
Vol.17,n.2,pp.80-86 (Dez 2016 – Fev 2017) Brazilian Journal of Surgery and Clinical Research - BJSCR

BJSCR  (ISSN online: 2317-4404) Openly accessible at http://www.mastereditora.com.br/bjscr

ETIOLOGY, PREVENTION, DIAGNOSIS AND
TREATMENT CARCINOMA SQUAMOUS CELL

LETÍCIA NIEDO MAGALHÃES F. MORAES1, MARCELA DE OLIVEIRA SANTOS1, CARLA CRISTINA
NEVES BARBOSA2, OSWALDO LUIZ CECILIO BARBOSA3*

1. Undergraduate student, Dentistry, USS - RJ. 2. Master in Orthodontics and Facial Orthopedics of the Jaws, Professor of the course of
Dentistry, USS - RJ. 3. Master's Degree student in Collective Health, Specialist in Implant Dentistry and professor of Dentistry at USS
– RJ.

* Lúcio de Mendonça Street, 24/705, Downtown, Barra do Piraí, Rio de Janeiro, Brazil, ZIP CODE: 27123-050.
oswaldolcbarbosa@hotmail.com

Received: 10/10/2016; Accepted: 10/12/2016

ABSTRACT
Squamous cell carcinoma, also called squamous cell carci-
noma or squamous cell carcinoma, is the most common
histological type of malignant neoplasm, accounting for
90% of malignant neoplasms of the mouth and 38% of
tumors of the head and neck. The diagnosis in the majority
of the patients was in an advanced stage of the lesion (III or
IV). The factors most associated with the development of
oral SCC are: smoking, alcoholism and solar radiation,
considering that these can complicate its course and prog-
nosis. The risk factors related to the development of this
neoplasia are multiple where they act together in oral car-
cinogenesis. The objective of the present study was to per-
form a literature review on the existing databases, ad-
dressing the etiology of the disease, ways to intervene in
disease progression in order to emphasize the importance of
the dentist to the early diagnosis of the lesion and to make
The oral adequacy necessary before the patient to perform
the therapeutic modalities. It was agreed that the carcinoma
of ecstasy cells of the buccal cavity sometimes assumes sig-
nificant extensions and the realization of an early diagnosis
is of fundamental importance. And also that in many cases
the incisional biopsy followed by histopathological exami-
nation is essential for the patient to be guided to the ap-
propriate treatment.
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1. INTRODUCTION
Precancerous lesions are defined as a morphologi-

cally altered tissue in which cancer is more likely to oc-
cur than in its apparently normal counterpart1,2.

Oral cancer is the most prevalent malignant neo-
plasm in individuals and has the highest mortality rate
among head and neck cancers3,4,5,6,7,8.

In Brazil, oral cancer is one of the most commonly
encountered diseases. Each year about 14,000 new cases
are diagnosed. The most common oral cancer type is
squamous cell carcinoma, characterized by the rupture of

the epithelium and the formation of an ulcer of Con-
sistency and hardened base, and rarely exhibits soft con-
sistency. Cancers of the oral cavity include those in-
volving the tongue (Figure 1), the lips, gingiva, salivary
glands, tonsils and oropharynx,25.

Figure 1. Carcinoma of squamous cell in tongue1.

Among these neoplasms, squamous cell carcinoma,
also called squamous cell carcinoma or squamous cell
carcinoma, is the most common histological type, ac-
counting for 90% of malignant neoplasms of the mouth
and 38% of tumors of the head and neck1,3,4,11,12,13.

Squamous cell carcinoma appears in the superficial
epithelium and is histopathologically characterized by
invasive islands and cords of malignant epithelial cells,
which show differentiation towards a squamous mor-
phology (Figure 2). The histopathological evaluation of
the degree to which such tumors resemble their original
tissue (squamous epithelium) and produce their normal
product (keratin) is called a "graduation." The lesions are
graded on a scale of three (grades I to III) or four (grades
I to IV). The least differentiated tumors receive the
highest numbers1,14,15.

When a tumor is much like its original tissue it ap-
pears to grow slightly slower and metastasize later, it is
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called "low grade," "grade I," or "well-differentiated"
squamous cell carcinoma. On the other hand, a more
cellular pleomorphism tumor and nuclei with little or no
production of keratin is difficult to identify as having
originated in the epithelium.

Figure 2. Anatomopathological image showing neoplastic cell prolif-
eration1.

Such a form grows rapidly, metastasizes early, being
called "high grade", "grade III / IV", "poorly differenti-
ated" or "anaplastic". A tumor with a microscopic ap-
pearance between these two extremes is labeled as a
"moderately differentiated"15,16.

