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Pre Cancerous lesions of the oral cavity

These can be subdivided into three categories:

1. Lesions definitely considered potentially malignant

· Leukoplakia

· Erythroplakia

· Chronic hyperplastic candidiasis

2. Lesions associated with higher than normal incidence of oral cancer

· Oral Submucous fibrosis

· Syphilitic glossitis

· Plummer-Vinson syndrome – Sideropenic dysphagia

3. Lesions which have doubtful association with oral cancer

· Oral Lichen planus

· Discoid lupus erythematosus

· Dyskeratosis congenita

Leukoplakia: The six aetiological factors are Smoking, Sepsis, Syphilis, Sharp tooth, Spirits and Spices to which a seventh ‘Susceptibility’ can be added. Leukoplakia is a slowly progressive hyperkeratosis, mild changes being wide spread in the orothellium, but more severe changes are seen in smaller patches within the widespread area of mild changes. Four stages are recognizable:

· Stage 1. Mild thickening of surface and a thin milky film over a widespread area

· Stage 2. Seen within stage 1. zone, the mucosa appears as if covered with areas of smooth paint

· Stage 3. The surface thickens further, becomes irregular like wrinkled paint

· Stage 4. Little warty projections appear. This is the stage of ‘cancer in situ’.

The instability of mucosa allows another phenomenon to get superimposed on this pattern – desquamation. Now red glazed patches of smooth mucosa appear. Microscopically there is rapid multiplication of epidermal cells and chronic inflammatory changes in dermis. Epidermal changes are acanthosis, parakeratosis, and dyskeratosis and finally epithelial pearls are seen in epidermis – ‘cancer in situ’. The distribution may be generalized or at specific sites of chronic irritation like places where tobacco, paan masala or gutka are held.

Treatment - Biopsy to confirm the diagnosis and indicate any epithelial dysplasia. Any indurated white patch, particularly warty excrescence, appearing in an adult mouth should always be subjected to histology to rule out malignant transformation. Radiotherapy may improve the clinical appearance but increase the likelihood of malignant disease, and this, if it occurs, will probably be resistant to further radiotherapy. Abstinence from tobacco, alcohol, hot and spicy food and steaming hot beverages is a must.

Distribution of oral cancer:

1. Oral cavity – Lips, Floor of mouth, Tongue, Buccal mucosa, Alveolus upper and lower, Hard palate, Retro molar trigone

2. Oropharynx – Base of tongue, Tonsillar region, Soft palate, Pharyngeal wall

3. Supra glottic, Glottic and Sub glottic region

4. Hypopharynx, Pyriform fossa, Post cricoid pharynx

5. Nasal cavity, Nasal vestibule, Nasopharynx and Para nasal sinuses

Incidence and Aetiology: This is among the commonest cancer in South-East Asia. Males are 5 times more affected. The commonest age group is 40 – 65 years. Tobacco in all its form – chewed, smoked, sniffed, paan masala, gutka is the commonest aetiological factor and chronic irritation comes a distant second.

Staging of the disease: This is best done by the TNM classification in which T stands for Tumour, N for the Nodal status, and M for Secondary malignant deposits. An enlarged lymph node may not always be a secondary as it can be involved due to secondary infection as well. Conversely a lymph node, which is impalpable, may still be site of malignant deposit. The TNM classification evaluates the cancer thus:

T status
Description


N status
Description

Number
Side

Tx
No available information

Nx
Nodes can’t be assessed
-
-


T0
No tumour


N0
No palpable nodes
-
-


TIS
Carcinoma in situ


N1
Palpable LN </=3cm
Single
Ipsilateral.

T1
2cm or less


N2a
LN >3cm but <6cm
Single
Ipsilateral

T2
2-4 cm



N2b
LN >3cm but <6cm
Multiple
Ipsilateral

T3
More than 4 cm.


