Journal for Re Attach Therapy and Developmental Diversities
eISSN: 2589-7799
2024 February; 7(2): 44-48

Oral Squamous Cell Carcinoma Of Floor Of Mouth - As The Destructive
Emergent: A Case Report

Dr. K. Balasankari'™ Dr. V.B. Sujitha® Dr. C.B. Sushmi* Dr. K. Subhiksha* Dr. Pradeep
Shankar S5. Dr. M. Sathish Kumar®$

"Post Graduate- Department Of Oral And Maxillofacial Pathology And Oral Microbiology - Karpaga Vinayaga Institute
Of Dental Sciences
2Crri- Department Of Oral And Maxillofacial Pathology And Oral Microbiology - Karpaga Vinayaga Institute Of Dental
Sciences
3Crri- Department Of Oral And Maxillofacial Pathology And Oral Microbiology - Karpaga Vinayaga Institute Of Dental
Sciences
4Crri-Department Of Oral And Maxillofacial Pathology And Oral Microbiology - Karpaga Vinayaga Institute Of Dental
Sciences
SSenior Lecturer- Department Of Oral And Maxillofacial Pathology And Oral Microbiology - Karpaga Vinayaga Institute
Of Dental Sciences
SHead Of The Department- Department Of Oral And Maxillofacial Pathology And Oral Microbiology - Karpaga Vinayaga
Institute Of Dental Sciences

*Corresponding Author: Dr. K. Balasankari
*Department Of Oral And Maxillofacial Pathology And Oral Microbiology - Karpaga Vinayaga Institute Of Dental
Sciences

Abstract:

Oral Squamous Cell Carcinoma is the most common head and neck malignancy which occurs inside the oral cavity.
Clinically, Oral Squamous Cell Carcinoma is characterised by a red or white lesion with uneven surface and distinct
borders. Early-stage lesions are commonly painless, however they can cause discomfort and exhibit features such as
ulceration, nodularity, and tissue attachment as they progress. The Posterior lateral border of the tongue has the best
prevalence of oral squamous cell carcinoma, accounting for about 50% of all squamous cell carcinoma cases followed by
floor of the mouth, hard palate, the gingiva, the buccal mucosa. This case report discusses about 66 year old male patient
with a painful growth in the left side of the tongue.
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INTRODUCTION:

Oral squamous cell carcinoma (OSCC) develops at the mucosal epithelium of the oral cavity. In 2020, 377,713 OSCC
reported globally. According to the Global Cancer Observatory (GCO), the occurrence of OSCC will rise by 40% in 2040,
followed by persistent contact to numerous hazardous factors, consisting of tobacco, alcohol, betel quid (BQ), and human
papillomavirus (HPV), will result in the development of Oral Potentially Malignant Disorders (OPMDs), that are oral
mucosal lesions with an expanded danger of growing into OSCC (1).

Squamous cell carcinoma (SCC) is the second most common malignancy after basal cell carcinoma, with an increasing
incidence worldwide (2). Although many factors can increase the risk for SCC, cumulative sun exposure, especially in
childhood and teenage, is of greatest importance. Moreover, in recent years, immunosuppression, including that associated
with organ transplantation, has emerged as an increasingly important contributor to tumorigenesis and the arousal of SCC
in areas of chronic inflammation (3,4). SCC is linked with various factors, including tobacco consumption in the form of
smoke and smokeless tobacco (SLT) products, alcohol, and human papillomavirus (HPV). SCC can also occur at an early
age because of the family history of some genetic alternations in the genome, such as Xeroderma pigmentosum, Fanconi
anaemia, Dyskeratosis congenital. (5) It may take various clinical forms. It may resemble a leukoplakia, a verrucous
leukoplakia, an erythroplakia, any of which may eventually develop into a necrotic ulcer with irregular, raised indurated
borders, or into a broad based exophytic mass with a surface texture which may be verrucous, pebbled or relatively smooth.
Large lesions may interfere with normal speech, mastication or swallowing [6,7,8]. Squamous cell carcinoma has
precursor lesions called actinic keratosis, which exhibits tumor progression and has the potential to metastasize in the
body (9). Various treatment modalities include surgery, chemotherapy, radiation or combination of these, and
photodynamic therapy have been recently reported (10). This article represents a 66 year old male patient with a painful
growth in the left side of tongue.
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CASE REPORT

A 66 years old male patient reported to Department of oral and maxillofacial pathology with painful growth in the left
side of tongue for past 1 week. Patient gave history of pain which was acute in onset, intermittent in nature, throbbing
aggrevated on mastication and did not have any relieving factors. Past dental history revealed that patient underwent
extraction before one month. Patient was a known smoker for past 40 years and consumed 3 packs per day and quit the
habit before 15 days. Patient was also a known alcoholic for past 15 years and consumes averagely 200ml per day. On
past medical history patient had undergone surgery for gall bladder stone removal under general anesthesia 7 years back.
On Extraoral examination, no abnormalities were seen. Patient was able to perform all mandibular movements with mouth
opening upto 25mm.On Lymph node examination palpable submandibular lymph nodes were present which was single,
nodular, firm in consistency and fixed to underlying structures. On intraoral soft tissue examination, on inspection, an
ulceroproliferative lesion of size 3 x 2 cm seen on the floor of the mouth which was irregular in shape with everted margins
extending anteriorly 0.5 cm posterior to the alveolar ridge, posteriorly 3 cm from retromolar region laterally involving
labial vestibule and medially involving floor of the mouth. On palpation, all inspectory findings were confirmed with
respect to site, size, shape, colour, tenderness was present with painful tongue movement, upward and lateral movements
of tongue were restricted. Surrounding skin found to be erythematous with no evident of pus discharge. Hard tissue
examination revealed completely edentulous maxilla and partially edentulous mandible. With these clinical findings a
provisional diagnosis of carcinoma of left floor of mouth.

