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Malignant Jaw Tumours:

Malignancies are usually encountered in the upper jaw. Those in the mandible are rare. The upper jaw malignant tumours are:

1. Columnar cell cancer – Carcinoma Maxillary Antrum

2. Osteogenic sarcoma

3. Squamous cell carcinoma – from epithelium overlying hard palate, tooth socket, gums.

4. Invasion of Maxilla by sarcoma of Ethmoid

5. Lymphoma – Burkitt Tumour

Osteogenic Sarcoma: Seen in women over 40 usually, men are infrequently involved. It is usually of periosteal variety and the anterior part of the bone is usually involved. Later the palatal and nasal walls get affected. Pain, nasal obstruction and epiphora usually occur late in the disease. Histologically it is of round cell variety, but rarely it is highly differentiated fibro-myxochondroma. Treatment is radiotherapy and outcome is fatal.

Carcinoma Maxillary Antrum: This is the commonest jaw malignancy and is seen beyond the age of 40, almost equal in both the sexes. Most of the patients have associated secondary infection of nasal sinuses.

Clinical features – A line diagonal drawn from the inner canthus of the eye to the angle of the mandible divides the maxilla into two parts a lower antro-alveolar and an upper antro-ethmoidal. Tumours in the antro-alveolar segment present with – 

· Bulge in lateral nasal wall

· Bulge on the palate

· Pain in teeth, not relieved by regular dental check up

· Foul purulent blood stained discharge from nose

· Free bleeding associated with antral puncture

Tumours originating in the antro-ethmoidal segment present with

· Bulge on the anterior face

· Frog face

· Proptosis and diplopia

· Epiphora

· Intra-cranial extension medially and Infra-temporal extension laterally –

·  Trismus - involvement of pterygoid muscles

· Palatal anaesthesia – involvement of greater palatine nerve

Metastasis occurs late in the disease and the jugulo-digastric LN is first to be involved. In 1/3 of the cases, metastasis is seen as the first presenting symptom. Lymph nodes are only involved when the antrum is breached and lymphatic-rich hard palate and cheek get involved.

Biopsy: This is best done by a diagnostic Caldwell-Luc operation. Antral lavage for exfoliative cytology is a poor second choice. Under General Anaesthesia with oral intubation and packing an intra-oral incision 2.5cm long is made in the bucco-labial sulcus centered over the canine fossa. The muco-periosteum is elevated and a 1 to 1.5 cm window is made in the anterior wall of the antrum. Biopsies are taken through this port.

Treatment: A judicious combination of Radiotherapy and Surgery is employed

Step 1. A course of high voltage radiation 6000Rads in 6 weeks or Gamma Ray from teleradium unit.

Step 2. Once the inflammation of Radiotherapy subsides in 6 – 8 weeks surgery is performed. The purpose is to remove any residual growth and take geographical biopsies to exclude any histological evidence of the disease. This is done either by palatal fenestration or by nibbling away the lateral nasal wall with inferior and middle turbinates, a procedure called as Lateral Rhinostomy.

Step 3. This depends on the presence or absence of residual disease in the antrum. In 30% cases there is no residual disease and a functioning dental obturator is provided as well as regular follow up is kept. In the remaining cases in the maxillary obturator is filled with wax in which radium tubes are put for brachy-therapy. In ethmoidal and sphenoidal extensions radium needles are inserted directly into these regions.

Recurrences are treated by total maxillectomy by Waber Ferguson incision or Radical maxillectomy, which includes the eye and cribriform plate by adding a Diffenbach extension and / or bicoronal incision with frontal craniotomy. With the introduction of intratracheal anaesthesia these surgeries now have low mortality and surprisingly very little postoperative deformity. Presence of lymph nodes in the neck demands a radical neck dissection. Cytotoxic drugs are also used for recurrences with limited success.

Malignancies of the Mandible: This is rarely a site for primary or even secondary tumour, though it often gets directly involved in carcinomas originating from the tongue, floor of mouth or gingivo-labial / gingivo-buccal sulcus. Another method of neoplastic involvement is from the involved facial lymph node lying in juxtaposition to the mandible near the Facial artery groove. The node once involved may invade the mandible. As radiation routinely causes osteo-radio necrosis of the mandible, the treatment remains hemi-mandibulectomy followed by mandibular reconstruction by free iliac bone graft or vascularized fibula.

Benign Jaw Tumours:

A. Fibro-osseous group

- Fibrous dysplasia

· Monostotic – Leontiasis ossea

· Polyostotic

- Cherubism

- Paget’s Disease of Jaw

B. Giant cell tumours

· Giant cell reparative granuloma

· Aneurysmal bone cyst

· Osteoclastoma

· Brown Tumour of Hyper-parathyroidism

Fibrous dysplasia of the bone is a lesion of unknown aetiology, uncertain pathology, diverse histology, which although is not strictly a neoplasm but behaves like one. It is a developmental derangement of bones caused by an aberrant activity of bone forming mesenchymal tissue resulting in abnormal proliferation of undifferentiated mesenchymal bone forming cells. The bony lesion exhibits general histological features of fibrosis with varying degree of simultaneous resorption and repair. The disease is either Monostotic or Polyostotic. The latter is further classified into:

1. Fibrous dysplasia involving variable number of bones although most of the skeleton is normal and accompanied by pigmented lesions or café-au-lait spots – Jaffe type

2. A more severe disease involving nearly all he bones of the skeleton, accompanied by pigmented skin lesions and endocrine disturbances of various types – Albright’s syndrome

Monostotic fibrous dysplasia is a totally different disease altogether and will not march on to become polyostotic type. It also does not manifest extraskeletal lesions as seen in the polyostotic variety.

Treatment of Polyostotic fibrous dysplasia is aimed at achieving facial symmetry and not at total extirpation of tumour. Monostotic lesions in the mandible are excised en-block and the mandible is reconstructed by vascularized bone graft.

Paget’s Disease of the Jaws: This may be a part of generalized Paget’s disease or confined mainly to the jaws. A differential diagnosis of Polyostotic Fibrous dysplasia, but it occurs in older people, it is painful, and radiological appearance of teeth, if they are any, show apical club shaped swellings – cementosis. Treatment is aimed at achieving facial symmetry by bone contouring. Sarcomas develop more often in the jawbones affected by Paget’s disease.

Giant-cell reparative granuloma: Seen more frequently in females than in males, and nearly always between the age of 10 and 25, there is usually a history of trivial trauma and a painless swelling in the jaw, usually the mandible. X ray reveals expansion of both tables with a uni-locular or multi-locular cystic appearance. Other giant cell tumours are always in the differential diagnosis along with ameloblastoma. The lesion is not locally malignant and so if the inner table is thick, we can treat it by curettage and bone chip filling. Should the condition recur, hyper-parathyroidism should be suspected, as even histologically it is very difficult to distinguish it from Brown Tumour of Hyper-parathyroidism.

