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Abstract  
 

Primary intraosseous squamous cell carcinoma of jaw is a rare tumour. It arises from the lining of an odontogenic cyst or 

de novo from postulated odontogenic cell rests and is rarely diagnosed by FNAC. The primary intraosseous carcinoma of 

squamous cell origin is very infrequent and only few cases are reported in available literature. The following case report 

describes a case of primary intraosseous squamous cell carcinoma of mandible in a 45 year old male patient with 

emphasis on cytological features. The main purpose is to highlight diagnostic significance of FNAC for rapid and 

accurate diagnosis of lesions of mandible and unusual clinical presentation.  
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INTRODUCTION 
A primary intraosseous squamous cell 

carcinoma (PIOSCC) is a squamous cell carcinoma 

(SCC) which arises within the jaw bones with no initial 

connection with the oral mucous membrane [1]. Loos in 

1913, first described PIOSCC as a central epidermoid 

carcinoma of the jaw [2]. In 1972, the WHO and 

Pindborg approved the term “Primary intraosseous 

odontogenic carcinoma (PIOC) [3]. Lining of 

odontogenic cyst may transform into SCC, besides 

other benign and malignant odontogenic tumours. 

Residual cyst is considered the common cyst followed 

by dentigerous cyst as leading cause of SCC. Our 

purpose of this article is to represent the clinical, 

radiological and microscopic features of PIOSCC. This 

case report is the addition to the very few cases of 

PIOSCC in the literature. 

 

CASE REPORT 
A 46 year old male patient reported to our 

institute with the chief complaints of pain and 

numbness in the left lower jaw since 3 months. The 

pain was aggravated while chewing food. Subsequently, 

the patient developed pus discharge in the same region 

and underwent medical treatment for the same. The 

patient had a history of bidi smoking (10 bidis per day) 

since last 15 years.  

 

Local extraoral examination revealed diffuse 

bony hard swelling in the left mandibular ramus region 

causing facial asymmetry. Left submandibular lymph 

node was palpable measuring 1 x 0.5 cm, which was 

tender, and not fixed to underlying structures on 

palpation.  

 

On intraoral examination, growth was present 

in the socket of 36 which was erythematous and 

covered with slough giving granular appearance. Also 

pus discharge was present (Figure 1). 

 

Orthopantomogram shows evidence of missing 

teeth with respect to 36 and lytic bone lesion in 36 & 37 

region (Figure 2). 
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The patient was then advised contrast 

enhanced computed tomography (CECT) face which 

revealed lytic lesion in body of mandible area left side 

extending till alveolar part with minimal surrounding 

soft tissue involving the mucosa. Also few lymph nodes 

in left submandibular region were appreciated (Figure 

3). 

 

A USG guided FNAC from left body region of 

mandible was performed. A 22 gauge needle was 

introduced and aspirate was taken under all aseptic 

precautions. Smears were prepared, air dried and 

alcohol fixed and were subjected to further staining. On 

microscopic examination, the smears were cellular and 

showed atypical squamous cells lying in clusters as well 

as singly. Cells were medium to large with 

hyperchromatic nuclei, some showing prominent 

nucleoli. Scattered in between seen few osteoclastic 

giant cells. Many tadpole and fibre cells were seen. 

Cytological features were suggestive of Squamous Cell 

Carcinoma. Lymph node aspirate shows reactive 

changes (Figure 4 A – D). 

 

Our diagnosis was confirmed as Well 

differentiated Squamous Cell Carcinoma on 

histopathology of curettage tissue from lytic lesion. 

 

 

 
Figure 1: Intraoral photograph showing lesion at the site of FNAC in the mandible 

 

 
Figure 2: Orthopantomogram showing lytic lesion in region 36 & 37 
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Figure 3: CECT showing lytic lesion in body of mandible left side 

 
Figure 4: SCC. A & B- Smear shows atypical squamous cells arranged in clusters and singly scattered cells. Inset A shows- 

Osteoclastic like giant cells. L & G X 400; C & D- Smear showing significant atypia. H & E X 400 

 

DISCUSSION 
PIOSCC is a rare odontogenic carcinoma.

[4]
 

Loos was the first to describe the tumor in 1913.
[2]

 In 

1972, WHO suggested the term primary intraosseous 

carcinoma and classified the lesion as an odontogenic 

carcinoma.
[3] 

Adults in sixth to seventh decade are 

mainly involved with male to female ratio of 

2:1.Posterior mandible is the most common site 

involved.
[5]  

 

However, in 2005 according to the new WHO 

classification, PIOSCC replaced the old terms and was 

sub classified as a: 

 Solid tumour that invades marrow spaces and 

induces bone resorption.  

 SCC arising from an OKC lining or carcinoma 

arising in other odontogenic cysts 

 SCC associated with benign epithelial odontogenic 

tumours [1]. 

 

Primary introsseous squamous cell carcinoma 

(PIOSCC) is a central jaw carcinoma which is derived 

from odontogenic epithelial remnants. Thereby 

according to the latest classification, PIOC arising de 

novo (keratinizing type) is classified as PIOSCC 

(Primary intraosseous squamous cell carcinoma) which 

is the final diagnosis given in our case [6].
 

 

Age and site in our case corroborated in the 

study by Thomas et al., [7].
 
The pathogenesis of this 

lesion is presently unknown. In 2003, gardner and Yu et 

al., [8] suggested that the long standing chronic 

inflammation has also been a possible predisposing 

factor. Our patient had history of tobacco smoking 

which must be the triggering factor by causing 

oxidative stress.
 

 

Pain and swelling are the common clinical 

features. In the study conducted by Thomas et al., pain 

was the most common feature in 54.8% patients 

followed by swelling of the jaw in 51.65% and sensory 

disturbances in 16.1% which is similar to this case 

study in which, pain, swelling, and paresthesia were 

seen [7].
 

 

Yamada et al., in the research of clinic-

pathological study of five cases of PIOC found three 

cases of well-differentiated carcinoma, and one 

moderately differentiated carcinoma [9]. Also in this 
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case, the tumour was a well differentiated keratinizing 

squamous cell carcinoma.  

 

Role and importance of FNAC for diagnosis 

was highlighted by R desai et al., in their study [10]. 

The current management of PIOC is wide surgical 

resection. For the lesions that cannot be surgically 

controlled, other treatment modalities, such as 

radiotherapy or chemotherapy, should be considered. 

The prognosis is generally poor [7].
 

 

CONCLUSION  
Whenever the patient presents with pain and 

swelling along with intraosseous lesions, one should 

consider the possibility of intraosseous carcinomas. 

FNAC diagnosis of this carcinoma is rare and the 

present case report is to highlight its diagnostic 

significance in such cases. The FNAC has an extra edge 

in such lesions due to its simple, easy, rapid and less 

invasive and cost effective nature. 
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