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ABSTRACT

Background: Oral cavity is most frequent site for
both non-neoplastic and neoplastic lesions.Most of
these lesions present symptomless. Diagnosis and
management of  these lesions require
histopathological examination as clinical evaluation
alone is inadequate. This study was done to
evaluate the spectrum of neoplastic and non-
neoplastic lesions of oral cavity in accordance with
age, gender, site, clinical features and risk factors.
Material and Methods: Total 140 oral cavity
lesion biopsies received from ENT and
Oncosurgery department in one year from July
2021 to June 2022 were studied in this prospective
cross sectional study.

Results: Total 140 cases were studied showing
male predominance (87.1%) and age group of 41-
50 years (32.8%) were commonly affected. Buccal
mucosa  (37.1%)  being most common
site,frequently presented as ulceroproliferative
growth (53.5%). Most of the lesions were
neoplastic 78.5%, whereas non-neoplastic lesions
comprised 11.5%.The most common benign lesions
were hemangioma (2.8%) whereas malignant lesion
was squamous cell carcinoma (53.5%).Tobacco
and betel nut chewing are most common risk
factors.

Conclusion: As oral cavity lesions have wide
distribution in age,gender,site  and clinical
presentation,early recognition can prevent further
complications.Histopathological examination
should be carried out at the earliest as it is gold
standard for diagnosis.

l. INTRODUCTION

Oral and oropharyngeal cancers are the
biggest magnitudes of all cancers in the present
world. A wide range of group people fall into oral
and oropharyngeal cancers, which occurs in the
mouth itself [1]. Oral and oropharyngeal cancer is
the main global public health problem, which is
congregated together as the sixth most common
cancers in different countries of the world

[2,3].Still there is no national dynamic screening
policy or else protocol, and the risk factors for
these diseases remain to be reasonably unchanged.
Oral cancer is a critical health problem, which is
the key reasons of death from oral diseases in
different countries [4]. The oral cavity and
oropharynx are the peak portions of the digestive
tract and unique in the variety of tissues enclosed
within a minor zone [5]. The prevalence of cancer
of the oral cavity was testified as 2.6% of all cancer
[6]. Two thirds of oral cancer are the most common
cancer in men worldwide, which is borne by
developing countries [7,8].

With advancing age as well as a result of
the environmental and life style related factors, oral
lesions can occur as a result of infections, local
trauma or irritation, systemic diseases and
excessive consumption of tobacco, betel quid and
alcohol [9]. Benign tumours and tumour like
conditions of oral cavity include eosinophilic
granuloma, fibroma, granular cell tumour, lipoma,
keratoacanthoma, schwannoma, papilloma,
neurofibroma, pyogenic granuloma etc, as well as
odontogenic tumours [10]. The usual treatment for
these conditions is to surgical excision since they
are unlikely to recur [11]. In the developing world
oral cancer is the third most common cancer after
stomach and cervical cancer [12].

The association of human papilloma virus

with oral cancer is not as well established as in
oropharyngeal cancers. Primary tumours of oral
cavity may arise from the surface epithelium, minor
salivary glands, or submucosal soft tissues. More
than 90% of malignant tumours in oral cavity are
squamous cell carcinomas, and the remainder are
minor salivary gland carcinomas and other rare
tumours.[13]
Therefore, this study has been undertaken to
evaluate the spectrum of neoplastic and non-
neopalstic lesions of oral cavity and to correlate
clinical and histopathological findings of oral
cavity lesions.
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1. MATERIAL AND METHODS

This study included 140 specimens of
lesions of oral cavity which were sent to
department of pathology for histopathology from
July 2021 to June 2022. Sample size was
takenbased on the convenience of the study. Our
study was a prospective cross sectional study in
which data like age of patient, sex and site of lesion
were noted from the clinical data of the patients.
Got approval from IEC and consent was taken from
all patients.All obtained specimens were immersed
in 10% buffer formalin. These samples were fixed
for 6 hours to 24 hours which were required for
proper H&E. Routine tissue processing and routine
H&E staining were done on all 140 cases at the
department of Pathology Statistical analysis of the
results was obtained by the statistical software of
SPSS, version 25.The results were presented in
tables, figures, charts and diagrams..

Inclusion criteria —

1. Patients were selected regardless of the age
group and gender.

2. Patients with lesion in oral cavity and who
underwent biopsy.

3. Specimens which were adequate and
representative of the lesion.

Exclusion criteria —

1. Patients who were already diagnosed clinically
and histopathologically earlier at National
Institute of Medical Sciences and Research, Jaipur,
or elsewhere were not included.

