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ABSTRACT

Objective: To determine the age range, gender distribution, histological types, sites, neck node involvement,
and surgery as modality of treatment in diagnosed cases of oral cavity tumours in a tertiary care centre.
Study Design: Descriptive Study
Place and Duration of Study: The study was carried out in ENT Department, CMH Rawalpindi for the duration
from Dec 2008- Dec 2011.
Materials and Methods: Data of 113 biopsy proven cases of oral cavity tumors who underwent surgery at CMH
Rawalpindi, were retrieved fromArmed Forces Institute of Pathology's Tumour Registry and from Head and Neck
Oncology Forum Registry, and were evaluated.
Results: Out of 113 patients with oral cavity tumours, 87 (77%) were male, while 26 (23%) were female, the male:
female ratio being 3:1. The mean age of the patients was 59.4 years, ranging from 40 to 75 years. Site distribution
of the tumours was: Tongue: 61(54%), buccal mucosa 24 (21%), floor of mouth 18 (16%), and hard palate 10 
(9%). The histology of tumours showed Squamous cell carcinoma in 102 (90%) and tumours of Salivary gland
origin in 11(10%). Sixty four (56%) of these patients had N disease, 10 (9%) had N disease, 8 (7%) had N0 1 2a

disease, 27 (25%) had N disease, 3(2%) had N disease, while 1 patient (1%) had N disease. Resection of the2b 2c 3

tumour along with Supra-omohyoid neck dissection was carried out in 64 (56%) patients, while resection with
radical neck dissection was done in 49 (44%) patients. Primary closure was carried out in 62 (55%) patients,
while secondary reconstruction was done in 51 (45%) patients.
Conclusion: Presentation of oral cavity tumours occur at an advanced age with male preponderance in our
population. Early presentation results in lesser local spread, leading to less aggressive surgical approach with
selective neck dissection.
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7countries. Almost 90% of these tumours are

squamous cell carcinomas, while rest

comprise of salivary gland tumours,
8sarcomas and melanomas. Commonest site

9is the tongue, usually the lateral border,

followed by the buccal mucosa and floor of

mouth. Commonest presentation is of a non-

healing ulcer. In 30-80% of the patients,

cervical lymph nodes may be involved on
10presentation.

Over the years the modalities of treatment

has not significantly changed. Surgery and

radiotherapy alone are the treatment

modality in the early cases, while combined

therapy with surgical resection followed by 

radiotherapy or chemo-radiotherapy is the

standard treatment modality in advanced
11disease. Cervical lymph node metastasis is

a main determinant in the staging and the
12choice of treatment modality.

Introduction
Head & neck cancers are the 6th commonest

1cancers. Making 3% of all the cancers while

oral cavity cancers represent approximately

48% of them, majority being squamous cell
2carcinoma (SCC). Head neck cancers are

considered to be the commonest cancers in

countries like India, Pakistan, Bangladesh

etc. They usually occur in middle aged and

old people. Major risk factors are tobacco
3and alcohol intake. And both have a

4synergistic action. In South East Asia its
5incidence is high due to betel quid chewing.

Generally incidence is 2-3 times higher in the
6males. But now almost equal gender

distribution may be seen in many developed
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Consequently, neck dissection forms an

integral aspect of the surgical treatment of

Oral Squamous Cell Cancers, and has

evolved from radical to more selective and

functional procedures with our improved

understanding of the distribution of
13regional metastasis. Recent studies have

shown that selective neck dissection is

oncologically safe for head neck cancers
14with clinically negative node necks.

Successful reconstruction is mandatory for
15the success of any surgery for oral cancers.

A descriptive study was carried out in ENT 

Department Combined Military Hospital

Rawalpindi to determine the age range,

gender distribution, histological types, sub-

sites, neck node involvement, and surgery

as modality of treatment in diagnosed cases

of oral cavity tumours for the duration from

December 2008 to December 2011.

Data of 113 biopsy proven patients of oral

cavity tumours, operated upon, in the

duration from December 2008- December

2011, was retrieved from AFIP Tumor

Registry and Head and Neck Oncology

Forum Registry and was evaluated.

The data was entered in SPSS version 12 and

the cases were evaluated for the age of

patient, gender, histology of tumor, tumor

site, neck node involvement, and the

surgical procedure done.

