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ABSTRACT  

Master drugs are products that are prepared in the pharmacy, on request, based on a prescription that is individualized 

for each patient. They are prepared in small quantities, have a short shelf life and are intended for immediate use. The 

main preparation can be customized by an alternative dosage form, an individualized concentration or a combination 

therapy. This study aims at continuous research on the use of innovative bases used in the topical treatment of oral 

mucosal diseases. Patients appreciated the personalized treatment schedule and could be evaluated periodically, 

adjusting the treatment according to the evolution of the lesions. 
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Introduction 

A mouth ulcer is a sore that develops in 

the soft tissue lining of your gums, tongue, 

inner cheeks, lips or palate. They’re usually 

yellow or red, and they can be quite painful 

and usually patients are looking for 

immediately help or treatment.  Mouth ulcers 

may also be called aphthous ulcers or canker 

sores. Mouth ulcers can affect people of all 

ages [1]. Most of the time, having a mouth 

ulcer is more of an inconvenience than a 

serious medical concern. While mouth ulcers 

themselves are not considered dangerous, 

they have been linked to serious health 

conditions, including: diabetes, immune 

disorders, inflammatory bowel disease, 

celiac disease, HIV and AIDS [2]. The exact 

cause of mouth ulcers is unknown. But there 

are several factors that can contribute to the 

development of these sores: minor tissue 

injury from dental work, such as having a 

cavity filled, accidentally biting your cheek 

or tongue, allergic reaction to certain 

bacteria, wearing orthodontic braces or 

retainers, vitamin deficiencies, using harsh or 

abrasive toothpaste, eating a lot of acidic 

foods, such as oranges, pineapples and 

strawberries, hormonal changes during your 

period, stress, lack of sleep, viral, bacterial or 

fungal infections (fig 1) [3]. 
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Fig. 1. The main causes and management for 

mouth ulcers 

https://www.osmosis.org/answers/stomatitis 

Oral mucosal 

bullous/desquamative/ulcerative diseases 

involve immunopathological mechanisms 

that account for loss of adhesion between 

contiguous keratinocytes or to structures 

within the basal lamina [4]. Some are 

antibody mediated, in which specific 

adhesion molecules of the desmosome, 

hemidesmosome, and basement membrane 

become antigenic targets. Oral lichen planus 

and recurrent aphthous ulcers, although 

manifesting disparate clinical appearances 

and natural history, share 

immunopathological features that involve T 

cell-mediated immunity [5]. Although the 

antigens, haptens, or autoantigens are not 

usually apparent, current research poses the 

hypothesis that both of these common oral 

mucosal diseases are a delayed-type 

hypersensitivity or cell-mediated response to 

an antigenic stimulus residing within the 

epithelium [6]. 

Endogenous peroxidase-positive 

neutrophils usually are present at the ulcer 

site, and occasionally they are observed 

intravascularly and in the extracellular matrix 

in areas characterized by inflammatory 

mononuclear cell infiltrates. Although the 

proportion of endogenous peroxidase-

positive, recently recruited monocytes are 

most probably low, CD11b and nonspecific 

esterase-positive mature tissue macrophages 

formed about 14% (range 5-35%) of all 

inflammatory cells in situ, particularly at the 

periphery of the lymphoid cell infiltrates [7]. 

Tests aren't needed to diagnose canker 

sores. Dentists can identify them with a 

visual exam. In some cases, you may have 

tests to check for other health problems, 

especially if your canker sores are severe and 

ongoing. Persistent or unusually painful sores 

often need medical care. A number of 

treatment options exist [8]. There are some 

main recipes that can be manufactured by a 

pharmacist: 

Rp/  

Clobetasol propionat   0,05% 

Tretinoin 0,1% 

Orabase 30g 

 

Rp/ 

Isotretinoin 0,1% 

Orabase 30g 

 

Rp/  

Triamcinolon acetonid                           0,1% 

Clotrimazol 1% 

Orabase 30g 
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Rp 

Clotrimazol 1% 

Clobetasol propionat 0,05% 

Orabase 30g 

 