2. Inadequately preserved specimens.

3. Patients not willing to participate in the study.

I11.  RESULTS

Total 140 cases were studied showing
male predominance (87.1%) and female (129%) in
tabell. Age group of 41-50 years (32.8%) were
commonly affected followed by 31-40years
(19.2%) as shown in table 2. Buccal mucosa
(37.1%) being most common

Site followed by lateral border of tongue
(27.1%) as shown in table 3. Tobacco and betel nut
chewing are most common risk factors as shown in
table 4. Frequently presented as ulceroproliferative
growth (53.5%) as shown in figure 1. Most of the
lesions were neoplastic 78.5%, whereas non-
neoplastic lesions comprised 11.5%. The most
common benign lesions were hemangioma (2.8%)
whereas malignant lesion was squamous cell
carcinoma (53.5%) as shown in table 5.

Table 1: Sex-wise distribution of oral cavity lesions

1.

Males 122

2. Females 18

Total 140

87.1

12.9

100%

Table 2: Age wise distribution of oral cavity lesions

0-10 3 2

1%
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2 11-20 6 4.2%
3 21-30 11 7.8%
4 31-40 27 19.2%
5 41-50 46 32.8%
6 51-60 25 17.8%
7 61-70 18 12.8%
8 71-80 4 2.8%
Total 140 100%

Table 3: Site-wise distribution of oral cavity lesions

Site No of cases Percentage (%)
Buccal muocsa 52 37.10
Lateral border of | 38 27.10
tongue

Tip of tongue 5 3.50
Gingivo buccal | 7 5
sulcus

Hard palate 12 8.5
Lower lip 7 5
Lower alveolus 5 3.5
Retromolar trigone | 8 5.7
Floor of mouth 6 4.2
Total 140 100
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Figure 1: Clinical Presentation-wise distribution of oral cavity lesions

» Ulceroproliferative growth
= White Plaque
® Pain
Ulcer and Swelling
m Swelling
m Difficulty in chewing

Table 4: distribution of cases according to habit/ risk factors related to oral lesions

Habits No of cases Percentage(%)
Betel nut chewing 64 45.7
Tobacco chewing 28 20
Smoking with alcohol | 22 15.7
Smoking 18 12.8
None 8 5.7
Total 140 100
Table 5: Histopathological diagnosis of oral cavity lesions
Oral lesion No of cases | Percentage (%)
Non- Squamous cell papilloma | 4 2.8%
neoplastic Pyogenic granuloma 2 1.4%
Pseudoepithelomatous 2 1.4%
hyperplasia
Mucous retention cyst 1 0.7%
Mucocele 2 1.4%
Inflammatory lesion 2 1.4%
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Benign Congenital epulis 1 0.7%
Pleomorphic salivary | 2 1.4%
gland adenoma
Benign polyp 1 0.7%
Leucoplakia 4 2.8%
Hemangioma 4 2.8%
Mild dysplasia 7 5%

Pre-malignant | Oral submucosal fibrosis 1 0.7%
Intraepithelial 14 10%
squamoproliferative lesion

Malignant Squamous cell carcinoma | 75 53.5%
Verrucous carcinoma 2 1.4%
Adenoid cystic carcinoma | 1 0.7%

Inconclusive 15 10.7%

Total 140 100%

V. DISCUSSION

The diagnosis of a variety of lesions that
occurring in the oral cavity and oropharyngeal
region are essential part for the evaluation of the
oral health of any population. The purpose of the
present study was to record and analyse
histological types, sites of tumour origin and to find
out the possible etiological factors associated with
oral and oropharyngeal lesions. A variety of non-
neoplastic and neoplastic lesions can involve the
oral cavity and oropharyngeal region. A total of
140 cases were studied in this study.

In present study, the affected age ranges
from 41-50 years Two different studies done by
Modi et al. and Kosam et al. reported the age group
as 3-90 and 8-85 years respectively [14,15].

Buccal mucosa (45.7%) was the most
common site involved in our study, followed by
tongue (31%), palate (8.5%), retromolar trigone
(5.7%) and lip (5%). Modi et al.[14] also reported
similar findings where buccal mucosa constituted
(26.8%), tongue (26.1%), hard palate (12.6%)
gingiva (2%) and lip (6.7%). Findings by Mehta et
al.[16] were buccal mucosa (32%), tongue (19%),
gingiva (3%), lip (22%), and hard palate (2%).
Buccal mucosa was the most frequently involved
site followed by tongue of benign and premalignant
lesions in study by Mehrotra et al.[17].

