Histological Malignancy System: WHO x MGSH: a critic view
In spite of significant advance at the molecular and biochemistry biology advanced in the comprehension of this controversy field of the knowledge and still scarcely studied, many questions are still unclear such as would be able to histological gradation of malignance to supply a forecast about the prognostic and tendency to dissemination of metastases, since presently there is not any biological marker or histological of this tendency or that makes feasible this forecast? Why were excluded the cases in that the neoplasm attacked more of an anatomical region? Having in mind this criterion of selection, there would not be a decrease of representation of the sample studied? Besides, the methodology employed did not also mention if was utilized or not the "calibration" of the examiners and/or the study of reproducibility of the histological parameters evaluated. Other question would be as the histological system of gradation of malignance of the kind multi-factorial would have bigger precision than the system mono-factorial, based only in the differentiation cellular from the neoplasm.

In addition, might have occurred an error of evaluation in the analysis of the histological parameter depth of invasion, such as was highlighted discussed by Larsen et al. (1978) [1] with relation to the carcinoma of larynx, since in many cases, the biopsies are superficial, turning not enable to distinct itself between the ranks three and four of this parameter, consequently, causing a decrease in the histological gradation of malignance of the oral carcinoma; as well as interfering in the forecast of metastases to the cervical nodes and prognostic. Therefore, would not be more rational to omit the evaluation of this parameter, for being material of biopsy, as routinely is practiced in theses defended in the scope from the Faculty of Dentistry from the University of Sao Paulo, Brazil (FOUSP)? 

   Of course, despite that still there is not a biological specific or any marker for a histological variable, which enables, with certainty, to make a prevision of the appearance of metastases, and to do a forecast about the prognostic of the patient; several works published since 1978 such as was presented in the introduction of our study (Schütz, 1992) have reported a positive statistical correlation between the histological gradation of malignance and the frequency of metastasis, as well as a negative correlation with the survival. 
  In this view, some histological variables have been associated with the invasion of the tumor at the normal tissue of the patient. Among them, the mode of invasion, depth of invasion, invasion vascular, embolization vascular, and immune response were reported as the of greater importance for the prognostic and forecast about the dissemination of the metastases. 

  As the proposition of our work was to study the histological gradation of malignance, we utilized a stratified sample, according to the histological rank. Such sample is indicated, when we want to work 0with samples originated from a group restricted of patients (attended at the Department of Oral Pathology and Diagnosis at the Faculty of Dentistry at the State University of the Rio de Janeiro -.UERJ); therefore, perfectly representative from the population studied. Recently, an article at that was studied a sample of patients of a similar population Rio de Janeiro city greater than our in that was reported similar results (Pires et al., 2013).
   The criterion of exclusion of lesions that attacked more of an anatomical region without origin defined became more rigorous the identification of the anatomical location of origin from the oral carcinoma. The difference not significant between the lesions localized in mouth floor (17 cases) and tongue (15 cases), verified by our study, aiming them as the anatomical region preferentially attacked by oral carcinoma was also corroborated for recent reports from the National Institute of Cancer (INCA),  Pires et al. (2013) in the scope from the Faculty of Dentistry at UERJ, where was verified also the tongue and floor of the mouth as the more frequents localizations of Oral Carcinoma in the State of the Rio de Janeiro, Brazil and FOUERJ. 

   The dubious about the study of reproducibility of the histological variables studied is coming; however, as our work was directed for the histological gradation and not for the analysis of each parameter individually, it was not carried out. Undoubtedly, such study would give us important data for corroborating the descriptive microscopic analysis for us realized. With relation to "calibration" of the examiners, we understand that it would be against indicated, since this kind of study is need the not communication between the examiners, such as in the "step" evaluation realized for Larsen family and collaborator [1]. In addition, the histological criteria of the multi-factorial system of gradation of malignance for us developed, with basis at the system of Anneroth et al (1987), which conjunctly with others yet was object of investigation of reproducibility were sufficient for an analysis accurate and calibrated. Previous studies verified that the system of Anneroth et al. (1987) is reproducible, principally (Anneroth and Hansen, 1984), when used jointly with the cut serial or semi-serial sectioning, such as was realized in our study. 

