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INTRODUCTION
OSCC is one of the most common malignancies
worldwide which accounts for more than 90% of
all oral cancers. It is ranked as the sixth leading
cause of cancer mortality in the world and the
second cancer mortality in India.1 Commonest
sites of OSCC are the lateral and ventral aspect
of the tongue, floor of the mouth and buccal
mucosa.  Less frequently affected site for OSCC
is the gingiva which is about 10% of all OSCCs
and 91% of patients with gingival SCC aged above
66 years.2,3 Unlike other OSCC, gingival SCC is
least associated with tobacco abuse and has the
predilection for females. However, other authors
have reported a male predominance. Due to this
contradictory reports, it was suggested to analyse
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Case Report

Abstract Squamous cell carcinomas (SCC) of the gingiva make up only 10% of oral squamous cell carcinomas
(OSCC). The 5 year survival rate of gingival SCC is considerably less, compared to OSCC seen at other
sites, showing a poor prognosis. Since their initial signs and symptoms resemble common dental and
periodontal infections, gingival SCC often escape early detection, hence an early intervention. Gingival
carcinoma arises from keratinized mucosa, commonly in the posterior mandible and it destroys the underlying
bone causes tooth mobility. This article presents a case of a 59 year old male patient with no habit history,
presented with a painful extraction wound having proliferative growth past 3 weeks of extraction. The
patient was advised orthopantomograph (OPG) which revealed evident alveolar bone loss. Differential
diagnosis of alveolar osteitis, osteomyelitis and carcinoma of the alveolus were given. Incisional biopsy
confirmed the diagnosis of well differentiated squamous cell carcinoma of the alveolus. Thus, any nonhealing
extraction wound or a simple gingival lesion should strike a chord of suspicion, and biopsy should be
mandatory even for non-malignant appearing lesions.
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the cause of the male dominant tendency of
gingival SCC in Asian patients.4

Carcinoma of the gingiva is an insidious finding,
does not have the clinical presentation of a
malignancy and misdiagnosed as inflammatory
lesions of the periodontium. Gingival carcinoma
arises from keratinized mucosa, commonly in the
posterior mandible and destroys the underlying
bone causing tooth mobility.5

These tumors commonly arise in the edentulous
areas, it may also develop at dentate sites. Some
authors classified as a subset of OSCC, gingival
SCC is unique and some times mimic a multitude
of other lesions. The 5 year survival rate of
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gingival SCC is less as compared to SCC
developing at other sites, pointing a poor
prognosis.6 Hence, SCC of the gingiva should be
considered in the differential diagnosis while
dealing with gingival lesions particularly in elder
people.The similarity of early cancerous lesions
of the gingiva to common dental infections has
frequently led to delay in diagnosis or even
misdiagnosis .7

Occasionally, cases of carcinoma of the gingiva
appear to arise following extraction of a
tooth.However, if such cases are carefully
examined, it can usually be ascertained that the
tooth extraction was because of gingival/
periodontal lesion or mobility which in fact was
a tumor, unrecognized at the time of extraction.8

We herewith report such a case.

Case report
A 59 year old male patient presented recently with
pain in the extraction socket of 47, started after
few days of extraction. The pain was localized
and continuous in nature which was revealed by
analgesics. The extraction of 47 was done in our
college itself before three weeks due to pain and
pus drainage. Intraoral periapical radiograph
(IOPA) of 47 which was taken during extraction
showed alveolar bone loss mainly with distal root.
[Figure-1] RCT was suggested but the patient
preferred extraction. There was a history of
uneventful extraction of 48 due to pain and
mobility two months back. On examination the
extraction socket revealed a reddish proliferative
growth with surrounding gingiva swollen and
inflamed. [Figure-2]

He had no habit history in his life. His past medical
history didn’t reveal anything of significance.
OPG also revealed same finding of previous IOPA
taken during extraction. [Figure-3] Differential
diagnosis of alveolar osteitis, osteomyelitis and
carcinoma of the alveolus were given.

