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SYNOPSIS

29 patients with buccal carcinoma were reviewed for the clinical
sitgns and symptoms. The TNM classification following the UICC
categorles were used for the clinical staging of the lesion. The
patient’s race, age, sex and habits were also noted.

Most of these patients presented with advanced lesions. The
most common signs and symptoms were pain and ulcerations
(62%). The histopathology of a well-differentiated squamous celi
carcinoma forms a great majority of these lesions (62%). -

Each of the sign and symptom is discussed in relation to other
findings that had been reported.

INTRODUCTION

A multidisciptinary approach is being widely recognized as the
optimum treatment for oral carcinomas. The choice of treatment
namely surgery, radiation or both is dependent upon various fac-
tors such as the severity of the disease at time of presentation,
metastasis to regional lymph nodes and the histopathological
appearances.

Ramanathan and Lakshmi (1) has reported that the buccal
mucosa is the most common site for orai carcinoma in the Malay-
sian Indians and Malay female. This site ranks second and third
in the Malay male and Chinese female respectively. Thus, gener-
ally buccal mucosa is the most common site of cancer in Malay-
sians. Other studies on carcinoma in Asia has also shown that
the buccal mucosa is the most common site. This is in contrast
with the Western countries for example in the United States
where the lip is the most common site for oral cancer (2). This dis-
parity may be explained by the betel chewing habits (betel leaf
smeared with slaked lime and chewed together with catechu and
arecanut) most commonly found in the Asian countries with
superimposed malnutrition, subsequent avitaminosis and poor
oral hygiene (3).

Carcinoma of the buccal mucosa is supposed to be symptom-
less in its early stages {4}. Such early stage of the disease is a
rarity in the Asian countries. Patients do not seek treatment until
either pain, function or esthetic demands their attention. It is
thus the aim of this paper to present the various clinical appear-
ances In patients who have come to seek treatment at a very late
stage.
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MATERIALS AND METHODS

Twenty-nine patients had been seen at the University
Hospital and the Dental Faculty, University of Malaya,
from 1979-1981. The clinical signs and symptoms for
example pain, ulcerations, swelling and other related
conditions were noted. The staging of these patients
were done according to the TNM classrflcatlon based
on the UICC categories.

RESULTS

Race

Indians form 86% of the patients in our series, as out
of the twénty-nine cases, only three were Malays, one
Chinese and the rest were Indians.

Age

The peak age incidence is 51-70 years. The average
age is 59 years, the youngest in our series is twenty-
nine and the oldest being 82 years. The mean age for
males is 60 years and for females is 57 years.

Sex
There were fifteen males and fourteen females form-
ing a male:female ratio of 1.1:1.

Habits

10 patients (35%) gave a history of betel nut chewing
in varying amounts for many years. 13 patients (45%)
had betel chewing as well as cigarette smoking
habits. The rest of the patients (20%) had no particular
habits that may have been a predisposing factor
(Table 1}.

TABLE t: HABITS IN PATIENTS WITH BUCCAL

Skin Involvement

The skin was not involved by the disease in 16 patients
{(55%). The other 13 patients (45%) had skin involve-
ments. Many of them had extensive ulceration of the
skin resulting in orocutaneous fistula (Figure 1).

FIGURE 1: Massive Ulceration of Buccal mucosa leading to
an orocutaneous fistula. The carcinoma has
spread to the labiai mucosa causing an oro-
cutaneous fistula in the chinregion.

Nodat Involvement

Tabie 3 showed the TNM staging of these patients. 13
patients (45%) had no nodal involvement while an
equal number of patients had enlarged and mobile
nodes. 3 patients {10%) had enlarged and fixed nodes.
The nodes involved are mainly homolateral with no
contralateral involvement. The submandibular nodes
were usually affected with only two cases having deep
cervical lymph nodes involvement,

TABLE 3: TNM STAGING OF PATIENTS WITH
BUCCAL CARCINOMA.

CARCINOMA,

HABITS No. of Patients Yo
Betel nut chewing 10 35
No habit 6 20
Cigarette and
betel nut chewing 13 45

29 100%
Signs and Symptoms

18 patients (62%) experienced pain and ulceration in
that region. Swelling and bad odour were present in
two patients (7%) while 7 patients presented with
recurrences. In 2 patients the lesions were symptom-
less and were only incidental findings (Table 2).

TABLE 2: SIGNS AND SYMPTOMS IN PATIENTS WITH
BUCCAL CARCINCMA.

™ T2 T3 Total
NG 3 4 3] 13 (48%)
N1 1 4 8 13 (45%)
N2 - - - -
N3 - - 3 3 (10%)
Total 4 a8 17 29

HABITS No. of Patients %

Pain and uiceration 18 62

Swelling 2 7

Recurrence 7 24

Incidental findings 2 7
29 100%
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Limitations of mouth cpening

In 14 patients (48%) where carcinoma extended
towards the posterior part of the buccal mucosa,
associated difficutty in opening the mouth were
experienced.