Figure 3. Self exam. Internal view of Lower Lips16.

The etiology of oral squamous cell carcinoma is mul-
tifactorial, where extrinsic and intrinsic determinant risk
factors act together in the process of oral carcinogene-
sis4,17. It is likely that more than one factor is required to
produce the malignancy. Extrinsic factors include exter-
nal agents such as smoking, alcoholism, syphilis, and
prolonged exposure to ultraviolet radiation (lip vermilion
cancer only). Intrinsic factors include systemic or gen-
eral conditions, such as general malnutrition or iron de-
ficiency anemia, human Papilloma virus (HPV), demo-
graphic variables (ethnicity, age and gender) and herpes
virus1,3,4,5,7,8,11,14,17. Inheritance does not appear to play
an important etiological role in oral carcinoma14.

Figure 4. Self exam. Inside view of the back of the tongue16.

Figure 5. Self exam. Traction of the Jugal Mucosa from the right16.

Figure 6. Self exam. Traction of the Jugal Mucosa from the left16.

Prevention should involve early diagnosis, and may
be carried out through screening campaigns, preventive
and diagnostic tests, such as self-examination (Figures
3,4,5,6,7,8,9,10) and exfoliative cytology Mucosa, and
finally control of the risk factors associated with the on-
set and development of this neoplasm, such as smoking,
alcoholism and prolonged exposure to ultraviolet radia-
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tion1,4,6,8,12,16,18.

Figure 7. Self exam. Language border Left side16.

Figure 8. Self exam. Language border Right side16.

Figure 9. Self exam. View of the buccal floor and sublingual carun-
cle19.

One of the most important aspects about carcinoma
is its early diagnosis, through careful examination of the
mucosa of the buccal cavity and the upper aerodigestive
pathways, allowing the determination of synchronic and
metachronous lesions and with the aid of complementary

exams such as the biopsy of exams Complementary as
the incisional biopsy (Figures 11,12,13) provided for the
treatment, I imagine that some cases can be used exfoli-
ative cytology18,19.

Figure 10. Self exam. Analysis of the Hard Palate and Soft Palate,
tonsils and posterior region of the mouth16.

Figure 11. Incisional Biopsy19.

Figure 12. Removal of tissue19.

The late diagnosis of these lesions may result in an
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unfavorable prognosis, presenting a lower survival rate,
more aggressive therapies provoking mutilations and
deformities in the individual, higher expenditures for the
public service, reduced masticatory functions and pho-
nation and lower quality of life1,5,11.

Figure 13. Tissue removed19.

There is an increase in the incidence of oral cancer in
individuals with lower education levels, with occupa-
tions related to rural activity and precarious socioeco-
nomic conditions, which could negatively reflect the
(unsatisfactory) oral hygiene and lifestyle of the indi-
viduals involved (Higher consumption of tobacco and
alcohol)9. According to INCA data, Brazil has a high
incidence and prevalence of oral cancer, which occupies
the fifth place as the most frequent in men and the
twelfth in women20.

Regarding the anatomical location, lesions predomi-
nate in the tongue, being 18.75% in the lateral border
region, 6.25% in the belly and lip region (21.5%)21.

Carcinoma may be present in a variety of forms, the
most common of which is an ulcerated lesion, raised,
sharp and hardened edges, with necrotic center and
hardened base. It may also present superficial ulcerated
lesion, endophytic lesions and nodular lesions4,13.

Squamous cell carcinoma has a varied clinical
presentation, including exophytic (mass-forming), en-
dophytic (with ulceration), leukoplakia (white plaque),
erythroplastic (red plaque) or erythroleukoplakia14,15.

The prognosis of squamous cell carcinoma is associ-
ated with several factors such as the patient's age, sys-
temic condition, location of the lesion, TNM tumor stage
(classification of malignant tumors), degree of cell dif-
ferentiation and socioeconomic conditions4,7.

The therapy to be implanted is usually surgical exci-
sion, radiotherapy and chemotherapy, which can be used
concomitantly and/ or associated4,12.

The objective of the present article is to present a re-
view of the literature in the existing databases on the
most current in relation to squamous cell carcinoma and
to emphasize the importance of the dental surgeon for

the early diagnosis of the lesion and to make the neces-
sary oral adjustment Before the patient to perform the
therapeutic modalities, in order to reduce the side effects,
to improve the indices of cure and quality of life.

2. MATERIAL AND METHODS

A bibliographic search was carried out in the existing
databases on what is most current on the subject. From
that point on, what was collected was organized in an
exploratory way related to the proposed theme. The ma-
terials to be used were of various natures (among books,
articles, periodicals, monographs, dissertations, theses
and scientific materials online), which were gathered
through research on topics such as Squamous Cell Car-
cinoma and organized through the Content presented in
order to aid in the guiding theme of the study.

