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A b s t r ac t
Oral signs and symptoms most of the times indicate a local disease and can be treated with dental treatment; however, sometimes it can be an
indication of any underlying severe disease. Acute myeloid leukemia is one such grave hematological malignancy with a very short lifespan if
undiagnosed and left untreated, which shows oral signs as the first clinical manifestations of the disease. This is a case report where oral findings
lead to diagnosis of acute myeloid leukemia in a 55-year-old female.
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I n t r o d u c t i o n
The oral cavity is a mirror of the body. Many systemic diseases
often have oral manifestations as the first and the only sign. The
oral cavity cannot be isolated from and is not immune to what is
occurring physiologically and pathologically because oral tissues
are nourished by the same blood supply as is the entire body.
Leukemia is one such malignant hematological disorder presenting
with varied clinical and oral manifestations.1 Presented below
is a case of severe gingival enlargement, which was present in
the patient along with fever and which turned out to be a grave
systemic disease called “acute myeloid leukemia” (AML).

C a s e D e s c r i p t i o n
A 55-year-old female reported to the Department of Oral Medicine
and Radiology in Mahatma Gandhi Dental College with a chief
complaint of swelling and pain in her gums with spontaneous
gingival bleeding along with fever, malaise, body ache, joint pain,
and fatigue since last 15 days. Her medical, drug, and family history
were unremarkable. General examination showed pallor of nail beds
and conjunctiva, 100°C fever, blood pressure was 160\100 mm Hg,
respiratory rate was 24 breaths per minute, and she weighed 55
kg with height of 5 feet 5 inches. Extraoral examination revealed
slightly tender bilateral submandibular lymph nodes.
On intraoral examination, there was severe diffuse, generalized
gingival enlargement of all papillary, marginal, and attached
gingival up to middle third of teeth crowns in both maxillary and
mandibular teeth (Fig. 1). The gingiva was firm in consistency,
tender on palpation, with bleeding on probing and significant
amount of calculus and plaque. All her teeth showed mobility. A
provisional diagnosis of chronic generalized moderate periodontitis
was given and intraoral periapical radiographs (IOPAs) and an
orthopantomogram (OPG) were advised.
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stump with rarefying ostitis indicative of chronic periapical abscess
in both these teeth.

Investigations and Diagnosis
Intraoral periapical radiographs (Fig. 2) and OPG (Fig. 3) showed
generalized angular bone loss up to middle third of roots in
posterior teeth and up to apical third of roots in anterior teeth.
There was periodontal ligament (PDL) widening in all the teeth.
Tooth no. 35 had deep caries involving pulp and 45 was a root

Fig. 1: Gingival enlargement (mandible)
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Blood Investigations
Routine blood investigations of complete blood count and random
blood sugar showed hemoglobin: 8.20 g%, packed cell volume:
25%, total leukocyte count: 45,800 cells/cumm, platelets: 69,000
cells/cumm, and blood sugar (random): 90 mg/dL.
Looking at these investigations, we advised a differential
leukocyte count, which was immediately conducted in Mahatma
Gandhi Hospital. It showed neutrophils: 17%, lymphocytes: 9%,
eosinophils: 1%, monocytes: 2%, basophils: 1%, myelocytes: 3%,
promyelocytes: 51%, and blasts: 28%.
A diagnosis of AML was given by the pathologist. A bone
marrow smear was advised as it is the gold standard test for
leukemia. It showed significantly depressed erythropoiesis and
thrombopoiesis with 63% promyelocytes. A diagnosis of AML
type M3 acute promyelocytic leukemia (APML) was confirmed.
The patient was immediately referred to the cancer department
for treatment of leukemia.

Fig. 2: IOPA showing angular bone loss

D i s c u s s i o n
Leukemia is a malignancy affecting the white blood cells of the bone
marrow. This neoplastic process is characterized by differentiation
and proliferation of malignantly transformed hematopoietic stem
cells, leading to suppression of normal cells. The malignant cells
replace and turn off the normal marrow elements causing anemia,
thrombocytopenia, and a deficiency of normally functioning
leukocytes. In time, the leukemic cells infiltrate other body organs,
destroying normal tissues.2
It is classified as either acute or chronic and by cell type.2 Acute
leukemia is divided into acute lymphoid leukemia (ALL) and AML,
which are further subdivided within the French-American-British
(FAB) classification according to their degree of differentiation
along cell lines and the extent of cell maturation. Acute myeloid
leukemia is a clonal proliferation of immature myeloid cells and is
further classified into eight subgroups according to the FAB system.3
The incidence of AML increases with age, with peak in the sixth
decade and is more common in males.4,5 The etiology of leukemia,
in most cases, is unknown, but several factors that increase the risk
of the disease are well established. They range from exposure to
ionizing radiation, certain chemicals like benzene, and drugs to
genetic disorders like Down’s syndrome.2
Early manifestations are pallor, purpura, bone pain, and
fever, and hepatosplenomegaly oral involvement is common at
this stage and features such as gingival enlargement, mucosal
ulceration, bleeding, or opportunistic infections are occasionally
the first overt signs.6 Laboratory finding in leukemia: The laboratory
diagnosis of leukemia is made from the identification of abnormal
hematopoietic cells in the peripheral blood and bone marrow.7
In dental radiographs, presentation of leukemia is varied. In
acute leukemia it can be seen as ill-defined patchy radiolucent
areas bilaterally or as widening of lamina dura and effacement of
cortical outlines or loss of crestal bone.8 The treatment includes
chemotherapy. In addition to chemotherapy, treatment of acute
leukemia includes targeted therapy, radiation therapy, and the
transplantation of hemopoietic stem cells. Without treatment,

Fig. 3: OPG showing angular bone loss and PDL widening
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survival is measured in days to weeks in acute leukemia. Acute
leukemia often compels the patient to seek dental care first
making dentists responsible for initiating the diagnosis in 25–33%
of patients with AML.9,10

C o n c lu s i o n
In AML, each and every day is important for the patient. We could
have referred the patient to periodontology and would have wasted
her precious days. There’s no harm in basic blood investigations,
which proved so helpful and revealed her underlying pathology.
Hence, every patient should be seen cautiously and with suspicion.
This can save someone’s life. Our article highlights the value of
systematic approach to prompt diagnosis.
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