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A B S T R A C T

Oral squamous cell carcinoma (OSCC) is the most common malignancy affecting the oral cavity. OSCC
presents diverse clinical features including small ulcerative lesion to a large growth. The treatment modality
of OSCC depends upon the severity, progress and spread of the disease. The purpose of this case report is
to emphasize the etiological factors, clinical features as well as the management protocols of OSCC.

© This is an open access article distributed under the terms of the Creative Commons Attribution
License (https://creativecommons.org/licenses/by/4.0/) which permits unrestricted use, distribution, and
reproduction in any medium, provided the original author and source are credited.

1. Introduction

OSCC becomes the most common malignancy of oral cavity
by comprising about 90- 95% is all oral malignancies.1 The
incidence of oral cancer is highly variable, but it is said that
oral cavity ranges from 6th to 9th most commonly affected
location for carcinoma.2 It is more commonly seen in
elderly age group people, greater than 40 years of age.3 The
most common risk factors for OSCC are said to be tobacco
and alcohol.4 OSCC mainly occurs on tongue making it the
most common site, followed by alveolar ridge.5 According
to the found literature, Oral squamous cell carcinoma
affecting the mandible has the lowest survival rate and thus
the poorest prognosis.6 Clinical presentation of OSCC can
show variations ranging from white plaque, inflammatory
lesion to more severe ulcerated lesion.7 The significant
complication of OSCC includes metastasis in regional
lymph nodes as well as distant metastasis which ultimately
worsen the prognosis.8 OSCC can often be misdiagnosed
as other lesion of inflammatory origin by the clinician, thus
delaying the treatment procedure. So it is important for oral
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clinician to diagnose the disease at an earlier stage so that
proper treatment measures can be given.

2. Case Report

A 35-year old female patient reported to the department of
Oral Medicine and Radiology with the chief complaint of
swelling on right side of the face since 2 months. The patient
noticed the swelling 2 months back. But she didn’t consult
any physician at that time. Suddenly since one week started
feeling pain in her right upper back tooth region. She also
mentioned that she had a mobile tooth in her right upper
back tooth region.

So having thought of that tooth to be the root cause
of the pain, she went to a local practitioner and got
her mobile tooth extracted. After extraction, within one
day, a small growth appeared on right lower back tooth
region and the swelling of the right side of the face also
started increasing. The growth started a pea nut in size and
gradually increased in size and attained to the present state.
The patient alsotaken a medication of the same for 4 days
after extraction. The patient’s medical history and family
history was non contributory.
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General clinical examination revealed restricted mouth
opening. On extra-oral examination, a diffused swelling
was present on right side of the face at the middle of ala-
tragus line measuring approximately 3*4 cm. On palpation,
the swelling was non- tender, non- fluctuant and hard
in consistency. On palpation, right submandibular lymph
node was tender and palpable (approximately 3 cm in
diameter) and were bony hard in consistency and fixed to
the underlying skin.

The intraoral examination revealed a proliferative lesion
measuring approximately 2*2 cm and was erythematous
appearance. It is extends Anteroposteriorly, from the distal
part of the 17 to the posterior aspect maxillary tuberosity
and mediolaterally, it was extending from buccal aspect of
17, 18 to lingual aspects of 17, 18 region. The border of the
lesion was everted (Figure 1).

Fig. 1: A proliferative erythematous lesion measuring
approximately 2*2 cm

Later the patient is sunjected to radiological investigation
such as OPG and it revealed as ill-defined radiolucent area
with ragged margin measuring 3*2 cm extending from distal
aspect of 17 to the anterior aspect of maxillary tuberosity
(Figure 2).

Fig. 2: Ill-defined radiolucent area with ragged margin measuring
3*2 cm extending from distal aspect of 17 to the anterior aspect of
maxillary tuberosity

After co-relating all the clinical findings and radiological
findings, the provisional diagnosis was made as “Carcinoma

of the maxilla”. Later exfoliative cytology was carried out
followed by Incisional biopsy to confirm the diagnosis
and biopsy confirmed the diagnosis as Oral Squamous cell
carcinoma.

The TNM staging of this case is Stage IVA and
stage grouping T1N2aM0 as the size of the tumor was
approximately 2 cm and metastasis was seen in single
ipsilateral lymph node approximately 3 cm in size, without
any distant metastasis.

3. Discussion

In the Indian subcontinent region OSCC is one of the
commonest oral cancer is the most common cause of cancer
related death.5,9 It is more common in men than female in
developing countries, development of oral cancer in Indian
subcontinent is much common as a majority of people
consume pan-tobacco (a combination of betel leaf, lime,
are canut and sun dried tobacco).9 In recent studies it is
observed that OSCC is 11th most common cancer in male
and 15th most common cancer in female.10 The mean age
for diagnosis of oral cancer to be 61 years but 7% diagnosed
before 45 years and 2% diagnosed before 35 years of age.9

Etiological factors for OSCC is multifactorial. Both
the extrinsic and intrinsic factors are there, extrinsic
factors are tobacco consumption (both form of tobacco
smokeless and with smoke), alcohol, betel quid (paan)
and sunlight; and the intrinsic factors are malnutrition,
oncogenic viruses, iron deficiency anemia, bacteria,
candida, immunosuppression, oncogene and tumour
suppressor genes.9 Few heritable condition like fanconi
anemia,11,12 dyskeratosis congenital12 sometime associated
with OSCC has been reported.

In the developed countries tongue is the commonest
site for OSCC but in developing countries a large amount
of population consume betel quid and tobacco so the
commonest site of occurrence is buccal mucosa, as the
consumers place the tobacco and/or betel quid in the buccal
pouch13 but in our present case was observed in maxillary
tuberosity area without any tobacco related history.

Prognosis of OSCC is mainly based on distance
metastasis and it is better when it is well- differentiated
and without metastasis. However, most commonly, cases of
OSCC are not diagnosed in early stage which ultimately
leads to poor prognosis of the disease. Prognosis also varies
on numerous other factors related to the tumor or treatment
or to the patient.14,15

Radiographically, the bony defects seen in OSCC can be
classified as follows: (a) erosive- well defined margins of
the absorbed bone and (b) moth eaten- irregular, ill- defined
margins of absorbed bone.14 This present case shows, ill-
defined radiolucency with ragged margin measuring 2*2
cm.

Treatment modalities of OSCC includes primarily
a surgical excision followed by radiation therapy and
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chemotherapy as an adjunct treatment modalities.15 But it
depends on the severity of the growth.

4. Conclusion

As OSCC has various clinical displays, dentists should be
aware of all the traits of this disease. Numerous diagnostic
investigations have to be considered immediately after the
provisional diagnosis so that you can lessen the morbidity
and mortality rate. Accurate and timely diagnosis of the
disease is of extreme importance to deliver right treatment
modalities to the patients.
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