The excisional biopsy was done on same day and
as per surgeon note there was profuse bleeding
during incisional biopsy procedure, so decided for
excisional biopsy. He could see an inward

proliferative growth attached to gingiva extending
to bone. Histopathological sections showed
dysplastic epithelia invading the underlying
connective tissue stroma predominantly in the
form of islands with keratin pearls confirming
well differentiated OSCC of the right alveolus.
[Figure-4]. The patient was referred to oncologic
surgeon and underwent conservative surgical
excision as it was in the initial stage.

Figure-1 Original image of IOPA with 47
showing bone loss mainly with distal root

Figure-2 Original clinical image of proliferate
growth in the extraction socket of 47

Figure-3 Original image of OPG showing bone
loss mainly with distal root 47
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Figure-4 Histological original image shows
dysplastic gingival epithelium invading in to the

connective tissue in the form of islands with keratin
pearls confirming well differentiated squamous cell

carcinoma of the right alveolus. (4X)

Discussion
OSCC is a major global public health hazard with
5,00,000 new cases diagnosed yearly.9 The
commonest etiologic factors associated with
OSCC are smoking and smokeless tobacco, at the
general risk fourfold. Phenol use, exposure to
ultraviolet radiation, iron deficiency, candida
infections, oncogenic viruses and
immunosuppression may play much smaller roles
in etiology.  10Despite rapid advances in treatment
modalities and the oral cavity is amenable to
routine screening and clinical examination for
malignant changes, oral cancer still remains a life
threatening disease with poor prognosis and
survival. This is attributed mainly to delayed
diagnosis or misdiagnosis which is due to varied
site related clinical presentation, mimic benign
oral lesions.11Gingival OSCC is more aggressive
and in its early stage resembles common mucosal
infection, leads to a delay in diagnosis, treatment
and making the prognosis grave. Gingival SCCs
carry a higher risk of metastasis owing to its
proximity to the underlying bone which invites
early invasion.2

In this reported case, which was also initially
misdiagnosed as periodontal lesion as there was
absolutely no clinical features suspecting gingival
OSCC, subsequently an extraction was done
without curettage based on the expert opinion.
RCT was suggested but patient wanted extraction

which favoured early diagnosis OSCC. This case
suggests the need of follow up after extraction to
ensure healing. Misdiagnosis of gingival SCC
leads to invasive procedures such as curettage and
extraction of the tooth worsens the prognosis and
increase the risks of distant metastases.12 Eun–Joo
Choi et al. did a study on the prognosis of gingival
OSCCs in dentate patients diagnosed after
invasive procedures like curettage and extraction.
They found that bone invasion was seen in 75.8%
patients who underwent invasive procedures and
in the rest 24.2% patients bone invasion was not
found after extraction probably it was done
without curettage. This suggests that extraction
of floating teeth without curettage may not
disseminate the cancer cells into the bone
marrow.4

Proliferative growth in extracted socket can be
due to metastatic malignancies from lung, kidney,
liver, prostate, and colorectal. 13 Similar case
presentations can be seen with brown tumour,
non-Hodgkin lymphoma etc.14,15  The prognosis
with gingival carcinomas depends on the
histological grading and clinical extent of the
tumour. A well differentiated early OSCC, as in
our case is generally considered to have a
favourable prognosis. However, the most
important factor for the prognosis is the clinical
stage of the disease. For small and localized
tumour, the 5 year cure rate is around 60%~70%
and if cervical nodal metastasis occurs, the
survival rate is about 25% suggesting importance
of early diagnosis.7 It is prudent to do biopsy of
any unexplained oral lesion which persists for 2
weeks following removal of suspected cause for
early diagnosis of malignancies.7 Treatment of
carcinomas of gingiva is generally a surgical wide
excision. Radiation therapy of carcinoma of
gingiva is avoided due to risk of osteora
dionecrosis.8

Conclusion
Our case showed that clinicians must be aware
that gingival /alveolar carcinoma may initially
present as common lesion that leads to
misdiagnosis or delayed diagnosis. Thus careful
evaluation and follow up are necessary for the
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early diagnosis and better prognosis. This report
reiterates the importance of submitting all gingival
biopsies for histopathological examination and the
need of mandatory follow up after extraction to
ensure normal healing as well.