Male to female ratio was found to be 3:1 as

inferred from Figure 1.The mean age of

presentation was found to be 59.4 years

ranging from 40-75 years.

With regards to site, more than half of the

patients had tumors of tongue, followed by

tumors of buccal mucosa, tumors of floor of

mouth and tumors of hard palate

Materials and Methods

Results

respectively as shown in Table I.

The most common histological diagnosis

was Squamous Cell Carcinoma followed by

salivary gland tumours as shown in Figure

2.

Neck nodes involvement in these 113

patients is shown in Table II.

All these patients were staged according to

TNM classification. Sixty four (56%)

patients were grouped into early stage

cancer of the oral cavity (Stage I & II), while

49 (44%) were grouped as advanced disease

(Stage III & IV). Resection of the tumour

along with Supraomohyoid neck dissection

was carried out in 64 (56%) patients, while

Resection with Radical neck dissection was

done in 49 (44%) patients.

Primary closure was carried out in 62 (55%)

patients, while secondary reconstruction

had to be carried out in 51 (45%) patients.

With regards to secondary reconstruction,

radial free forearm flap reconstruction was

done in 27 (24%) cases, pectoralis major flap

reconstruction in 14 (12%) patients, while

osseo-cutaneous fibula flap reconstruction

was carried out in 10 (9%) patients.

Oral cancer is the eighth commonest cancer 

in the developing countries and sixteenth

commonest in developed countries. It is

diagnosed usually at an advanced stage and

approximately 30% of the patients delay

seeking help for more than 3 months

following the self discovery of symptoms. In

Pakistan, oral cavity cancers are found to be
17,18the leading tumours. In our study the

mean age of the patients was found to be

59.4 years. Almost similar mean age has
19been shown in another study. And it is

probably due to prolonged exposure of the

mucosa to tobacco, alcohol etc. But now, the

Discussion

45



46

incidence is increasing among relatively

younger population. In our study the male

to female ratio was 3:1 with 77% male and

23% female patients. Carvalho et al also

showed a similar gender distribution in the
7developing countries. As ours is a

developing country, the same pattern

prevails. In our study, the tongue was found

to be the commonest site involved, followed

by the buccal mucosa and floor of mouth

respectively. A study carried out by Razfer

.et .al noted that 43.9% tumors involved the 

tongue, 27.3% involved the floor of mouth,

24.2% involved the alveolus and buccal
17mucosa while 3.8% involved hard palate.

Another study also showed tongue (58%) as
9the leading site of oral cancers. Our results

also showed a higher incidence of tongue

tumours but with a higher percentage, and a

relatively higher incidence of buccal mucosa

tumours. Similarly, we had a higher

incidence of hard palate tumours. Probably

this slight difference is because of betel quid

chewing and Naswar (Oral snuff)

placement.

In our study commonest histological type of

tumours was squamous cell carcinoma and

it is similar to data given in a study by
17Bhurguri et al. Our results showed

palpable cervical lymph nodes in 44% of the

patients which are similar to a study by
10Fukano et al.  Thus 56% patients presented

to us at an earlier stage leading to

expectation of a better prognosis as shown in
20study by Elwood & Gallagher.

In patients with early stage disease, having

N0 neck, tumour resection was carried out

along with Supra-omohyoid neck

dissection. It is very logical because of much

extensive lymphatic network draining the

oral cavity. In rest of the cases with advanced

disease, the surgical resection was carried

out along with radical neck dissection.

Although there is recent trend for selective

neck dissection even in advanced cases, but

in our center, we adhere with radical neck

dissection for better prognosis in advanced

cases.

Presentation of oral cavity tumours occur at

an advanced age with male preponderance

as occurs in other developing countries.

Early presentation results in lesser local

spread, leading to less aggressive surgical

approach with selective neck dissection.

Conclusion

Figure 1: Gender distribution in patients with Oral
Cavity Tumours

Gender Distribution

46



47

References
1. Parkin DM, Pisani P, Ferlay J. Estimates of the

worldwide incidence of eighteen major cancers

in 1985. Int J Cancer 1993 ; 54 : 594-606.

