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Maxillary squamous cell carcinoma: diagnosis
and evolution of an inoperable case
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Abstract

Introduction: Squamous cell carcinoma (SCC) is a malignant neoplasia,
originating from the oral lining epithelium, responsible for approximately
90-95% of malignancies in this location. Incidence and mortality
rates for oral SCC may vary due to personal habits, socioeconomic
characteristics, environmental factors and quality of health care. This
study reports the aggressive evolution of SCC with a delayed diagnosis
and the impossibility of immediate curative therapy. Case report: A
47-year-old brown male patient, smoker and drinker was referred
by a primary health care center to the Stomatology Clinic at UFPR
(Federal University of Parand). The diagnosis of well-differentiated
SCC was confirmed by histopathological examination. The patient
was referred to a specialized service where an oncology team defined
the case as inoperable due to lung function limitations and advanced
tumor staging. The patient underwent lung physiotherapy sessions
until reaching clinical conditions to undergo oncologic therapy which
included radiotherapy and chemotherapy. Conclusion: The reported case
highlights the importance of establishing an early diagnosis for SCC.
There is a need of facilitating and speeding the access to both health
care services and information that lead patients to seek professional
assistance as soon as the first disease signs appear.
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Introduction

Squamous cell carcinoma (SCC), sometimes
referred to “spinocellular carcinoma” or “epidermoid
carcinoma”, accounts for 90% of the malign neoplasias
occurring in the oral mucosa [2, 6, 7, 9, 15]. It more
frequently affects male individuals between the fourth
and sixth decade of life, more commonly occurring at
the tongue and mouth floor [2, 7, 12, 15]. Its etiology
is multifactorial comprising environmental, social,
and behavioral factors with smoking and drinking
habits accounting for its main etiological agents
6, 7,9, 12, 15].

The initial clinical aspect can vary among either
leukoplakic, erythroplastic or leukoerythroplastic
aspect. Its growth can be either exophytic or
endophytic, leading to an aspect with stiffened base
and areas of necrosis. In most advanced cases, in which
the underlying bone was affected, the radiographic
examination can show radiolucent areas without
defined limits. The definitive diagnosis is obtained
through histopathological examination which also
determines the type and stage of the lesion [6, 7].

Early diagnosis is fundamental to choose the
treatment management, its onset, and consequently
the prognosis and the patient’s survival [2, 13, 15].
The treatment choice — surgery, chemotherapy and/or
radiotherapy — depends on the clinical staging and the
degree of histopathological differentiation of the tumor
[6]. The best index of SCC prognosis is the moment
of its diagnosis so that the advanced staging has
been frequently associated with high mortality rates
[13]. The survival rate of patients with head and neck
malign neoplasia is of 76% in early diagnosis cases,
41% in cases of metastasis in cervical lymph nodes
and 9% in cases of metastasis in the neck area [2].
Notwithstanding, the advancements in therapy and
care patterns seem to play an important role in the
moderate increasing of the survival rate [13].

Although early diagnosis can be performed by
either the dentist during routine appointments or the
patient through self-examination, most cases are late
diagnosed [5, 9, 11, 13, 15].

The aim of this present study is two-fold: to
report a clinical case of malign neoplasia affecting
the maxilla, aggressive and inoperable, in a patient
with prolonged history of exposition to the main risk
factors; to discuss the treatment managements and its
consequences in late diagnosing and advanced staging
of the disease, considering the comorbidities identified
in the comprehensive health state of the patient.

Case report

A 47-year-old male patient was referred to the
Discipline of the Stomatology of the Federal University
of Parana by a primary care center with main
complaint of a “swelling in the face”. According to the

patient, the swelling had appeared after the removal
of a maxillary tooth. During anamnesis, the patient
reported he consumed alcoholic beverage daily and
smoked three packages per day since his 18 years
old. He also reported to not practicing exercises and
not having any systemic alterations.

