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CASE REPORT

Oral squamous cell carcinoma of the maxilla, a second
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Abstract

Squamous cell carcinoma is defined as an invasive epithelial neoplasm, with variable degrees of squamous differentiation, with or without
keratinization. It is origins stand at the level of the keratinized stratified squamous epithelium (skin) or non-keratinized (oral mucosa,
esophageal mucosa, uterine exocervical mucosa), but it can also be found in squamous metaplasia areas (uterine endocervix or trachea-
bronchial tree). This report presents the case of an oral squamous cell carcinoma as a second malignancy in the same anatomical territory,
in a patient with prior treatment for chondrosarcoma, both surgical and radiotherapy. The tumor had appeared 5-6 months prior and had
undergone a relatively rapid growth, this being the patient's main motive for addressing the doctors. The tumor was greyish, with imprecisely
demarcated margins, of firm consistency, bleeding and with local necrotic deposits. The tumor extended from the incisive region to the
maxillary tuberosity, towards the cheek mucosa and the soft palate. After a large excision, the histopathological diagnosis was infiltrative
keratinizing squamous cell carcinoma, with moderate differentiation, with origins in the oral mucosa, infiltrating the whole of the maxilla and
the maxillary sinus mucosa. Approximately three months after the surgery, a new tumor appeared in the oral cavity, on superior and inferior
mucosa of the right cheek, extending towards the right buccal commissure, implying a relapse of the primary tumor. Postoperative oncological
therapy included standard chemotherapy, which resulted in favorable postoperative evolution. This case is interesting by the association,
of two metachronous malignant tumors, of different histological origin: a chondrosarcoma and a squamous cell carcinoma, at an interval of

25 years.
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=& Introduction

Squamous cell carcinoma is defined as an invasive
epithelial neoplasm, with variable degrees of squamous
differentiation, with or without keratinization. It is origins
stand at the level of the keratinized stratified squamous
epithelium (skin) or non-keratinized (oral mucosa,
esophageal mucosa, uterine exocervical mucosa), but it
can also be found in squamous metaplasia areas (uterine
endocervix or trachea-bronchial tree). In evolution, it
infiltrates the surrounding tissues and can create rapid
metastasis in loco-regional or remote lymphatic nodules
[1].

Regarding the oral cavity, it mostly appears in
association with tobacco or alcohol abuse. Males are more
affected than females, with maximum incidence in the
fifth or sixth decade of life [2]. A growingly incriminated
risk factor is HPV infection, especially the high-risk
oncogenic, 16 and 18 serotypes, in the case of oral/genital
contact, wherefrom the frequent association with uterine
cervical carcinoma and oral/laryngeal carcinoma [3, 4].
In most cases, in the oral cavity, squamous cell carcinoma
is preceded by preneoplastic epithelial disorders, most
of the time determined by chronic irritating factors such
as incorrect dentures, alongside prior stated risk factors.

Finally, of course, should not be neglected genetic
susceptibility for oral squamous cell carcinoma [5].

These malignant maxillary tumors create defects of the
bone, depending on the histological type and size. Oral
rehabilitation of these defects is necessary for the resto-
ration of the homeostasis of the dental-maxillary apparatus.
The maxillofacial territory is extremely complex, with
various anatomical structures and an enriched lymphatic
drainage. Surgery of the head and neck neoplasms requires
and extended resection of these structures, determining
important physiognomical, phonetically and masticatory
disturbances [6], alongside psychological and behavioral
disorders [7]. These functional disorders necessitate
prosthetic rehabilitation as a part of the surgical treat-
ment plan, but only in association with oncological
treatment [8].

Our paper presents the case of an oral squamous cell
carcinoma as a second malignancy in the same anatomical
territory, in a patient with prior treatment for chondro-
sarcoma, both surgical and radiotherapy.

= Patient, Methods and Results

We present a case of a 59-year-old Caucasian male,
from an urban background, who addressed the Clinic of

ISSN (print) 1220-0522

ISSN (on-line) 2066—8279



1248

Mircea Suciu et al.

Oral and Maxillofacial Surgery for a tumor on the right
maxilla. The tumor had appeared 5—6 months prior and
had undergone a relatively rapid growth, this being the
patient’s main motive for addressing the doctors. Upon
examination, a vegetant tumor of the right maxilla was
found. The tumor was greyish, with imprecisely demar-
cated margins, of firm consistency, bleeding and with
local necrotic deposits. The tumor extended from the
incisive region to the maxillary tuberosity, towards the
cheek mucosa and the soft palate. Clinical examination
did not show loco-regional (latero-cervical) lymph-
adenopathy.

