Oral Cancer Screening
In 2014, close to 43,2501 Americans and more than 4,000 Canadians2 will be diagnosed with oral or
pharyngeal cancer. These diagnoses will lead to more than 8,000 deaths in the United States and
approximately 1,150 deaths in Canada.3 In 2010, it was estimated that $3.2 billion was spent in the
United States each year on the treatment of head and neck cancers.1 The overall incidence in the United
States is about 16.5 per 100,000 men and 6.2 per 100,000 women with the median age at diagnosis of
oral or pharyngeal cancer was 62 years from 2007 to 2011.4
The well-documented risk factors for oral cancer in American men and women are tobacco, smokeless
tobacco, and alcohol use. An increased risk of developing squamous cell carcinoma of the oropharynx
has also been associated with HPV16 infections.5 The survival rate from this disease is approximately
57%; this has remained relatively constant over decades. Historically, the survival rate was about 50%.
Therefore 57% is an improvement, but this increase is thought to be secondary to the increased
incidence of HPV16-related malignancies, which seem to be more responsive to existing treatment
modalities. The current available data seem to support that a change in etiology and not improved early
discovery or treatments has led to this survival increase. Approximately 94% of all oral cancers are
squamous cell carcinomas. Less common oral cancers include mucoepidermoid carcinoma, adenoid
cystic carcinoma, and, rarely, malignant melanoma.6
The warning signs of oral cancer can be summarized as follows:
1.
an ulceration in the mouth that does not heal (most common symptom)
2.
an area of leukoplakia (white in color) or erythoplakia (red in color) on the gingiva, tongue,
tonsil, or oral mucosa that persists
3.
a lump or thickening in the cheek
4.
a sore throat or globus sensation (feeling that something is caught in the throat)
5.
difficulty chewing with or without dysphagia
6.
increasing trismus and or decreasing tongue mobility
7.
sensory changes in the tongue or other oral structures
8.
swelling of edentulous areas that cause dentures to fit poorly or become uncomfortable
9.
increasing tooth mobility or pain associated with the teeth or jaw
10.
voice changes
11.
a lump or mass in the neck
12.
weight loss
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The National Cancer Institute defines screening as looking for cancer before a person has any
symptoms. The concept is to help find cancer at an earlier stage, assuming that it may be easier to treat.
If symptoms have already manifested, the cancer may have already began to spread.7 The World Health
Organization (WHO) makes a distinction that early detection of oral cancer using visual inspection of
the mouth should be considered a different entity and distinct from an organized screening program.8
Given that oral cancer occurs in an area typically accessible to physical examination by the patient, the
dentist, the dental specialist, and the physician, visual examination is the most common technique used
to detect visible lesions. Other adjuvant diagnostic testing modalities, including toluidine blue staining,
brush biopsy, autofluorescence, salivary proteomics, DNA analysis, biomarkers, and spectroscopy, have
been advocated for the clinical detection of oral lesions.9 The direct-to-patient marketing10 of some of
these adjunctive tests may have increased the public awareness of oral cancer; however, the available
literature does not support the fact that such technologies may improve detection of oral cancers and
precancerous lesions beyond what a thorough conventional oral examination can provide especially in
low risk populations. 11,12,13,14 The characteristics of a good screening test are as follows:
1.
be simple, safe, and acceptable to the public
2.
detect disease early in its natural history
3.
preferentially detect those lesions that are likely to progress
4.
detect lesions that are treatable or where intervention will prevent progression
5.
have a high positive predictive value and low false negatives (high sensitivity).8
A thorough clinical examination for oral cancer should include the following components:
1.
palpate the lymph nodes in the neck and under the mandible
2.
visually inspect and palpate the cheeks and lips
3.
visually inspect the gingival tissues
4.
pull the tongue forward to evaluate the posterior dorsal and ventral surfaces
5.
visually inspect and palpate the palate
6.
visually inspect the tonsillar and oropharyngeal areas
7.
visually inspect and palpate the floor of the mouth
Oral health care providers should be alert for the signs of potentially malignant lesions or early-stage
cancers, especially in patients who use tobacco or consume alcohol heavily.15, 16 If a suspected oral
cancer or pre-malignant lesion is identified during this examination, it requires evaluation by tissue
biopsy. This biopsy may be performed by a prosthodontist comfortable with such a procedure dependent
upon the location of the identified lesion or referred to an oral and maxillofacial surgeon or
otolaryngologist, if indicated. Definitive treatment of a biopsy-confirmed oral cancer may include
surgery, radiation therapy, chemotherapy, or a combination of these modalities.
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To date, there is not enough evidence to determine if screening using a comprehensive clinical
examination as noted above will reduce the death rate for oral cancer, and there is no evidence for other
screening methods. It is possible that a comprehensive clinical examination may aid with death rate
reduction in high risk patients who use tobacco and alcohol.17
There is evidence of potential harm associated with routine screening for oral cancer.6 The clinician
should be aware of the following situations that are unavoidable as a result of routine screening:
1.
detection of cases that are already incurable, leading to increased morbidity
2.
unnecessary treatment of lesions that would not have progressed (over-diagnosis)
3.
psychological consequences of false-positive tests
4.
misdiagnosis with resulting under- or over-treatment
Despite the lack of evidence to support large scale oral cancer screening programs in asymptomatic
adults, it is the position of the American College of Prosthodontists to provide routine comprehensive
oral cancer screenings to their patients as well as inquire about risk factors in their patients.18 The
American College of Prosthodontists annually hosts National Prosthodontics Awareness Week
informing the public of oral health care, including oral health care screenings.
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