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ABSTRACT
Background: Squamous cell carcinoma (SCC) is a common cancer of the oral cavity. It mainly affects 
patients aged over 50 with male-to-female ratio 2:1. Most of the cases of oral SCC are linked to tobac-
co and alcohol use. Objective: In this report, we present a case of a 67-year-old male with a mass on 
the posterior-lateral border of the tongue. Case report: In this report, we present a case of a 67-year-
old male with a mass on the posterior-lateral border of the tongue. Being heavy smoker and alcoholic 
since a young age, he was at high-risk of developing oral cancer. After thorough clinical, histopatho-
logical, and imaging assessments a poorly differentiated stage III (T3, N1, M0) SCC was confirmed. He 
underwent left hemiglossectomy with marginal mandibulectomy and radical neck dissection followed 
by radiation therapy. Conclusion: SCCs of the tongue can be often asymptomatic and identified at 
advanced phase leading to a poor prognosis. Therefore, their early diagnosis/management, and regu-
lar postoperative follow-ups are mandatory for better treatment outcome and recurrence prevention.
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1.	 BACKGROUND
Squamous cell carcinoma (SCC) is a malignant epithelium-derived neo-

plasm occurring all over the body, but mostly in the skin and oral cavity (1); 
it represents up to 90% of all oral cancers (2, 3). Generally, it affects patients 
aged over 50, with history of high tobacco and alcohol consumption (4). SCCs 
of the tongue, frequently located at the lateral border, account for 25 to 40% 
of these neoplasms and are responsible along with SCCs of the floor of the 
mouth for more than 50% of the intraoral carcinomas (5). Survival rate at five 
years of SCC of the tongue varies between 40 and 50% (6-8). 

Diagnosis of SCC of the tongue needs thorough clinical, radiological, and 
histological evaluations. Clinically, it may present as: a) an ulcerative swelling 
with fissuring or raised hard exophytic margins, b) a red lesion (erythropla-
kia), or c) a white or mixed white and red lesion (9).

Radiologically, computed tomography (CT) and magnetic resonance imag-
ing (MRI), are of great importance for assessing this complex region. Their 
major advantage resides in their capability to identify the extent of the lesion, 
depth of invasion, involvement of tongue muscles, and importantly the nodal 
number, size, location, contour, and necrosis (10, 11).

Histologically, the lesion starts as an epithelial dysplasia with altered prolif-
eration of dysplastic squamous cells on the surface of the epithelium, which 
consequently degrades the sub-epithelial basement membrane resulting in 
local destruction and distant invasion via metastasis (12).

Management of SCC of the tongue is mostly surgical, with radical neck 
dissection in the case of lymph node involvement. Radiotherapy and chemo-
therapy are considered as extra-postoperative treatments for advanced stages 
of cancer (1).

2.	 OBJECTIVE
In this report, we present a case of a 67-year-old male with a mass on the 

posterior-lateral border of the tongue. Being heavy smoker and alcoholic 
since a young age, he was at high-risk of developing oral cancer.
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3.	 CASE PRESENTATION
A 67-year-old male was referred by his den-

tist to our specialized oral medicine clinic for 
evaluation of a mass on the posterior-lateral 
border of the tongue. Medical history was 
unremarkable and physical examination re-
vealed no extra-oral abnormal findings. Intra-
orally, the patient presented a bilateral pos-
terior edentulous in both jaws. Additionally, 
he complained of occasional bleeding from 
the lesion without pain or any other symp-
toms such as speech disturbance, difficulty in 
opening his mouth etc. He was a heavy smok-
er and excessive alcohol user for more than 
30 years.

The lesion was firm and had an ulcerative 
exophytic white surface with ill-defined indu-
rated margins. It was fixed to the underlying 
tissues, reaching inferiorly the floor of the 
mouth and the alveolar ridge of the mandible. 
Antero-posteriorly, it extended from the pre-
molar region to the 2nd molar region (Figure 
1). On neck palpation, there were enlarged, non-tender, 
and firm left cervical lymph nodes.

A biopsy of the lesion was performed and sent for his-
topathological assessment. Microscopic examination 
showed a neoplastic keratinized proliferation consist-
ing of poorly differentiated squamous cells arranged in 
trabeculae of variable size ulcerating the epithelium and 
infiltrating the underlying lamina propria (Figure 2). The 
histological diagnosis of poorly differentiated SCC was 
made.

Subsequently, a CT scan of the head and neck along 
with a total-body positron emission tomography (PET)/
CT scan were performed. Consequently, the final diag-
nosis of SCC stage III (T3, N1, M0) was confirmed.

The patient was referred to a head and neck oncol-
ogist and underwent left hemiglossectomy with mar-
ginal mandibulectomy and left radical neck dissection 
followed by radiation therapy. Currently, after one year 
of the surgery he is clinically normal and under regular 
follow-up.

