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Case Report

Gingival Squamous Carcinoma with Metastatic Lymph
Node Involvement of Papillary Thyroid Carcinoma
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Abstract

The development of multiple primary tumors is a problem leading to the treatment of patients diagnosed with gingival squamous
cell carcinoma (SCC). The occurrence of multiple primary cancers in patients with SCC of the head and neck is uncommon,

Thyroid carcinomas have been found incidentally in the cervical lymph nodes after histopathologic examination, A 72-year-old

male with SCC of the lower gingiva at the clinical stage T2NOMO was treated with partial mandibulectomy and selective

neck dissection, Histopathologic examination showed the foci of papillary thyroid carcinoma metastasis. The patient subsequently

underwent total thyroidectomy, We report a case of papillary thyroid carcinoma associated with SCC of the oral gingiva

along with a review of literatures,
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Introduction

Oral cancer accounts for 3~4% of total cancer incidences,
More than 90% of oral cancer cases are known as squamous
cell carcinomall,2]. Therefore, the study of squamous cell
carcinoma is very important, The treatment of primary mul-
tiple carcinoma is difficult, especially in the patients with
squamous cell carcinoma in the head and neck(3]. Primary
multiple carcinoma has been reported to have occurred
in 20% of the patients with squamous cell carcinoma in
the head and neckl4]. Because the respiratory and digestive

organs are exposed to the same carcinogen at the same

time, multiple carcinoma, which shows similar histological
patterns, may occur in the esophagus, lung, and head and
neck areas[5]. Unlike with primary multiple carcinoma,
however, detection of thyroid gland carcinoma by chance
is uncommon. In less than 0.5% of the patients with squ-
amous cell carcinoma in the head and neck, thyroid gland
carcinoma was reportedly detected in the lymph node of
the neck by chance during surgeryl6]. The authors' depart-
ment reports the case and literature review of the detection
of squamous cell carcinoma in the gingiva in the thyroid

gland and lymph node in the neck of a 72-year-old male,
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Case Report

A 72-year-old male visited the authors' hospital on May
24, 2010 with the symptom of gingival pain in his left
lower gum. His gingival pain started in his lower left gum
two months earlier, and he was taking the medicine pre-
scribed by a clinic doctor, but he came to the authors'
hospital due to the worsened pain, His systemic medical
history showed hypertension, but no drinking of alcohol
and smoking,

In the first medical examination, the white and red col-

Fig. 1. Intra oral photograph on first visit. The photograph show
irregular margin and tissue necrosis on gingival.
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ored lesion with the size of 4X3 cm and with an irregular
boundary was observed at the gingiva near the first and
second molars in the lower left gum, and tissue necrosis
was detected in the lower area of the lesion (Fig, 1), Thus,
a biopsy was performed with local anesthesia on the same
day. The biopsy result showed that the patient had squ-
amous cell carcinoma with a moderate level of differ-
entiation (Fig. 2). Additionally, a positron emission tomog-
raphy-computed tomography (PET-CT) scan, a head and
neck magnetic resonance imaging, and a whole body bone

scan were performed on the patient, In PET-CT scan, About

Fig. 2. Histopathologic view of gingival squamous cell carcinoma
(H&E, x200). The photomicrograph show the squamous pearl
(white arrow).

Fig. 3. Positron emission tomography-computed tomography scan. The photograph show about 3 cm length mass with intense
fludeoxyglucose (FDG) uptake in left lower gingiva, mild increased FDG uptake in left submandibular area, and lung nodules with
faint FDG uptake in right middle lobe of lung and right lower lobe of lung (circle).
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Fig. 4. Post-operation panoramic view.

3 cm length mass with intense fludeoxyglucose (FDG) up-
take in left lower gingiva and mild increased FDG uptake
in left submandibular area was found. There was no symp-
tom on thyroid (Fig. 3). And partial amputation of the
lower jaw, neck dissection (supraomohyoid neck dis-
section, including partially level 1V), and reconstruction
using a left fibula free flap were also performed under
systemic anesthesia on June 23, after the patient's hospital-
ization on June 21, 2010 (Fig. 4).