At extraoral clinical examination, it was observed
a significant volume increasing at the right zygomatic
area with signs of inflammation (figure 1A and
B). At intraoral clinical examination, an irregular
nodular mass was seen measuring 3 cm in its higher
diameter, localized at the maxillary right side on the
alveolar ridge, vestibule bottom and palate with a
color among pinkish, reddish and whitish, firm to
palpation and asymptomatic. The oral hygiene was
poor with advanced periodontal destruction (figure 2).
Panoramic, lateral, profile and posterior-anterior
radiographs were obtained and revealed an extensive
radiolucent area with vaguely defined limits located
in the area of teeth #13 to #16 closer to the lesion
(figure 3).

Figure 1 - Initial extraoral clinical aspect: A - frontal
view; B - lateral view

Figure 2 - Initial intraoral clinical aspect
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Figure 3 - Initial radiographic image showing large bone destruction

The diagnosis hypothesis was suggested as malign neoplasia of conjunctive tissue. At the same
appointment, an incisional biopsy was carried out whose histopathological examination described well-
differentiated, invasive and ulcerated squamous cell carcinoma (figure 4A and B).

Figure 4 - Histological image: A - x100 magnification; B - x400 magnification

The patient was referred to the Oncology
Service of the Erasto Gaertner Hospital, in the
city of Curitiba, Parana, Brazil. The hospital team
considered the lesion as inoperable because of
its dimensions, therefore opting by radiotherapy
treatment as the first choice.

During stomatology revaluation, after three
weeks, it was observed the increasing of the lesion
(figure 5A and B), with poor oral hygiene, right
nose suppuration, without painful symptomatology

(figure 6). It was prescribed Amoxicillin 500 mg
and 0.12% Chlorhexidine Digluconate to prevent
secondary infection. The patient returned 6 weeks
later showing visible weight loss increasing of
the swelling worst oral hygiene with foul odor,
displacement of the teeth near to the lesion, nasal
suppuration and pain (figure 7). Notwithstanding,
the surgery was still impossible. The aforementioned
prescription was maintained until the surgery
would be possible.
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Figure 5 - Extraoral clinical aspect three weeks after the first appointment: A - frontal view; B - lateral view

Figure 6 - Intraoral clinical aspect three weeks after the  Figure 7 - Intraoral clinical aspect six weeks after the
first appointment first appointment
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The patient was diagnosed with limited respiratory function and underwent 40 sessions of pulmonary
physiotherapy. Only after that, the oncological treatment could be started.

At first, this comprised chemotherapy for four appointments, which had to be ended because the
comprehensive health of the patient had worsened. Then, radiotherapy was chosen.

The radiotherapy appointments (n = 35) were daily executed together with chemotherapy (figure 8).

Initial evaluation at the Discipline of Stomatology
and referring to the specialized service

Definitive diagnosis
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Figure 8 - Timeline comprising from the initial appointment to the case conclusion

Parenteral nutrition was introduced during
radiotherapy, once the patient had difficulty in
chewing and swallowing,.

Palliative treatment was continued for pain,
swelling and infection controlling (codeine,
dexamethasone, benzoilmetronidazole and
omeprazol). Also, the physiotherapy exercises
were maintained to preserve the muscle and lung
condition. After 45 weeks since the definitive
diagnosing at the Erasto Gaertner Hospital, the
tumor mass reduced at the right zygomatic area
but the patient still exhibited nasal suppuration
with skin fenestrations which had been treated with
metronidazole ointment and cleaning with saline
solution (figure 9). At intraoral examination, there
was advancement of the maxillary involvement
including the left side, with degree 3 mobility in
the teeth #24 and #25. The area directly affected
by radiotherapy presented extensive areas of tissue
necrosis. The patient still showed poor hygiene

with dental calculus, and hairy tongue (figure 10).
The prescription of 0.12% chlorhexidine digluconate
was maintained during all the stages of the
treatment.

Figure 9 - Extraoral clinical aspect 45 weeks after the
definitive diagnosis
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Figure 10 - Intraoral clinical diagnosis 45 weeks after
the definitive diagnosis
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In February, 24, 2013 the patient passed away
because of neoplastic cachexia.

Discussion

Similarly to other malign neoplasias, the earlier
the diagnosis of squamous cell carcinoma, the better
it prognosis [7, 8]. Notwithstanding, in this case
report, the patient only sought for help when the
disease was at an advanced stage. Such fact has
been frequently described in the literature (2, 7, 9,
12], and late diagnosis will result in more aggressive,
expensive and disfiguring treatment, with poor
quality of life and shorter survival rate [3, 7].