3. DISCUSSION
Oral cancer is categorized between head and neck

cancers, with the sixth position being the most common
tumor in the world. In Brazil, it is the sixth type of can-
cer that has higher incidence, occupying the fourth posi-
tion in the Northeast. This type of cancer affects more
than 11,000 new Brazilians each year, is the most serious
disease affecting the mouth, causing 4,891 deaths in
2010, 3,882 men and 1,009 women, and occupying the
third place in the incidence/ mortality ratios among neo-
plastics10.

Squamous cell carcinoma is a malignant neoplasm
that accounts for most mouth cancers, 90% of which are
malignant neoplasms of the mouth and 38% of tumors of
the head and neck, most of which are male and older 40
years old, and can also affect younger patients1,3,4,7,8,10,

11,12,13,18,19.
After a survey, all the consulted professionals were

unanimous to report that the male gender is the most
affected by this neoplasm. However, the incidence of
this pathology has increased in women in the last years,
probably due to the disintegration among them of the
smoking habit. However, everyone also agrees that the
age group with the greatest disease is between the 6th
and the 7th decade of life11.

The individual may have problems in talking, eating,
severe weight loss and cervical lymphadenopathy. These
changes, added to the facial modification and the emo-
tional disturbances caused by the disease, significantly
affect the quality of life of these people10.

The risk factors related to the development of this
neoplasia are multiple where they act together in oral
carcinogenesis. They are related to endogenous agents
such as genetic predisposition, malnutrition and exoge-
nous environmental and behavioral, such as poor hy-
giene, smoking, alcoholism, excessive exposure of ultra-
violet radiation, carcinogenic chemicals and some mi-
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croorganisms whose interaction may result in the mani-
festation of the disease1,2,3,4,5,7,8,11,12,13,16,20.

The use of tobacco can cause oxidative reactions in
the tissues due to the high temperature at the tip of the
cigarette causing a potentiation in the mucosa aggression,
besides there are more than 60 carcinogenic substances
in the smoke, mainly tar, benzopirenos and aromatic
amines. The risk of developing oral cancer for smokers
is dose-independent, that is, the higher the amount of
cigarettes, the greater the risk4,16,17.

It is not yet confirmed how alcohol consumption
alone can increase the risk for the development of oral
cancer, but it is believed that excessive alcohol con-
sumption facilitates the passage of various carcinogenic
agents through cell membranes causing insults due to
metabolic Of ethanol (acetaldehydes) and indirectly due
to nutritional deficiencies secondary to their chronic
consumption (cirrhosis of the liver)4,16,17.

Ultraviolet radiation can also be considered a risk
factor for the development of carcinoma in the lips,
where this risk will vary according to the intensity, time
of exposure and amount of pigmentation present in the
patient's skin, causing serious cellular damage in the
epithelium As well as in the underlying connective tissue.
Regarding diet, some foods are considered protective
agents. This is due to modulation of the carcinogenic
metabolism, alteration of cellular transformation and
differentiation, inhibition of cell proliferation, oncogenic
expression and the endogenous formation of carcinogens,
immune function and mainly of the antioxidant activity
that they possess17. Therefore, some nutritional deficien-
cies can cause epithelial changes leaving the buccal mu-
cosa more vulnerable to the carcinogenic agents2,6,16,3.

In addition to the risk factors described above, we
must take into account poor oral hygiene that may prove
to be a risk factor for oral cancer. Being evaluated by
gauging the loss of teeth or the state of the dentition and
periodontal disease9.

During a study the researchers consulted agreed that
this neoplasm is related to multiple factors that act to-
gether for the development of this disease. They also
corroborate that smoking, alcoholism, excessive expo-
sure to ultraviolet radiation, malnutrition, poor hygiene
and the HPV virus are the main related etiologic agents.
However, marijuana use may be considered a decisive
etiologic factor for upper airway malignancies in young
and adult and that the risk is increased in frequent drug
users12.

The high potential to develop carcinoma, often re-
gardless of the degree of epithelial dysplasia2.

Leukoplastic and erythroleukoplastic examples are
probably early stage cases that have not yet produced
mass or ulceration. An exophytic lesion typically has an
irregular or papillary surface, and a color that may be
normal, red or white, depending on the amount of kera-

tin produced. The surface is often ulcerated, and the tu-
mor is hard to the touch. Endophytic carcinomas typi-
cally have a central area that is ulcerated, irregularly
shaped and depressed, with a surrounding border
"rolled" of normal, red or white mucosa14.