The frozen biopsy for safety margin around the primary
lesion during the surgery did not show the carcinoma and
surgical biopsy for the primary lesion showed squamous
cell carcinoma. But metastatic papillary carcinoma was de-
tected in the follow-up biopsy on the level II lymph node.
The tumor cell that makes up the gland, the colloid-like
material, the intranuclear groove, and the intranuclear in-
clusion were observed after H&E staining and Galectin-3
immunostaining of the tissues. The patient was diagnosed
as having papillary thyroid carcinoma (Fig. 5). Since he
was referred to the Department of Breast and Endocrine
Surgery for diagnosis of papillary thyroid carcinoma via
ultrasonography and a liquid-based cytology test for the
thyroid, thyroidectomy and additional neck dissection
(level IV and central) were performed on him under sys-
temic anesthesia at the aforementioned department on
September 6, 2010. The biopsy results showed metastasis
in one of the perithyroid lymph nodes and infiltration of
the perithyroid soft tissue. The remnant and metastatic up-
take were not observed after the treatment with I in

December 2010, after the surgery.

Fig. 5. Histopathologic view of extirpated lymph node at level
Il, showing papillary thyroid. Carcinoma (H&E staining and
Galectin-3 immunostaining, x200). The photomicrograph show
the colloid like material (white arrow) and the intranuclear groove
(black arrow).

Discussion

Thyroid gland cancer is not commonly detected, unlike
primary multiple carcinoma, in the patients with squamous
cell carcinoma in the head and neck. It can only be de-
tected in the following cases: in the removed thyroid lobe
during a laryngectomy, in case of facilitation in the thyroid,
and in neck dissection[6]. Thyroid papillary cancer is the
most common malignancy in the thyroid, accounting for
50~90% of thyroid-originating cancers, with frequent
metastasis in the lymph node[7]. Its prognosis is known
as relatively good, however, and metastasis in the lymph
node does not significantly affect the patient's survival
rate[8]. Also, the progress of thyroid papillary cancer is
relatively slow, and its prognosis was recently reported
to be 90~98% of the 10-year survival rate, due to enhanced
treatment efficacy combined with thyroid-stimulating hor-
mone inhibition therapy[9-11]. Yet due to the occurrence
of local recurrences and remote metastasis in 20~35% of
cases, follow-up checks are important to find the recur-
rences and metastasis[9,10,12,13]. Thyroid ultrasonography
is mainly used to diagnose a thyroid nodule, and has been
effective as the primary differential test because it can pro-
vide the important information on the shape of the nodule,
the infiltration into the surrounding tissues, and the meta-
stasis in the lymph node in the neck[9,10]. It can also
simultaneously perform the cell inhalation test in cases of

potential metastisis.
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Goepfert and Callender[14] reported that the patients di-
agnosed as having squamous cell carcinoma in the head
and neck have a higher risk of recurrence than the patients
with ordinary thyroid papillary cancer if they had thyroid
papillary cancer. In addition, Godballe er a/[15] determined
the break point of age for the diagnosis of thyroid papillary
cancer as 60 years, This is because the cancer shows in-
creasing patterns of nuclear dysplasia in the carcinoma,
mitosis, remote metastasis, and expansion out of the thy-
roid before and after the age of 60 years, Thyroid hormone
inhibitory therapy after thyroidectomy, neck dissection,
and radioactive iodine treatment are generally performed,
and follow-up monitoring with serum thyroglobulin and
systemic scanning of the radioactive iodine are used for
patients who have a higher risk of recurrence of thyroid
papillary cancer(10,12,13,10].

We think that thyroid papillary cancer had been exist
with no clinical symptom for a long time and it was found
incidentally during neck dissection for gingival squamous
cell carcinoma, Although this case is rare, it is important
that proper treatment and active management are needed
in geriatric patients,

This is the case report of the thyroid papillary cancer
detected by chance during surgery on a patient who was
diagnosed as having squamous cell carcinoma in the gingi-
va of his lower left jaw.

Although it has been reported that the progress of thyroid
papillary cancer is slow and its prognosis is good, the
literature review revealed that the risk is high in geriatric
patients with squamous cell carcinoma in the head and

neck,
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