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Ab s t r Ac t
Squamous cell carcinoma (SCC) is the stratified squamous epithelium in the oral cavity. Tongue carcinoma embodies 22–49% of all oral cancer 
diagnosed. The lateral border of the tongue is the site most generally encountered and is metastasizes ipsilaterally but SCC of lip or body of 
the tongue may display bilateral metastases. The most common cause of SCC of the tongue is the chewing habit of tobacco. SCC of the tongue 
is chiefly a disease of males but the relative incidence in females is rising apparently as their adopting many of the noxious habits of males (a 
ratio of male:female is 2:1). This article presents a case report of carcinoma of the tongue in a young adult managed by partial glossectomy 
followed by supra-omohyoid neck dissection.
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bAc kg r o u n d
British Oncologist RA Willis stated neoplasm as “a neoplasm is 
an abnormal mass of tissue, the growth of which exceeds and is 
uncoordinated with that of the normal tissues and persists in the 
same excessive manner after cessation of stimulus which evoked 
the change.”1 

SCC is a health condition comprising the uncontrolled growth of 
abnormal cells in the skin’s outer squamous cell of the epidermis.2  It 
happens as a result of keratinization of the epidermal cells and has 
the probable to metastasize to other regions of the body.2 

Over 300,000 cases of oral and oropharyngeal cancer were 
diagnosed worldwide in 2004–2009.3  During the same period, over 
7,000 affected individuals died of these cancers.3  The percentage of 
morbidity and mortality in males are 6.6/100,000 and 3.1/100,000 
respectively, while in females, the same percentages are 2.9/200,000 
and 1.4/100,000 respectively.4  The percentage of 5 years survival 
for patients with oral squamous cell carcinoma (OSCC) varies from 
40 to 50%. The frequency of OSCC is increasing in young white 
individual’s aged 18–44 years, particularly among white women.4  
Sixty-one years is the median age at which the diagnosis of the 
tongue’s cancer is seen. Only approximately 2% of patients are 
diagnosed before the age of 35 years and another 7% before the 
age of 45, this despite the fact that there is an increasing trend in 
the prevalence of tongue SCC.4 

The tongue is the utmost common site of oral SCC in maximum 
countries. More than 95% of oral tongue malignant tumors are SCC.2  
The dominance of oral cancer in India is around 45%.4  Because of 
this, capriciousness cancer of the tongue is a serious public health 
problem with substantial mortality and morbidity.5  The disease 
affects male more frequently than females, with a ratio of 2:1. This 
incidence of changeability may relate to different societal habits, 
such as chewing betel nuts and habitual reverse smoking observed 
in Asia and the higher pervasiveness of smoking and alcohol intake 
in certain European countries.5 

Exposure of tobacco causes enlightened sequential histological 
variations to the oral mucosa and a prolong period of exposure 
lead to neoplastic transformation, in particular alterations in the 
expression of p53 mutation. The recent increase in the incidence 

of oral cancer in young adults is significant.5  The use of products of 
the Areca catechu tree, the betel nuts, or quid as well as the use of 
slaked lime is a habit put into practice by as many as 22 million 
people in India and is extremely carcinogenic.5 

cA s e de s c r i p t i o n
A 35-year-old female presented with a 3-month history of a 
persistent slow-growing ulcer on the left lateral border of the tongue 
associated with pain and burning sensation. She gave a history of 
tobacco chewing from past 6 years. Extraoral examination revealed 
no cervical lymphadenopathy. Intraoral examination revealed a well-
circumscribed superficial ulcer measuring 4 × 3 cm in the greatest 
dimension with a homogeneous base, an indurated border, and an 
everted margins. All the movement of the tongue was normal (Fig. 1).

Incisional biopsy of the indurated border revealed moderately 
differentiated SCC of dysplastic features of proliferating epithelial 
cells like hyperchromatism, pleomorphic, increased nucleo-
cytoplasmic ratio abnormal mitosis, and keratin pearl formation. In 
one area, the tumor cell invading muscle fiber bundle is also evident.

A wide primary incision was placed around the ulceration 
growth of around 1.5 cm safe margins and the lesion was excised 
(Fig. 2) and the residual part of tongue was sutured (Fig. 3). Following 
prophylactic dissection, supra omohyoid neck dissection was 
done by placing low submandibular incision from the submental 
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area to mastoid process below carotid bifurcation (Fig. 4) and later 
subplatysmal dissection was continued exposing the content of neck 
supraomohyoid lymph nodes and jugulo-diagastric nodes were 
dissected along with fibro-fatty tissue and the submandibular triangle 

content was removed and neck nodes up to level of mid jugular 
were dissected (Fig. 5) and the primary closure was placed using  
staples. The patient was under follow-up till the 4th month and no 
recurrence was seen, even tongue movement was normal (Fig. 6).

