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Introduction  

ral cancer is a serious health concern and is one 
of the frequent malignant neoplasms affecting 

structures of the oral cavity. Oral squamous cell car-
cinoma (OSCC) may account for more than 50% of 
all the cancer cases, with >90% of occurrence in the 
oral cavity.1,2  The most common sites of occurrence 
are the latero-ventral surface of the tongue, floor of 
the mouth and buccal mucosa. A less frequent site to 
be affected is the gingiva, which comprises about 
10% of all OSCCs and 91% of patients with gingival 
carcinoma are >66 years of age. OSCC is more fre-
quent in males whereas gingival squamous cell car-
cinoma (GSCC) is more frequent in females.3,4 Al-
though gingival carcinoma is a subset of OSCC, it is 
a unique malignancy with variable clinical presenta-
tions and can mimic other lesions, especially those of 
inflammatory origin.5 Hence, it is of utmost impor-
tance to diagnose the condition early to initiate im-
mediate treatment, prevent metastasis and  improve 
the prognosis. Here we report a case of gingival SCC 

mimicking an inflammatory periodontal lesion in a 
39-year-old male patient.  

Case Report  

A 39-year-old male patient presented to our depart-
ment with a chief complaint of pain and growth in 
the upper right posterior region since 4 months pre-
viously. His medical history was not significant. The 
patient had a habit of smoking for 10 years, which 
was discontinued since a year previously. On extra-
oral examination a solitary right submandibular 
lymph node was palpable, which was tender, freely 
moving and soft in consistency.  Intraoral examina-
tion revealed a solitary erythematous sessile growth 
in the region of #17 and #18, involving the interden-
tal, marginal and attached gingiva. Superiorly the 
growth extended into the buccal vestibule of tooth 
#17 and inferiorly it involved the marginal and at-
tached gingiva of tooth #17 (Figure 1). The surface 
over the growth was irregular with pseudomembran-
ous slough, giving a granular appearance. On palpa-
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Abstract  
Squamous cell carcinoma (SCC) is one of the most common epithelial malignancies affecting the oral cavity with different 

clinical presentations. Carcinomas of the gingiva constitute approximately 10% of OSCCs and can mimic reactive, inflam-

matory conditions of the gingiva, leading to a diagnostic delay. Therefore it is of great importance to diagnose the lesion 

early for good prognosis. This article reports a rare case of gingival OSCC in a 39-year-old male patient mimicking an in-

flammatory gingival mass. 
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tion it was soft in consistency and tender and was 
bled profusely on probing.  

Baseline investigations, such as hemogram, were 
noncontributory. Orthopantamogram revealed hori-
zontal bone loss in relation to #17, #18 and  #35-38 
regions and fixed partial denture in relation to #25-
27 (Figure 2). Based on the history and clinical and 
radiographical findings a provisional diagnosis of 
pyogenic granuloma was considered. Excisional bi-
opsy was carried out and the specimen were sent for 
histopathological examination which revealed isl-
ands and sheets of dysplastic epithelium invading 
into the underlying connective tissue stroma with 
keratin pearl formation (Figure 3). 

Discussion  

Oral squamous cell carcinoma (OSCC) is one of the 
most aggressive malignancies worldwide and ac-
counts for more than 90% of all oral cancers. It is 
considered  as the sixth leading cause of cancer mor-
tality worldwide and the second leading cause of 
cancer mortality in India.6 OSCC is defined as a ma-
lignant epithelial neoplasm exhibiting squamous dif-
ferentiation characterized by the formation of keratin 
and the presence of intercellular bridges.2,3,7 OSCC 

predominantly affects men (M: F= 1.5:1) over 45 
years age of , whereas  gingival squamous cell carci-
noma is predominantly seen in females over 50 years 
of age.3   

The most common etiologic factors associated 
with SCC are smoking, smokeless tobacco use, 
chewing pan (a combination which includes calcium 
hydroxide, areca nut, and betel leaf). Factors which 
play a less important role are exposure to ultraviolet 
radiation, oncogenic viruses, iron deficiency, can-
didal infections and immunosuppression. Tobacco 
and alcohol are the two best known collaborative 
risk factors of OSCC.2,8 In the present case, the pa-
tient had a history of smoking. The most common 
sites of OSCC are buccal mucosa, floor of the 
mouth, tongue, alveolar ridge and the hard and soft 
palates, whereas gingiva, retromolar area and the 
buccal and labial mucosa are less frequently in-
volved. 9,10  In the present case, OSCC was mani-
fested on the gingiva which is a rare site to occur. 
OSCC of the gingiva more frequently involves the 

 
Figure 1. Erythematous, sessile growth in the region of 
#17 and #18. 

 
Figure 2. OPG showing horizontal bone loss in relation to 17, 18, 35-38 

 
Figure 3. Histopathological picture (40x) showing is-
lands of squamous epithelium in the connective tissue 
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mandible than the maxilla and is mainly seen in fe-
males over 50 years of age.1 The present case was 
not consistent with the literature, as it was mani-
fested on maxillary gingiva of a male patient <50 
years of age. OSCC of the gingiva is often asymp-
tomatic as it is insidious in onset, and initially it can 
present as an intraoral mass or swelling and ulcera-
tion. In the case reported here the lesion was mani-
fested as a growth on the gingiva. Most often the 
diagnosis of gingival OSCC is either missed or de-
layed as in the present case due its similarity to other 
common inflammatory lesions of the gingiva like 
periodontitis, pyogenic granuloma, gingivitis and 
benign hyperplasias of the gingiva. Gingival OSCC 
is more aggressive and has a higher risk of metasta-
sis due to its proximity to the underlying periosteum 
and bone.2,4 OSCC of gingiva may lead to ill-fitting 
dentures and mobility of teeth by eroding the under-
lying bone.11 In the present case there was no erosion 
of the underlying bone. Radiographically OSCC of 
the gingiva resembles periodontal disease giving a 
floating tooth appearance,12 which was not evident in 
the present case.  Depending on the extent of tumor 
resemblance to the tissue of origin, OSCC is divided 
into 3 stages histopathologically. The tumor is well-
differentiated, moderately-differentiated or poorly-
differentiated. Well-differentiated tumors closely 
resemble their tissue of origin. They grow and me-
tastasize slowly. Contrarily, poorly differentiated 
tumors are considered as immature and do not re-
semble their tissue of origin. The moderately-
differentiated tumor lies between these two ex-
tremes. In our case it was a well-differentiated 
type.13 The prognosis of OSCC is considered as poor 
on lymph node metastasis and lesions measuring less 
than 1 cm have a long-term prognosis as they are 
easy to cure.3  The prognosis in the present case was 
expected to be good considering its differentiating 
type, absence of metastasis and smaller size of the 
lesion.  

Conclusion  

OSCC of the gingiva is an aggressive lesion with a 

varied clinical presentation, mimicking an inflamma-
tory lesion as in the case reported here. Therefore, 
oral clinicians should be vigilant and cautious when 
dealing with such suspicious lesions by regular fol-
low-ups and monitoring. To conclude, the present 
case alerts all the oral clinicians regarding the impor-
tance of submitting the gingival growths for histopa-
thological examination as an aid to prevent delayed 
diagnosis so as to provide early treatment. 
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