to seek professional help.https://www.dentistry.co.uk/2020/12/01/covid-mouth-cancer-referrals-fallen/



MESSAGES FOR PATIENTS

If in doubt – get it checked out

Mouth cancer can affect ANYONE

2/3 of patients have never carried out a self assessment for oral 
cancer

Presenter Notes
Presentation Notes
https://www.dentalhealth.org/Handlers/Download.ashx?IDMF=33f0d4c5-aa47-4e06-9454-9914e2476614Surveys from the Oral Health Foundation have found that the general population are three times more likely to conduct routine checks for testicular and breast cancer, and only 41% of people are aware that dentists check for mouth cancer, and surprisingly only one in four people have had a discussion with the dentist about mouth cancer. Most people are not confident what they are looking for, or do not know what to look for at all. Because of this it is crucial that the topic is addressed with all patients, especially thoe at high risk so they are educated in what to look out for 8000 new cases, 12.5% about 900 cases affecting ppl under 50 a year. Need to be vigilant.



MOUTH CANCER AWARENESS LEAFLET



KEY MESSAGES

•Visual-Tactile cancer screen is key

•Thorough documentation and description aids referrals

•Patients should feel comfortable looking in their own mouths

•If in doubt, get it checked out



THANK YOU FOR LISTENING!
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