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Investigative aspects

1. Routine blood and serological examination – assess the general well being

2. Radiological:

· Plain X ray is of limited value as changes are only evident in late stages when at least 50% of the calcified bone component is lost. 

· OPG of the jaw helps us to assess the alveolar and astral involvement. C.T. scan is of immense value in assessing involvement of posterior situated lesions, antrum, and pterygoid and infra-temporal involvement.

· Ultrasonography of abdomen is best for assessing hepatic involvement. 

3. Histology: Incisional biopsy – marginal or wedge, and Excisional biopsy for small lesions to establish the diagnosis

Therapeautic aspects:

Prevention: Avoid predisposing factors like tobacco in all its form, sepsis, spirits, sharp edge tooth, submucous fibrosis etc. An early excision of all pre malignant conditions like Leukoplakia, cessation of smoking / chewing / sniffing tobacco, eradication of infection, grinding of offending sharp tooth will all go a long way to prevent oral cancers.

Cure: The single most important determinant of cure is ‘early diagnosis’. Depending upon the location and histology, the choice of treatment lies between surgery, radiotherapy or a combination of both. The rationale of treatment is to adequately control the disease locally and to achieve full controlling the regional territory. The first attempt of treatment is the best attempt and so the treatment modality should be chosen with great care. In India the economical and logistic factor should also be kept in mind while suggesting therapy.

Surgery





Radiotherapy

Limited tissue is subjected to treatment

Avoids the danger of major Surgery

Duration of treatment is short


No tissue removal – cosmetic/functional restoration

Avoids complications of Radiotherapy

Lymph nodes are not effectively treated

Pathological staging possible


No tissue obtained for histology or staging

Surgical salvage is better after radiotherapy

Osteo radio-necrosis of mandible is fatal

A course of Pre operative Radiotherapy or Chemotherapy using Cis Platinum, Bleomycin and Methotrexate can improve the outcome of surgery. This is called induction therapy. A similar course can be prescribed in the postoperative period and then it is called adjuvant therapy. Adjuvant radiotherapy is indicated for taking care of micro-metastasis and thus reducing the chances of recurrences. Post surgical recurrences are usually local as surgery ensures nodal clearance. Post radiotherapy recurrences can be both local and nodal and the treatment is surgery.

Palliation: When the tumour is untreatable then the miseries of the patient are relieved by palliative means

1. Radiotherapy for large primaries, even when unresectable Secondaries are present in the neck

2. Surgery for intra-oral recurrences after radiotherapy, even when neck nodes are not resectable.

3. For pain of advanced growth – Trigeminal and Cervical plexus block using 5%Phenol

4. Antibiotics – to reduce pain of secondary infection

5. Morphine and other opiates in severe pain

6. Eusol, Hydrogen peroxide, deodorant aerosols to reduce foetor and increase social acceptance

Cancer Lip:

Presenting as a non-healing ulcer it is usually seen in the lower lip (95%) at the vermilion border, away from the line of contact with upper lip, less than 15% are in the mid line. U.V. radiation of the sun is an important predisposing factor. The tumour spreads laterally and may involve the mandible. LN metastasis is late. Less than 1/3 of the lower lip can be excised as a V and closed primarily. For larger lesions a lip switch is indicated – tissue from upper lip is used to recreate the lower lip.

Cancer Cheek / Buccal mucosa:

Presenting in the buccal sulcus, where the tobacco quid is habitually held, it appears like a fungating ulcer with everted edges or a cauliflower like growth. An area of Leukoplakia all around is not uncommon. Other clinical features are foetor, increased salivation, pain, and difficulty in swallowing and later when the pterygoids are involved – trismus. Local spread can involve the mandible and nodal spread can take the tumour to sub-mandibular and jugulo-digastric group of lymph nodes. Treatment is both by radiation and by surgery. Smaller lesions can be excised with a 1 cm tumour free margin and sent for biopsy, particularly to assure the marginal and depth clearance. The resultant defect is covered with a split skin graft. Larger lesions require a Commando operation, wide excision, segmental mandibulectomy, radical block dissection of neck and an elaborate reconstruction of the oral lining, covering skin and the mandible in between.