Mandibular involvement

The buccal carcinoma had invaded the mandible caus-
ing gross destruction in 3 patients {Figure 2;) 10% of
which 2 had pathological fractures. 11 patients (38%)
had, mild involvement of the mandible. The mandible
was not affected in the rest of the patients (Table 4).



FIGURE 2: Marked bone loss in the mandible due to the in-
vasion of buccal carcinoma.

TABLE 4: MANDIBULAR INVOLVEMENTS OF
BUCCAL CARCINOMA,

Mandibular Involvement No. of Patients %
Unatfected 15 &2
Mild 11 as
Grossly destructive 3 10
29 100%

Metastasis

Only one patient had distant metastasis. This patient
also had the tumour measuring more than 4 cm in its
greatest dimension with enlarged and fixed nodes (T3
N3 M1).

General

The oral hygiene in these patients was very poor with
grossly carious or broken down septic roots. These
patients also had very poor periodonta! status and
their general health were debilitated.

Histopathology

The incislonal biopsy of all the lesion were shown to
be squamous ceil carcinoma. 18 patients {62%) had
well-differentiated squamous cell carcinoma, 7
patients (24%) had moderately weli-differentiated car-
cinoma. All the 4 patients (14%) who had poorly-
differentiated squamous cell carcinoma had regional
nodes involvement. The above results were tabutated
inTable 5,

TABLE 5: HISTOPATHOLOGY OF BUCCAL CARGINOMA.

Histopathology No. of Patients Yo

Well differentiated SCC 18 62

Moderately

differentiated SCC 7 24

Poorly

differentiated SCC 4 14
29 100%
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DISCUSSION

It has been widely established that buccal carcinoma
is most prevalent in the Indians. This is further sup-
ported in our findings where 86% of the patients were
Indians. The mean ages of male and female patients
in our series (60 years and 57 years respectively) were
approximately fourteen years earlier than the figures
quoted by Easson and Russel (5}, Harold (6), Binnie et.
al (7) and Waterhouse (8). The male to female ratioc had
remained 1.3:1 throughout the world from 1960-1975
(3, 6, 7, 8, 9). Each of these authors had commented
that the ratio has fallen from 10:1 in the 1930’s to the
present figure which is approaching unity. Such ratio
was also obtained in our series (1.1:1). Binnie et al (7)
and Smith (10) suggested that this was due to a fall in
the incidence in males whereas the incidence in
females had remained constant. Farr and Arthur (11),
however, proposed that the incidence in females may
in fact be increasing. This may be a reasonable ex-
planation since many women were picking up the
habits that used to be only reserved for men for exam:
ple cigarette smoking.

Most clinicians have described and agreed that
there are three distinctive clinical pathological types
of buccal carcinoma:

iy exophytic
i) ulceroinfiltrative and
iiiy verrucous

The verrucous type is very distinctive and least
common in the buccal mucosa. Such pattern was not
present in our series. Determinations of the exophytic
patterns were not possible in our materials as the
lesions were all presented at a very late stage. The
ulceroinfiltrative pattern of buccal carcinoma was
supposed to involve the buccinator muscle early and
often present with deep excavating ulcers invading
skin and bone (2). This would probably explain the skin
invofvements, limitation of mouth opening and man-
dibular invation in our series. These presentations
may be sequelae of the ulceroinfiltrative type of buc-
cal carcinoma, The surgical management of these pa-
tients have been discussed in another article (12).

There was an association between the histological
grading of these lesions and the lymph node involve-
ment in our series., The four poorly differentiated squa-
mous cell carcinoma all had lymph node involvement
and three of them were fixed on the homolateral sides.
This further supports the long held view that more
anaplastic tumours carry a worse prognosis, Such
finding had been confirmed for intraoral carcinoma in
several studies (13, 14, 15). Johnson (16) stressed that
the features such as loss of epithelial stratification,
presence of individual tumour cells in the stroma and
a poorly developed immune inflammatory response
within and around the tumour were significantly cor-
related with poor prognosis.

CONCLUSION

With the multidisciplinary approach to treat oral car-
cinoma by oral and maxillo-facial surgeons, radio-
therapist, general surgecns and pathologists, the
prognosis of buccal carcinoma patients should be
improved. Nevertheless, the prognosis of buccal car-
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cinoma is also dependent on many other factors such
as the histological grading and stage of the disease.
In most of the Astan countries, patients would present
themselves with advanced lesions making an ideal
treatment impossible. New 'treatment regimes are
emerging such as radical preoperative irradiation tor
carcinoma of the maxillary antrum followed by maxil-
lectomy, preoperative irradiation of the neck prior to
radical neck dissection or combination with chemo-
therapy for which early results are encouraging (17).
The outcome of such regimes is still to be inves-
tigated in terms of its success or failure.
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