The patient mentioned that 25 years prior (in 1988,
at the age of 35 years) he had been treated for another
malignant tumor in the same area. Review of document-
ation established that the first malignant tumor was an
ethmoido-maxillary chondrosarcoma, with maxillary onset
and orbito-nasal extent. The tumor had been surgically
excised via a maxillary and ethmoidal sinus resection,
followed by loco-regional radiotherapy with 60 Gy/39
days, 30 fractions. There had been a favorable evolution
until the presented episode. The patient denied the
existence of any professional or domestic risk factors.

Proposed local treatment consisted of a resection of
the tumor, as wide as possible, with subsequent remodeling
of the defect to restore function and appearance. Prior to
the surgery, a preliminary dental impression was made
to create an individual spoon for the denture.

A large excision of the tumor was performed under
general anesthesia, hemostasis control and application
of an antiseptic dressing in the defect. Under local and
general treatment, the patient’s evolution was good. Tissue
fragments from the surgery were processed by standard
histological methods: fixation in 10% formalin, pH 7.2,
for 24 hours, embedding in paraffin, 4-5 um width
sectioning and Hematoxylin—Eosin (HE) staining. Micro-
scopically, a tumoral proliferation was observed, consisting
of solid plaques of different shapes and sizes. Polygonal
cells were present, with abundant eosinophilic cytoplasm,
pleomorphic vesicular nuclei, cyto-nuclear atypia and
mitotic figures. In the center of some of the tumoral
plaques, the formation of keratin nests was observed.

The histopathological diagnosis was infiltrative
keratinizing squamous cell carcinoma, with moderate
differentiation, with origins in the oral mucosa, infiltrating
the whole of the maxilla, salivary gland and the maxillary
sinus mucosa, with metastasis in cervical lymph nodes
(Figure 1).

The bony defect was class II Aramany. On the sixth—
seventh day after the partial maxillary resection, the
other phases of oral rehabilitation were undertaken in
order to obtain the denture. Adding resilient material to
the obturator reduced postoperatory soft tissue trauma.
The patient was instructed in oral and denture hygiene.
Because of the large defect in the maxilla and of the
possibility of postoperatory scar formation in the defect,
the importance of regular dental appointments was under-
lined, one week after surgery, two weeks or monthly if
necessary and denture relining 6—9 months after the
surgery (Figure 2 and 3).

Approximately three months after the surgery, a new
tumor appeared in the oral cavity, on superior and inferior
mucosa of the right cheek, extending towards the right

buccal commissure, implying a relapse of the primary
tumor. Under general anesthesia with endotracheal
intubation, an ulcerated tumor block of approximately
3cm’ was excised. The block was located above the
mucosal plane, of red-purple color, with necrotic deposits,
hard at palpation and with an indurated base. The histo-
pathology indicated once again an infiltrative keratinizing
squamous cell carcinoma, moderately differentiated, infil-
trated in the right superior and inferior cheek mucosa,
with all the resection margins infiltrated. It was interpreted
as a relapse of the primary tumor.

Postoperative oncological therapy included standard
chemotherapy, which resulted in favorable postoperative
evolution. Local radiotherapy was not possible because
of the maximum dose that had been applied 25 years
ago for the original chondrosarcoma. The patient was
taken in evidence by the local Oncology Center, the last
recall being noted in March 2013. Patient quality of life
was noted as being a good, with acceptable masticatory
function.

= Discussion

In the category of non-communicable chronic diseases,
cancer has the second position after cardiovascular
diseases. An increasing number of patients are affected
by numerous malignant tumors [9]. A second malignancy
can be synchronous (diagnosed at the same time) or
metachronous, if the onset is in six months after the
original. Sometimes, the same patients may present several
malignant tumors, differing in localization and onset
time, risk factors or histogenesis [10]. Histopathological
analysis is required to determine whether it is a local
relapse, a recurrent tumor (because of the residual tumor
tissue) or a real second primary tumor [11, 12]. Molecular
biology and genetic studies are useful while making this
decision.

In the present case, the patient was initially diagnosed
with ethmoido-maxillary chondrosarcoma, a tumor of
mesenchymal origin, followed 25 years later by a
squamous cell carcinoma, a tumor of epithelial origin,
that later relapsed. The apparition of the second tumor,
considered metachronous with the first one, may be
considered related to the risk factor of previous radio-
logical treatment at the tumor site.