Lichen plan develops in about 1 to 2% 

of the general population, with a peak in 

middle-aged adults and with women affected 

more often than me [9]. Three major types are 

recognized in the oral cavity: reticular, 

erosive, and bullous. Reticular LP is usually 

asymptomatic, affects multiple sites, and can 

be recognized by white papules that can 

coalesce to form plaques [10]. There may be 

fine, white, lace-like striae (Wickham striae) 

on the buccal mucosa, gingiva, and lips (Fig 

2). Cutaneous LP may be seen in up to 44% 

of patients with oral LP. Erosive LP usually 

presents with pain while eating, especially 

with spicy foods [11]. There is usually 

atrophic, erythematous mucosa with 

ulcerations. Bullous LP is uncommon, 

resulting in bullae formation with epithelial 

separation. This type may show a positive 

Nikolsky sign [12]. Treatment varies 

depending on the specific type of LP, usually 

including topical or systemic corticosteroids 

and topical antifungal agents. Symptoms 

usually come and go over the patient’s 

lifetime, requiring lifelong therapy or 

monitoring after the initial presentation [13]. 

 

Fig. 2 Examples of oral thrush 

https:www.drkrone.com/canker-sores-

aphthous-ulcers 

The occurrence and distribution of 

lesions in the oral mucosa of mouth lichen 

planus is 80% in the buccal mucosa, 65% in 

the tongue, 20% in the lips, <10% in the floor 

of the mouth and palate. Vesicles and bullae 

are seen in oral lesions of lichen planus (Fig 

3). The disease manifests in the oral cavity a 

few weeks before the skin lesions [14]. 

Approximately 15% of patients with oral 

lichen planus have concomitant skin lesions. 

Due to the risk of recurrence of this type of 

lesion, careful and periodic monitoring of 

patients is necessary 
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Fig. 3. Locations and different types of 

lichen planus 

https://www.nationalelfservice.net/dentistry/

oral-medicine-and-pathology/oral-lichen-

planus-treatment-corticosteroids-safe-

effective/ 

 

When the disease does not cause pain 

or burning, treatment may not be needed. 

More severe forms of lichen planus - those 

with pain, burning, redness, blisters, sores 

and ulcers - can be treated with a variety of 

medicines applied to the sores. Main recipes 

are: 

Rp/  

Hialuronat sodic 0,5% 

Orafix q.s 30g 

 

Rp/  

Hialuronat sodic 0,5% 

Alantoina 0,1% 

Orafix q.s 30g 

 

Rp/  

Lidocaine HCl 1-2% 

Orafix q.s 30g 

 

Rp/  

Hialuronat sodic 0,5% 

Lidocaine HCl 1-2 % 

Orafix q.s 30g 

 

 

Conclusions 

Ulcerative lesions such as oral thrush 

and oral lichen planus are considered to be 

some of the most common oral lesions, 

manifesting as painful erosions of the mucosa 

that begin as red edematous papules that 

become necrotic and ulcerative. They usually 

appear as small crateriform ulcerations, about 

one centimeter in diameter, with an 

overlapping white-yellow fibrin membrane 

bordered peripherally by a red halo. After 

consulting the literature, it can be concluded 

that the treatment of oral thrush is largely 

symptom relief. There are no therapies to 

prevent the onset or recurrence but studies 

show that thrush recurs in 10% of healthy 

individuals, often in those with a family 

history of this type, and more frequently in 

women than in men. Treatment may consist 

of rinses with mild antiseptic solutions 

followed by the use of topical preparations 

prepared in pharmacies, as the 

pharmaceutical industry has developed 

innovative bases in which various types of 

active substances can be suspended, thus 

making it possible to create master 
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prescriptions tailored to the patient's clinical 

manifestations. However, aphthous 

stomatitis can also be prevented by proper 

oral hygiene, regular check-ups with the 

doctor, a healthy diet, avoidance of smoking, 

excess alcohol, acidic drinks and very hot or 

very cold foods. 
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