References
1. Warnakulasuriya S. Global epidemiology of

oral and oropharyngeal cancer. Oral Oncol
2009;45:309 16.

2. Yoon TY, Bhattacharyya I, Katz J, Towle HJ,
Islam MN. Squamous cell carcinoma of the
gingiva presenting as localizedperiodontal
disease. Quintessence Int 2007;38:97 102.

3. Seoane J, Varela Centelles PI, Walsh TF,
Lopez Cedrun JL, Vazquez I. Gingival
squamous cell carcinoma: Diagnostic delay
or rapid invasion? J Periodontol 2006;
77:1229 33.

4. Choi EJ, Zhang X, Kim HJ, Nam W, Cha IH.
Prognosis of gingival squamous cell
carcinoma diagnosed after invasive
procedures. Asian Pac J Cancer Prev
2011;12:2649 52.

5. Vishnudas B, Mahurkar V, Silva ID.
Carcinoma of gingiva stimulating epulis – A
case report. JIAOMR 2003;2:49 52.

6. O’Sullivan B, Shah J. New TNM staging
criteria for head and neck tumors. Semin
Surg Oncol 2003; 21:30 42.

7. Bharanidharan R, Dineshkumar T,
Raghavendhar K, Kumar AR. Squamous cell
carcinoma of the gingiva: A diagnostic enigma.
J Oral Maxillofac Pathol 2015; 19:267.

8. Sheikh S, D’souza J. A case of well
differentiated squamous cell carcinoma in an
extraction socket. J Indian Soc Periodontol
[serial online] 2012; 16: 602-5.

9. Tsantoulis PK, Kastrinakis NG, Tourvas AD,
Laskaris G, Gorgoulis VG. Advances in the
biology of oral cancer. Oral Oncol 2007; 43:
523 34.

10. Neville BW, Damm DD, Allen CM, Bouquot
JE. Oral and Maxilloacial Pathology. 2nd ed.
Philadelphia: Saunders; 2002.

11. Saleh A, Kong YH, Vengu N, Badrudeen H,
Zain RB, Cheong SC. Dentists’ perception of
the role they play in early detection of oral
cancer. Asian Pac J Cancer Prev 2014;15:229
37.

12. Kusukawa J, Suefuji Y, Ryu F, Noguchi R,
Iwamoto O, Kameyama T. Dissemination of
cancer cells into circulation occurs by incisional
biopsy of oral squamous cell carcinoma. J Oral
Pathol Med 2000;29:303 7.

13. Erkilic S1, Keskinruzgar A, Bozdag Z,
Gunhan O. Metastasis of a Renal Collecting
Duct Adenocarcinoma to the Oral Cavity
After Tooth Extraction. J Craniofac Surg.
2017 Jun;28(4):e398-9.

14. Natalie Bradley. Neha P Shah, Selvam
Thavaraj and Jerry Kwok, et al. “Brown
Tumours: A Case of a Non-Healing Tooth
Socket”. EC Dental Science 10.6 (2017):
174-8.

15. Mortha N, Majumdar S, Uppala D, Kotina
S. Lymphoma in an extraction socket. J Oral
Maxillofac Pathol 2019; 23:S12 6.

Tibin, et al.: Oral squamous cell carcinoma in an extraction socket - A diagnostic enigma - IJADSR


	IJADSR_Cover_Vol-1_Issue-1_2021 January
	IJADSR_Contents_Vol-1_Issue-1_2021 January
	Tibin K. Baby MDS1, Sunil S2, VineshUdayakumar3,_IJADSR_Issue 1