The best way to prevent carcinoma is to diagnose it
early. After performing the early diagnosis of the disease,
there are two types of prevention: primary and secondary.
Primary prevention would be programs and measures to
combat tobacco and alcohol consumption. On the other
hand, the strategy of secondary prevention consists of
making the diagnosis of the disease feasible in its initial
stage, allowing a better prognosis4,5,22,23,24.

The best phrases for the early diagnosis of the dis-
ease are the pre-neoplastic phase or in incipient phases
of disease progression, because in these phases the
chances of cure approach 100%5.

During a survey, the authors consulted unanimously
stated that early diagnosis remains the main prognostic
factor for the treatment of oral cancer17. All have also
reported that it is the responsibility of the dental surgeon
to perform a thorough clinical examination of the oral
cavity and oropharynx. This early diagnosis can be per-
formed through screening campaigns, oral
self-examination and control of risk factors associated
with the development of the disease4.

Early diagnosis is made difficult by the fact that the
initial lesions, usually oligosymptomatic, are not valued
by the individual or by the health professionals, which
suggests a lack of knowledge of the pathology, of the
science in the search for professional care by the indi-
vidual and/ or access and quality of health care, a factor
linked to the absence of government programs aimed at
prevention and a health system and aware25.

When the pathology is detected through the clinical
examination, it is necessary for the definitive diagnosis
to perform the incisional biopsy followed by histopatho-
logical examination, only then to define the prognosis
and treatment for the patient4,11,18,19.

Tumor size and extent of metastatic expansion of oral
squamous cell carcinoma are the best indicators of pa-
tient prognosis. The quantification of these clinical pa-
rameters is called "staging" of the disease, where the
protocol used for most human cancers is individualized
TNM (tumor - node - metastasis). Each system is used
exclusively for a specific anatomical site and a particular
type of tumor. Each specific system depends on three
aspects: the size, in centimeters, of the tumor itself (T);
The presence and type of lymph node expansion (N);
The presence or absence of distant metastases (M)14.

The planning of the therapy to be implanted involves
a multidisciplinary team, including medical surgeons,
radiotherapists, oncologists, dentists, nurses, physio-
therapists, psychologists, speech therapists among others.
The choice of therapy used is related to the clinical
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staging and degree of histopathological differentiation of
the lesion. Surgical excision, radiotherapy and chemo-
therapy are examples of implanted therapies that can be
addressed in concomitant and / or associated ways4,11,17.

Treatment of carcinoma is guided by clinical staging
of the disease. The therapies of choice usually consist of
surgical excision (with margin of safety) and radiother-
apy, being used alone or in combination. The indication
of chemotherapy for this type of lesion is usually a palli-
ative choice, not aiming at the cure of the patient4,9,10.

The performance of the dental surgeon is indispensa-
ble in the antineoplastic treatment, both in the initial
phase of diagnosis and during the therapy, giving condi-
tions to the patient so that he can be submitted to the
therapeutic modalities with better rates of cure, quality
of life and preventing or reducing its side effects,
Through the suitability of the buccal medium. The au-
thors agree with this statement and reinforce the im-
portance of the dental surgeon, not only in the initial
phase of diagnosis, but also in the modalities of treat-
ment and rehabilitation before the patient initiates radio-
therapy and chemotherapy, reducing the probability of
occurrences of stomatological alterations, decreasing
Mutilations and deformities in the individual, allowing
better quality of life for this patient1,11.

4. CONCLUSION
After a comprehensive review of the literature on

oral carcinogenesis, with emphasis on Squamous Cell
Carcinoma and based on the items discussed throughout
this work, it can be concluded that:

Squamous cell carcinoma is a malignant neoplasm
that accounts for most mouth cancers, 90% of which are
malignant neoplasms of the mouth and 38% of tumors of
the head and neck, mostly affecting males between 6th
and 7th decade of life.

It is the responsibility of the dental surgeon to guide
the patient in relation to the risk factors associated with
the development of the disease, such as genetic predis-
position, malnutrition, poor hygiene, smoking, alcohol-
ism, excessive exposure to ultraviolet radiation, car-
cinogenic chemicals and some microorganisms at risk of
developing oral cancer.

Early diagnosis continues to be the main prognostic
factor determining the treatment of oral cancer, making it
essential for the dental surgeon to perform at primary and
secondary prevention levels, ie, the professional should
be able to prevent and diagnose oral cancer, making it
possible to diagnose The disease in its initial stage, al-
lowing a better prognosis.

Finally, in many cases, incisional biopsy followed by
histopathological examination is essential for the patient
to be guided to appropriate treatment.
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