Carcinoma Retromolar Trigone: 

This area anatomically is the medial surface of the ascending ramus of mandible. Tumours at this site invade the ascending ramus and the pterygo-mandibular space (infra-temporal fossa). A CT Scan can detect early involvement but by the time it is clinically apparent, the pterygoid muscles are involved and the patient is in trismus. Treatment of early lesion is surgery, but trismus is a contraindication of surgery and these patients are treated by radiotherapy.

Carcinoma Alveolus:

This is usually arising in the gingivo-labial or gingivo-buccal sulcus, close to the alveolus, where the tobacco quid is habitually retained, and the alveolus get involved by local spread. The lesion may be ulcerative or exfoliative and verrucous and the oral hygiene is invariably poor. The disease spreads locally along the sulcus and the length of the alveolus to the retro molar region, and by lymphatics to the sub-mental, sub-mandibular and jugulo-digastric lymph nodes. Treatment is a Commando operation, wide excision, segmental mandibulectomy, radical block dissection of neck and an elaborate reconstruction of the oral lining, covering skin and the mandible in between. Post operative radiotherapy is a useful adjuvant therapy. In the upper alveolus total maxillectomy followed by radiotherapy is recommended.

Carcinoma Floor of Mouth:

These are notorious as they spread very early to the mandible and to the under surface of the tongue. Treatment is surgery, which involves wide excision including partial or sub-total glossectomy, segmental mandibulectomy, radical block dissection of neck nodes – ipsilateral or bilateral, and an elaborate reconstruction of the floor of mouth, mandible and skin cover of face. Radiotherapy is used as a useful adjuvant therapy.

Block dissection of Neck Nodes:

The term signifies an attempt to excise the oral cancer and the regional lymph nodes in the neck en-block along with all intervening tissues including the mandible and all the lymphatics. This can only be achieved by excising the anterior portion of the carotid sheath, the internal jugular vein, the sternomastoid, omohyoid, stylohyoid and digastric muscles, the spinal accessory and ansa hypoglossi nerves and contents of Submandibular triangle. In addition including the platysma muscle with the removed specimen ensures a wider field and more adequate resection, within which the tumour, the intervening lymphatics, and lymph nodes are treated as untouchable entity.

When there is primary lesion available for biopsy, cervical nodes should never be biopsied, as dissection of neck without prior biopsy will give a greater cure rate. A radical neck dissection will have to include the scar of biopsy, if there has been a prior biopsy. 90% of clinically positive nodes are tumour positive histologically. 70% of the time neck with a palpable node will have other positive nodes histologically, hence the rationale of radical neck dissection. Clinically negative necks will have 25-50%microscopic node positivity, so for a T2 and more lesions even N0 necks should be subjected to radical neck dissection

Reconstruction:

Reconstruction, after surgical ablation is vital as this decides the quality of life post-operatively. We assess what we have excised in 3 dimensions, and try to reconstruct tissue for tissue. Hence typically in a cancer alveolus we have a lining mucosa defect, a bone defect and a covering skin defect. So all these three elements need to be reconstructed. The aim is to achieve the pre disease status both functionally and aesthetically. The mucosa and skin defects are covered by flaps from locally available tissue like the Tongue flap, flaps from distant tissue like the Pectoralis major myo-cutaneous flap or free flaps which are transferred by microvascular anastomosis of their arteries and veins to the arteries and veins in the recipient site like the Radial forearm flap. The mandibular reconstruction is only done when long term survival is assured. We can either use vascularized bone grafts like the Iliac crest on the deep circumflex iliac artery and veins or the fibula on the Peroneal vessels, or we can opt for metallic implants like Titanium mesh in which cancellous bone can be packed with autogenos fibrin glue. An ideal mandibular reconstruction allows implantation of osteo-integrated implants, which can support teeth bearing prosthesis that, ensures proper occlusion, and satisfactory mastication. Reconstructed mandible ideally provides attachment to tongue muscles, defines the profile of lower third of face and assists in obtaining proper occlusion.