4.	 DISCUSSION
SCC is the most common cancer of the oral cavity 

with male-to-female ratio 2:1. The tongue, oropharynx, 
and floor of the mouth are the most affected sites. SCC 
of the gingiva and lips are less reported (1, 10, 13). Most 
of the cases of oral SCC are linked to tobacco and al-
cohol use. Moreover, a study conducted by Hashibe et 
al. confirmed that the joint effect between tobacco and 
alcohol use makes the head and neck cancer risk even 
higher (14). Additionally, many other factors such as 
ultraviolet light, human papillomavirus (HPV), Candi-
da  infections, radiation, genetic factors, malnourish-
ment, diet, and chemical exposures to betel quit and 
areca nut have also been proposed as risk factors (2, 15). 
Before progressing to the malignant stage, many of oral 
cavity SCC cases develop from premalignant lesions like 
leukoplakia and erythroplakia, histologically character-

ized by degrees of dysplasia and clinically asymptomatic 
(1, 15). Oral SCCs are often misdiagnosed or identified 
at a late phase (in stages III or IV), leading to significant 
deterioration in patient quality of life and noticeably de-
creasing the survival chances due to the delay in deliver-
ing prompt and adequate treatment (12, 16).

Our patient was at high-risk for developing oral can-
cer given his history of concomitant heavy smoking and 
alcohol addiction since a young age. Also, his initial le-
sion of the posterior-lateral border of the tongue might 
have been ignored or underestimated during previous 
oral exams.

Histopathological assessment of SCC determines the 
tumor grading by identifying the abnormal cells differ-
entiation. Poorly differentiated SCCs are habitually con-
sidered more aggressive, and in many cases presenting 
worse prognosis (15). As for the staging, it is usually 
based on the American Joint Committee for Cancer 
(AJCC) – TNM classification where 3 main parameters 
are assessed clinically, radiologically, and histopatholog-
ically: (T) tumor size, (N) tumor cell spread to drain-
ing lymph nodes, and (M) tumor cells spread to distant 
parts of the body as metastasis (15, 17). Another stag-
ing system AJCC/UICC (Union for International Can-
cer Control) is worldwide used. Among other features, 
it describes the lesion at presentation prior to treat-
ment (clinical staging, cTNM), after surgical treatment 
(pathological staging, pTNM), and at disease recurrence 
(rTNM). In our case, the lesion was poorly differentiat-
ed with a cancer staging of AJCC Stage III–T3, N1, M0 
given the size and the presence of palpable lymph nodes.

It is usually accepted that better prognosis is related 
to early oral SCCs, especially those that are well-differ-
entiated and not metastasized. Unfortunately, most oral 
SCCs are diagnosed at a late stage of the disease leading 
to five year survival rates not exceeding 12% of the cases 
(9). In 2020, the  International Agency for Research on 
Cancer (IARC) released the GLOBOCAN which is an 
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underlying lamina propria (Figure 2). The histological diagnosis of poorly differentiated SCC was 

made. 

 

Fig 2: Microscopic features of the lesion

 

Subsequently, a CT scan of the head and neck along with a total-body positron emission 

tomography (PET)/CT scan were performed. Consequently, the final diagnosis of SCC stage III 

(T3, N1, M0) was confirmed.  

The patient was referred to a head and neck oncologist and underwent left hemiglossectomy with 

marginal mandibulectomy and left radical neck dissection followed by radiation therapy. 

Currently, after one year of the surgery he is clinically normal and under regular follow-up. 
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3. CASE PRESENTATION 

A 67-year-old male was referred by his dentist to our specialized oral medicine clinic for 

evaluation of a mass on the posterior-lateral border of the tongue. Medical history was 

unremarkable and physical examination revealed no extra-oral abnormal findings. Intraorally, the 

patient presented a bilateral posterior edentulous in both jaws. Additionally, he complained of 

occasional bleeding from the lesion without pain or any other symptoms such as speech 

disturbance, difficulty in opening his mouth etc. He was a heavy smoker and excessive alcohol 

user for more than 30 years.   

The lesion was firm and had an ulcerative exophytic white surface with ill-defined indurated 

margins. It was fixed to the underlying tissues, reaching inferiorly the floor of the mouth and the 

alveolar ridge of the mandible. Antero-posteriorly, it extended from the premolar region to the 2nd 

molar region (Figure 1). On neck palpation, there were enlarged, non-tender, and firm left cervical 

lymph nodes. 

 

Fig. 1: Ulcero-proliferative mass located in the left lateral border of the tongue extending 
inferiorly to the floor of the mouth and the alveolar ridge of the mandible. 

 

A biopsy of the lesion was performed and sent for histopathological assessment. Microscopic 

examination showed a neoplastic keratinized proliferation consisting of poorly differentiated 

squamous cells arranged in trabeculae of variable size ulcerating the epithelium and infiltrating the 

Figure 1. Ulcero-proliferative mass located in the left lateral border of the 
tongue extending inferiorly to the floor of the mouth and the alveolar ridge of 
the mandible.
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online database providing global cancer statistics and 
estimation of incidence and mortality in 185 countries 
for 36 types of cancer. Accordingly, the GLOBOCAN 
reports 377,713 new cases of lip and oral cavity cancers 
worldwide and 177,757 resultant new deaths (18).

Our patient presented an advanced case, consequently 
he was treated surgically (hemiglossectomy with mar-
ginal mandibulectomy) and with radiation therapy. Fur-
thermore, because of the lymph nodes involvement a 
radical neck dissection was performed.

5.	 CONCLUSION
Like the majority of oral cancers, SCCs of the tongue 

can be often asymptomatic and identified at advanced 
phase leading to a poor prognosis. Hence, their early 
diagnosis/management, and regular postoperative fol-
low-ups are mandatory for optimum treatment out-
come and recurrence prevention.

•	 Patient’s Consent Form: Written informed consent was ob-
tained from the patient for publication of this case report.

•	 Conflicts of interest: The authors declare that they have no 
conflicts of interests.

•	 Financial disclosure: No funding was received.
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