Figure 1: ulceroproliferative growth seen in the floor of the mouth

Patient was then referred to the Department of oral and maxillofacial surgery for incisional biopsy. And incisional biopsy
was performed and the incised specimen was sent for the histopathologic examination. On microscopic examination,
shows fragments of fibrocollagenous tissue lined by keratinized stratified squamous epithelium with adjacent areas
exhibiting parakeratosis and irregular acanthosis associated with bulbous downward protrusion of the squamous
epithelium into the underlying stroma with pushing margin. The individual tumor cells exhibited abundant keratinised
eosinophilic cytoplasm and fairly uniform regular nuclei with occasional nuclear enlargement and intraepithelial keratin
pearl formation and neutrophilic aggregates. There was band like diffuse lymphocytic infiltrate at the epithelial-stromal
interface without breach in the basement membrane which suggested the diagnosis of verrucous carcinoma of floor of
mouth.

Patient was again referred to the Department of oral and maxillofacial surgery for wide local excision biopsy with selective
lymph node dissection. And the excised specimen was then sent for histological examination which revealed hyperplastic
stratified squamous epithelium exhibiting irregular acanthosis, hyperkeratosis, and areas of ulceration with an underlying
infiltrating malignant neoplasm arranged in solid sheets. The individual tumor cells were polygonal in shape with abundant
eosinophilic keratinized cytoplasm and pleomorphic hyperchromatic nuclei. Many areas exhibited extracellular keratin
pearl formation along with dense stromal lymphoplasmacytic infiltrate surrounding the tumor cell lobules. The tumor
showed infiltration into underlying skeletal muscle bundles and adjacent minor mucus salivary glands. With this
clinicopathological correlation a final confirmative diagnosis of Infiltrating well differentiated Squamous cell carcinoma
of floor of mouth
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Figure 3: Infiltrating malignant neoplasm in solid sheets with dense stromal lymphpoplasmacytic
infiltrate

Figure 4: Keratin pearls formation

DISCUSSION

Oral Squamous Cell Carcinoma is defined as malignant neoplasia of the oral cavity and includes subsites - buccal mucosa,
floor of mouth, anterior tongue, alveolar ridges, retromolar trigone, hard palate, and inner part of lips. (11) The contributing
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factors for the development of Oral Cavity Squamous Cell Carcinoma are the consumption of tobacco products in smoke
or smokeless form. Moreover, low socioeconomic status, self-negligence, and lack of awareness are the key factors for
Squamous Cell Carcinoma to occur. Oral Squamous Cell Carcinoma is generally observed in people aged above 40 years
compared to younger ones. Worldwide, a higher prevalence of Oral Squamous Cell Carcinoma occurs in males than
females, 5.8% vs. 2.3% per 100,000 (12,13) it is also linked with various factors like alcohol, human papillomavirus
(HPV), Candida infections, radiation, genetic factors, malnourishment, diet, and chemical exposures to betel quit and
areca nut (14,15). It can also occur at an early age because of the family history of some genetic alternations in the genome,
such as Xeroderma pigmentosum, Fanconi anaemia, Dyskeratosis congenital (5). Histopathological assessment of SCC
determines the tumor grading by identifying the abnormal cells differentiation. The OSCC usually presents as leukoplakia,
erythroplakia and may progress into a necrotic type of ulcer with indurated edges. Furthermore, it may give rise to irregular
superficial structure consisting of papillary projections. Usually scc is painless in nature,unless it involves deeper
structures and become more aggressive.(16) Poorly differentiated SCCs are habitually considered more aggressive, and
in many cases presenting worse prognosis. The classic histological features of squamous cell carcinoma that may be
prognostic, including the pattern of invasion, budding, desmoplastic reaction, lymphovascular invasion, and perineural
invasion and keratin pearl formation.(17)As, for the staging system AJCC/UICC (Union for International Cancer Control)
is world widely used. Other than clinical & histological features staging plays an important role, prior to treatment (clinical
staging, cTNM), after surgical treatment (pathological staging, p TNM), and at disease recurrence (rTNM)are done. In
our case, the lesion was well differentiated with a staging of , TNM Stage:pT Ny given the size and the presence of palpable
lymph nodes. (15) In this case presentation, patient was at high-risk for developing oral cancer due to his history of heavy
smoking and alcohol consumption that lead to the progression of the disease. Patient did not present with any premalignant
lesion in this case but had developed ulceroproliferative growth with everted margins which was a classical feature of
cancerous growth and for further confirmation the histopathological evaluation was done which also showed characteristic
keratin pearl formation with dysplastic features of oral squamous cell carcinoma and by these clinicohistopathological
correlation, this case was confirmed to be a Well differentiated squamous cell carcinoma of floor of the mouth.

CONCLUSION

Like the majority of oral cancers, SCCs of the floor of the mouth can be often asymptomatic and identified at advanced
phase leading to a poor prognosis. Hence, adequate knowledge regarding SCC among dentists is required for early
diagnosis/management, and regular postoperative follow-ups are mandatory for optimum treatment outcome and
recurrence prevention to improve the survival rates.
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