Fig. 1: Preoperative tongue lesion
Fig. 2: Excised specimen

Fig. 3: Intraoperative residual tongue after excision Fig. 4: Marking of neck incision

Fig. 5: Nodal effectively being removed Fig. 6: Healing of tongue at 4th month follow-up
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di s c u s s i o n
Tumors have a predisposition to persist in the tongue but show 
well-defined courses of infiltration in ignored cases. Anterior 
third invades the floor of the mouth, middle third conquer the 
musculature of the tongue, and, consequently, the floor of the 
mouth and posterior third lesions grows into the musculature of 
the tongue, floor of the mouth, anterior tonsillar pillar, tongue 
base, glossotonsilar sulcus, and mandible.6  Up to 35% of patient 
have nodal metastasis on presentation, it ought to be noted that in 
patient with clinically no neck, the complete occult metastasis rate 
is approximately 30%.6  Bultin7  was the first surgeon to system-
atically address the cervical lymph nodes by surgically excising the 
nodal tissue of the submandibular triangle in continuity with the 
primary lesion of the cancer of the tongue. It is well known that 
head and neck cancer localized to the primary site without regional 
lymph node involvement have excellent cure rates with either 
surgery or radiotherapy as primary modalities.8  The size of cervical 
lymph nodes is the guideline for an operative procedure. Usually, 
cervical lymph nodes larger than 10 mm are significant for nodal 
metastasis and the operation is a radical neck dissection. However, 
pathologically identified neck node’s metastasis occurs in 34–51% 
of prophylactic neck dissection (supra-omohyoid neck dissection) 
and 58–69% in therapeutic neck dissection.9  Therapeutic neck 
dissection (radical or modified neck dissection) is defined as neck 
dissection in patients with palpable cervical lymph nodes larger 
than 8 mm and prophylactic neck dissection is defined as neck 
dissection in patients with tumor size more than 2 cm and all cases 
of the base of the tongue.9  By morphological assessment, tumors 
are classified based on the cancer cells differentiation into well 
(41%), moderately (46%), and poorly (4%) differentiated carcinoma. 
Some reports that patient with well-differentiated tumors live 
longer than poorly differentiated tumors, whereas others report 
a poor correlation between outcome and tumor grade.10 

A study by McGregor et al.11  found that’s the site distribution 
and male to female ratio differed markedly from those above 
40 years. The tongue was the most common site and a majority 
of patients were women as has been confirmed by other studies. 
In a review by the Armed Forces Institute of Pathology, 20 cases of 
oral SCC in patients <20 years of age were identified, in which nine 
were in the tongue, the male to female ratio was 1:1. Of 18 patients 
receiving a long-term follow-up, 14 were treated with surgery only, 
while 4 patients received adjuvant radiotherapy for cervical lymph 
node metastasis.11 

Kurikose et al.12  in their study comparing the tongue cancer in 
young and older SCC in India concluded that in younger patients, 
the tongue was associated with fewer etiologic factors than in older 
patients; it was always seen in association with smoking, alcohol, 
or chewing. In an earlier review, 197 consecutive patients treated 
for oral tongue in Kerala, 82% of patients under the age of 30 did 
not have tobacco-related habits as compared to 10% of patients 
older than 30 years of age.12 

Di et al.13  study reported the significance of the size of lymph 
node and recurrence. The size of the cervical node metastasis is 
the crucial risk factor in determining the development of cervical 
recurrence.

A study conducted by Koch et al.14  described that cigarette 
smoking increased the menace of oral SCC 1.9 times in men and 
3 times in women. For a person who quit smoking, the risk falls 
toward nonsmoker level in 10 years. The exposure of numerous risk 
factors also has an impact on the primary site of OSCC, betel quid, 

and areca nut chewing chiefly disposing for tumors arising in the 
buccal mucosa while cigarette smoking and alcohol are disposing 
factor for tumors in the floor of the mouth.

According to a study found by Urken et al.,15  tongue defects 
are difficult to classify; the dimensions and function of residual 
tissue sort out the quantification of defects. He categorized tongue 
resection defect as soft tissue defect of the mobile tongue TM , base 
of tongue TG  defect along with neural defects. The survival rate 
found to be only 54% in industrial countries, 30% in developing 
countries.

co n c lu s i o n
It can be concluded from this case report that noxious habits 
adapted by the young adults make them vulnerable for SCC. Early 
diagnosis with prophylactic treatment can help in the survival of the 
patient. Recurrence can be regulated by proper care and stopping 
of noxious habits.
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