In the literature, chondrosarcoma of the maxilla (jaw)
or of the mandible [13, 14] has been rarely reported.

Malignant maxillary tumors are mutilating diseases
that radically affect the function of the dental-maxillary
apparatus. They may also profoundly affect aesthetics of
the area due to postoperative scars and structural alterations.
Also, mastication can be impeded by the excision of a
large portion of the maxillary prosthetic field.

In the present case, relapse predisposition and histo-
pathological diagnosis were the factors that influenced
the prosthetic treatment. The patient’s oral rehabilitation
was adapted to the postoperative anatomical conditions.

The treatment for maxillary neoplasm is multimodal:
the first stage is represented by the surgical excision of
the tumor; the second stage is represented by specific
oncology treatment based on the histopathological
diagnosis [15]. Afterwards or simultaneously, a denture
is made with a two-part palatal acrylic obturator [16, 17].
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The specificity of the surgical and prosthetic treatments  disciplinary team and requires a palatal obturator denture,
ensures the patient’s prophylaxis for decubitus lesions  which despite numerous advantages, has a series of dis-
and their infection, also potential malignant risk factors.  advantages that must be countered with specific materials
In this condition, the treatment is conducted by a multi-  and technique [18].

Figure 1 — Microscopic appearance, HE staining: (A)
Invasive squamous cell carcinoma with origin in the
oral mucosa, X100; (B) The keratinizing squamous cell
carcinoma invading the maxillary bone, x40; (C) The
keratinizing squamous cell carcinoma invading the
salivary gland, x20; (D) Lymph nodes metastasis of
keratinizing squamous cell carcinoma, %40.

Figure 3 — Final clinical
aspect after the
reconstruction

surgery.

Figure 2 — The aspect of obturator after a preliminary
dental impression.
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Preventing relapses and post-therapeutic complications
require a very good hygienic maintenance of the obturator
and a good follow-up of the patient. Preventative treat-
ment for decubitis lesions is obtained by using hollow
obturators, which give the patient a better comfort because
of the lower weight, and also positively influences the
patient’s psyche. Using resilient relining materials counters
soft tissue and mucosal lesions, but at the same time,
they represent an advantage for microorganism develop-
ment, in favor of local chronic infections.

Single block obturators, although more hygienic than
the ones made out of two pieces, may lose efficacy by
displacement due to higher weight. Correct postoperative
restoration of the defects assures a masticatory efficiency
similar to that of a conventional denture wearer and the
size of the bony defect does not influence the functional
restoration of the maxilla [19]. Alternative installation
techniques include magnet systems, staples [20], or using
osteointegrated implants for retention, which ensure a
better quality of life.

The prognosis in these patients depends greatly upon
how early the diagnosis was made. Histopathological
diagnosis is aided by the use of immunohistochemistry.
In the case of squamous cell carcinoma, the tumor cells
intensely express the high molecular weight cytokeratin
(34BE12), cytokeratin 5/6 and the carcino-embryonic
antigen (CEA), Ki-67, p-53 and HER-2/neu gene [21, 22].
The size of the tumor and the status of loco-regional
lymph nodules (the presence or absence of metastasis)
are the most important predictive factors. Also, the state of
the surgical resection margins, the depth of the tumor
and the degree of vascular invasion represent important
prognostic factors [23]. Patients with multiple local relapses
or with synchronous or metachronous tumors appear to
have a less favorable prognosis [24, 25].

In patients with oropharyngeal cancers, there is a
high risk (10-35%) of the onset of a second cancer at
the level of the superior digestive tract or the respiratory
tract. For these patients, frequent clinical and paraclinical
(endoscopy) follow-ups are recommended [26].

& Conclusions

The present case is interesting by the association, in
a single patient, of two metachronous malignant tumors,
of different histological origin: a chondrosarcoma and
a squamous cell carcinoma, at an interval of 25 years.
The complex treatment of maxillary tumors in this case
resulted in the formation of a multidisciplinary team
that included a maxillofacial surgeon, an oncologist, a
prosthetic dentist and a dental technician. Postoperative
recall in these patients is mandatory and comprises two
components: the first regarding the postsurgical defect,
local relapses and verifying the maintaining and stability
of the denture; the second for the surveillance for a
neoplastic formation at superior digestive or respiratory
tract levels.
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