2. Tanaka T, Tanaka M, Tanaka T. Oral

C a r c i n o g e n e s i s a n d O r a l C a n c e r

Chemoprevention: A Review. Pathology

Research International, vol. 2011, Article ID

4 3 1 2 4 6 , 1 0 p a g e s , 2 0 1 1 . d o i :

10.4061/2011/431246.

3. Petti S, Scully C. Determinants of oral cancer at

the national level: just a question of smoking and

alcohol drinking prevalence? Odontology 2010 ;

98 :144-52.

4. Sturgis EM, Wei Q, Spitz MR. “Descriptive

epidemiology and risk factors for head and neck

cancer,” Seminars in Oncology 2004; 31 : 726-33.

5. Jeng JH, Chang MC, Hahn LJ. “Role of areca nut 

in betel quid-associated chemical:current

carc inogenes is awareness and future

perspectives.” Oral Oncology 2001; 37 : 477- 92.

6. Johnson N. Tobacco use and oral cancer: a global

perspective. J Dent Educ 2001 ; 65: 328-39.

7. Carvalho AL, Singh B, Spiro RH, Kowalski LP,

Shah JP. Cancer of the oral cavity: a comparison

between Institutions in a developing and a

developed nation. Head Neck 2004 ; 26 : 31-8.

8. Weber AL, Romo L, Hashmi S. Malignant

tumours of the oral cavity and oropharynx:

clinical, pathologic and radiologic evaluation.

Neuroimaging Clin NAm 2003 ; 13 : 443-64.

Table I: Site distribution in patients with Oral
Cavity Tumours

Figure 2: Histology of Oral Cavity Tumours

Table II: Incidence of Cervical Nodes in Oral
 Cavity Tumours

Site Distribution (n= 113)

Histological
Diagnosis

47



48

9. Riebero KCB, Kowalski LP, Latorre MRDO.

Impact of comorbidity, symptoms and Patients'

characteristics on prognosis of oral carcinomas.

Arch Otolaryngol Head Neck Surg 2000; 126:

1079-85.

10. Fukano H, Matsuura H, Hasegawa Y, Nakamura

S. Depth of invasion as a predictive factor for

cervical lymph node metastasis in tongue

carcinoma. Head Neck 1997 ; 19 : 205-10.

11. Fan K, Lin C, Kang C, Huang S, Wang H, Chen EY

et al. Combined-modality treatment for

advanced oral tongue squamous cell carcinoma. 

Int. J Radiation Oncology Biol Phys 2007; 67 :

453-61.

12. Myers JN, Greenberg JS, Mo V. Extracapsular

spread. A signi?cant predictor of treatment

failure in patients with squamous cell carcinoma

of the tongue. Cancer 2001; 92: 3030-6.

13. Ozer E, Karapinar U, Ryoo C, Agrawal A,

Schuller D E. When to address level I lymph

nodes in neck dissections? Otolaryngol Head

Neck Surg 2010; 142 : 355-8.

14. Randall MD, Breau L, James MD, Suen Y.

Management of the N0 neck. Otolaryngologic

Clinics of NorthAmerica 1998 ;31: 657-69.

15. Rashid M, Ahmad T, Ansari TN, Ahmed B,

Ahmed S, Gul A A. Management of

Oromandibular cancers. J Coll Physicians Surg

Pak 2004 ;14 : 29-34.

16. Scott SE, Grunfeld EA, McGurk M. Patient delay

for potentially malignant oral symptoms. Eur J

Oral Sci 2008; 116: 141-7.

17. Bhurgri Y, Bhurgri A, Rahim A, Bhutto K, Pinjani

P, Usman A .et .al.The pattern of malignancies in

Karachi J Pak MedAssoc 1999 ; 49 : 157-61.

18. Ahmed U, Akhter R, Khawar A, Bangash W,

Ajmal M. Audit of head and neck cancer: hospital

based statistics of Islamabad. J Surg Pak 2007 ; 12

: 34-6.

19. Razfa A, Walvekar RR, Melkane A, Johnson JT,

Myers EN. Incidence and patterns of regional

metastasis in early oral squamous cell cancers:

feasibility of Submandibular gland preservation.

Head Neck 2009; 31: 1619-23.

20. Elwood JM, Gallagher RP. Factors influencing

early diagnosis of cancers of oral cavity. Can Med

Assoc J 1985 ;133 : 651-6.

48