N3a
At least 1 LN >6cm
Multiple
Ipsilateral

T4
>4cm with deep invasion, invol-
N3b
At least 1 LN>6cm
Multiple
Bilateral


ving antrum, pterygoids, base of


tongue, neck skin


N3c
-


-
Contralateral

Cancer Tongue:

Clinical Picture: Most frequently seen in the lateral margin and anterior 2/3 of tongue. A small warty outgrowth, an ulcer, a fissure or an indurated mass which refuses to heal. Large number of patients fail to notice or disregard these early lesions and on an average take 5-6 months to come because of:

· Pain – in the tongue or referred to the ear. The lingual nerve is involved and the pain is referred to another branch of the 3rd. division of V cranial nerve – the auriculo-tempoal nerve.

· Salivation – Profuse salivation, blood stained in later stages as swallowing and disposal of saliva is hampered

· Dysphagia – difficulty in swallowing, more pronounced in the posterior 1/3 lesions

· Ankyloglossia – Tongue cannot be fully protruded and deviates to the affected side. Extensive infiltration into lingual musculature and floor of mouth is the cause, resulting in frozen tongue.

· Inability to articulate clearly in anterior lesions and early alteration of voice in posterior lesions

· Foetor – poor disposal of saliva and secondary bacterial stomatitis

· Lump in the neck – Secondaries in the neck nodes.

Spread of the disease: The disease spreads by local invasion, lymphatics and blood stream. 

- Local invasion: Anterior 2/3 lesions starting in the lateral margin may spread to the floor of mouth or cross the midline. Posterior 1/3 lesions spread to the corresponding tonsil, epiglottis and soft palate.

- Lymphatic: 50% of lymphatic from anterior 2/3 of tongue and floor of mouth traverse the periosteum of the mandible to reach the sub mental and Submandibular LNs. Posterior 1/3 lesions because of their secluded position and consequently late diagnosis often present with Jugulo-digastric nodes

- Haematogenous: 2% of tongue cancers, invariably posterior 1/3 lesions spread by blood stream

Terminal events: Unsuccessfully treated, the disease runs a variable but invariably fatal course. Death is by:

1. Inhalation bronchopneumonia – from superadded sepsis

2. Cancerous cachexia and starvation

3. Haemorrhage from primary growth or nodes eroding carotid artery

4. Asphyxia because of oedema of glottis or secondary nodes pressing upon the airway

Histology – Squamous cell carcinoma mostly, at times Melanoma

Treatment: A cancer has three basic modalities of treatment Surgery Radiotherapy and Chemotherapy. Preliminary measures must be first take to establish the diagnosis by an incision biopsy or exfoliative cytology. The oral hygiene must be improved by frequent antiseptic mouthwashes, dental treatment for carious teeth and gingival sepsis, and oral antibiotics if need be.

Lesions in the posterior 1/3 of tongue and T1 lesions I the anterior 2/3 of tongue are best treated by radiotherapy. Radiotherapy is of two types – Brachytherapy or interstitial irradiation, by radium needles, Radon seeds or radioactive tantalum wires and Tele Cobalt therapy, by Cobalt 60 radiation beam. Brachytherapy is for single T1 lesions in anterior 1/3, with no involvement of floor of mouth or mandible. Tele Cobalt is for posterior 1/3 lesions and extensive lesions.

Surgery is indicated for biopsy, less than 1 cm. Lesions, recurrences and residual lesions after radiotherapy, anterior 1/3 lesions and management of lymph nodes. 

1.For anterior 1/3 lesions <1cm. a wide excision with a 1 cm. tumour free margin all around is done. 

2.For larger lesions, once irradiated, the residual disease is treated by a sub-total glossectomy or a hemi glossectomy. A proper approach to the posterior tongue necessitates a mid line lip split and a mandibulotomy and mandibular swing. After removal of the tumour the mandible and the lip are repaired.

3.Where the growth involves or reaches within 2 cm. of the jaw, a segmental mandibulectomy from lingula to the mid line is required along with the tumour. If the division of the mandible includes the attachment of genio-hyoid and genio-glossus muscles, a tracheotomy is a must to prevent tongue fall and airway obstruction post operatively.

4. If lymph nodes are involved then 2 and 3 is combined with block dissection of the neck nodes. This mega procedure is called Commando operation.