The lack of attention of both the patient and
the dentist accounts for the delay in obtaining the
diagnosis [11]. Because of the lack of symptomatology
at the initial stages of the disease, the patients
failed in seeking for treatment [9, 11]. The most
frequent first symptoms are not shocking and can
be easily attributed to simple causes by patients
with little information [3]. In this case report, the
patient sought for treatment only when he had
difficulty in swallowing and because of the pressure
of his relatives due to his halitosis. Tucci et al. [15]
still added as causes in treatment delay the fear
of receiving the diagnosis even noting alterations
in the mucosa. It has been also emphasized the
situations in which the patients only seek for
treatment because there is a deformity caused by
the tumor growth [15].

The social-economical level, difficulties of access
to health care, and lack of information may play a
role in treatment delay [10]. In this case report, the
diagnosis delay is compatible with such situation
because the patient had low education level and
lived far from the primary health care center.

Santos et al. [11] pointed out that this situation is
the result of the lack of public policies aiming to
the prevention and information regarding to oral
cancer. According to Torres-Pereira et al. [14], oral
cancer problem would be better managed if the
health managers assumed it as a responsibility of
each Brazilian city.

In this case report, the diagnosis delay occurred
preponderantly because of the postponement in
seeking for primary care and just after that because
the patient failed in immediately attending to the
referral for secondary attention, which took about
two weeks.

Other relevant factor was the delay in the
beginning of the oncologic treatment. Most of
the specialized health services are located in the
capitals of the Brazilian states, which implies in
difficulty of access of patients living in the country
and even metropolitan regions. According to the
literature review of Santos et al. [11], many authors
already reported that the time from the perception
of symptoms and diagnosis until the treatment
interferes in the evolution and prognosis of the
disease and also in the quality of life of the patients.
This present case report strengthens this perception
suggested in some studies on the positive relationship
between the difficulty of access and failure in the
early cancer diagnosis. Still considering the delay in
oncological treatment, the referral to public health
care may be an aggravating factor, since many times
the referral time is long and bureaucratic, interfering
in the treatment and consequently in the prognosis
and survival of the patient [1].

In this case reported, the need of pulmonary
physiotherapy was an additional factor for the delay
in oncological treatment onset. Moreover, all the
comorbidities resulting from the long exposition
to tobacco and alcohol caused important loss of
the pulmonary capacity and physical fragility,
consequently a preparation phase was required
until the patient exhibited minimum conditions to
treat oral malign neoplasia. Because of the tumor
dimensions, the oncological team considered it as
inoperable. According to Brener et al. [4], surgical
treatment is the first choice in the treatment of
oral malign neoplasia, varying with the size and
staging of the disease. Radiotherapy has been
chosen if there are no clinical conditions to submit
the patient to surgery or if the patient does not
accept the sequelae left by the treatment [4]. The
treatment timeline of this case report illustrates
very well the difficulties faced during the decision
making process of the treatment. The aesthetic and
functional impact of an eventual surgical resection
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together with the physical fragility caused by the
disease itself and the comorbidities hindered the
adoption of a curative approach. At all stages, the
disease management aimed to decrease the neoplasia
volume and keep the patient in a condition of living
together with his relatives.

Concerning to the prognosis, Seoane-Romero
et al. [13] affirmed that variables such as age,
comorbidities, immunological or nutrition state,
tumor size and location, expression of oncogenes,
proliferation markers, and DNA content have been
evaluated as independent prognostic markers for
oral cancer. However, the diagnosis stage is the
most important marker for oral and oropharynx
squamous cell carcinoma prognosis so that advanced
stages have been frequently associated with high
mortality rates. The case here reported corroborates
the situation described by other authors [13].

Conclusion

This case reported highlights the importance
of establishing an early SCC diagnosis. Therefore,
an easier access to health services and more
information on oral cancer prevention are required
so that patients would seek for treatment at the first
signs of the disease. Moreover, both the dentists
and the health managers play an important role
in decreasing the diagnosis delay by improving the
referral system among the health-attention levels
in Brazilian health services.
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