The gender distribution shows higher
number of males (58%) cases, though the
difference with female was not significant. In our
study Male : Female ratio is 6.7:1. The finding was
similar to Gupta et al. [7]. The contributing factor
for male predominance in our study may be due to
excess intake of alcohol, tobacco and smoking.In
study by Palve et al[18] 60% cases were males and
females were 40% out of total 50 cases with M: F
ratio of 3:2, which is similar to our finding. Male
preponderance also reported in studies by
Senguven et al.[19] and Pudasaini et

al.[20].Alcohol can act as a local and systemic risk
factor by increasing the oral mucosa's permeability,
dissolving lipid components of the epithelium,
causing epithelial atrophy and interference in DNA
synthesis and repair; it has genotoxicity and
mutagenic effects and also affects the liver's ability
to clear chemical carcinogens [20]

In our study squamous cell carcinoma
(53.5%) was the most common lesion. The most
common site was buccal mucosa followed by
tongue. Similar results were seen in studies by
Misra et al[21] and Hassawi et al [22] who reported
60.12 % and 58.9 % respectively.

In our study, haemangioma was observed
was in 2.8 % cases, similar result was seen in study
by Sharma et al.[23] with 5.3% cases.

Squamous papilloma was reported in 2.8
% cases in our study, similarly Sharma et
al.[23]reported 3.3 % and Mehta et al.1l 2 %
cases.In our study two cases (1.4%) of pleomorphic
adenoma were seen and similar results were seen in
study by Sharma et al.[23] with 0.6%.

Adenoid cystic carcinoma was reported in
0.7% cases, similar findings were seen in studies by
Bhattacharjee et al.[24] , 0.93%, Bal et al.[25] 1%,
Manijari et al [26] 1.71% and Shah et al.[27] with
1.33% cases.

Two cases of Pyogenic granuloma (1.4%)
were found in the present study among the
histopathological type of benign tumour. This was
accordance with finding observed by Gupta et al.
[7]. Oral medicine specialists and pathologists play
primal roles in the early diagnosis, prevention and
follow-up systems of oral cancer [28]. They act the
biopsy systems in oral pathological activities that
determine lesions; therefore, strategies are
malleable for the disease management process of
the sensed lesion [29].

In our study most common presentation is
ulceroproliferative growth (53.5%). this is similar
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to study done by Bhagat R et al [30] who reported
ulcer cases(60%) followed by swelling(36%).

In our study maximum cases of oral
cancers had a habit of betel nut chewing (45.7%)
followed by tobacco chewing (20%). this is similar
to study done by S V Suvernkar et al(31) who
reported tobacco chewing (38%) as the most
common risk factor.

V. CONCLUSION

Oral cavity lesions include a wide
spectrum of lesions ranging from non neoplastic to
neoplastic. As oral cavity lesions have wide
distribution in age,gender,site  and clinical
presentation,early recognition can prevent further
complications. Diagnosis and management of these
lesions require histopathological examination as
clinical  evaluation alone is inadequate.
Histopathological examination should be carried
out at the earliest as it is gold standard for
diagnosis.Buccal mucosa was the most common
site for neoplastic lesion of oral cavity and
oropharynx. Carcinoma was most common, with
squamous cell carcinoma as the commonest
histological variety. Therefore, accurate diagnosis
and staging of these oral cancers are prerequisites
for choice of optimal treatment. National
Comprehensive  Cancer  Network  guidelines
recommend that patients with head and neck SCC
(HNSCC) undergo routine clinical surveillance for
cancer recurrence [32]. The study recommends
future research trajectories of a new dynamic
system to drive methodological agenda to make
better health management in connection with
National ~ Health  Policy and  Sustainable
Development Goals 2030.
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1. Photomicrograph of Squamous cell carcinoma showing nets of atypical squamoid cells with keratin pearls

infiltrating the stroma (H&E stain,X100)
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2. Photomicrograph of Verrucous carcinoma showing blunt,pushing papillae with atypical squamous cells
(H&E stain,X100)

3. Photomicrograph of Adenoid cystic carcinoma showing basaloid cells arranged in cribriform & tubular
pattern with cyst like spaces. (H&E stain X100)

4. Photomicrograph of Squamous papilloma showing multiple finger like projection with a fibrovascular core
& is composed of hyperplastic squamous epithelium.(H&E stain, X100)

5. Photomicrograph of Pleomorphic salivary gland adenoma showing tubular & acinar structures formed by
the epithelial component are admixed with myoepithelial cells in a background of myxoid stroma.(H&E stain,

X100)
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6 and 7. Photomicrograph of Congenital (granula cell) epulis showing sheets of polygonal cells with
abundant granular eosinophilic cytoplasm. (H&E stain, X100 & X400)
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