  We understand that the systems of gradation of malignance based only in the analysis of the cellular population of the neoplasm are subjects to error evaluative because the percentage of mature cells (keratinized) or presenting polymorphism nuclear and/or cellular, as well as the number of mitoses is variable of field for field, in different depths of the carcinoma, examined to the microscopic. Such difficulty of evaluation was not observed when are analyzed the parameters as model and stage of invasion in small increase jointly with semi-serial cut, which enables, in the specimen, the identification of the region of greater invasion. Of course, recent study show that among the 43 cases with muscle invasion, 10 cases (23.25%) had evidence of lymph node metastasis at the time of surgery and local tumor recurrence. In addition, 37 of 61 lesions (60.65%) presented more than 3 mm at depth of invasion. Of these 37 cases, 11 had lymph node metastasis which represents a 29.7% of probability of developing occult lymph node metastasis and 40.4% of developing recurrence (.
Chandler, Vance , Budnick, Muller, 2011).
   In part, the family Larsen and collaborator (1978) were correct in the affirmation that said: "In determined cases, the biopsies, for being superficial, do not provide the distinction between the ranks 3 and 4 from the variable stage of invasion." However, the extrapolation which in consequence of this gradation inferior to real (1 grade) would occur a decrease in the histological gradation of malignance of the carcinomas able for interfering in the forecast of metastases to the regional nodes and about  prognostic, is not correct. because considering that were 6 parameters analyzed according Anneroth et al. (1984) graduate from 1 to 4 points, with the total of 24 points and histological score varying from 1 to 4 points (6-24/6). The attribution of rank 4 for all the 6 histological parameters would implicate in a histological score of 4 points (real histological score). Admitting that the parameter invasion stage (real score 4) would have had the erroneous grade for less of ranks 2 (-0.32 points) or 3 (-0.16 points), the final histological score would be 3.68 and 3.84, respectively. Therefore, still, larger than the 2.5 necessary points for consider them as of high histological grade of malignance, and perfectly indicative of its nature aggressive, bad prognostic and high probability of metastatic dissemination. Consequently, conserving the prognostic valor of the histological score and grade.
   "This calculation would only be valid for the extreme rank, where all the histological parameters would present rank 4." With this argumentation somebody might disagree. However, in the cases in that the histological parameters possesses rank 3 and the parameter invasion stage shows rank 4, would be the real histological score = 3.16 (3 x 5 + 4=19/6). Case the parameter stage of invasion had been graduated for less with the ranks 3 (-0.16) or 2 (.0.32), the final score would have been 3 (3x5+3=18/6) and 2.84 (3x5+2=17/6) points, respectively. 

   Another calculation, same attributing the value in the difference of 1 rank to the parameter stage of invasion (depth) of invasion the valor 0.25 (1/4) and not 0.16666 or 1. Considering to be 5 the number of parameters analyzed x 3 (rank attributed to each parameter) = 15 + 4 (rank attributed to the invasion depth parameter) = 19/6 = 3.16 (histological score real). Of this value, enough to diminish 0.25 or 0.50 attributed to the histological gradation for less (ranks 3 and 2) of the invasion depth parameter (3.16 - 0.25 or 0.50), and we would have the histological scores of 2.91 and 2.66. Therefore, same using the erroneous calculation, the histological score is over to the 2.5 points necessaries for consider them as of high histological gradation of malignance, being this histological score still perfectly indicative of its nature aggressive, bad prognostic and high probability of metastases dissemination. Consequently, conserving the prognostic valor of the histological score and grade. Make another calculation: with the rank 3 attributed (for less) to the parameter depth of invasion, the histological score would be (15 + 3) = 18/6 = 3 and the real score would be 15+4= 19/6 = 3.16. Therefore, the difference of 1 rank for each parameter implicates in a value of only +/- 0.1666 or 0.17. Therefore, "This decrease does not compromise the value prognostic of the histological score or of the histological grade of malignance of the oral carcinomas" such as affirmed family Larsen et al. and collaborator and t that has been repetitively reported in hypothesis at the Faculty of Dentistry of the University of Sao Paulo (FO/USP), without much critical sense
   In addition, the histological variable stage of invasion is perfectly identifiable according to the histological parameters of Anneroth and Hansen (1984) [2], needing for this only to identify invasion  (rank 3) or not (rank 4) of the lamina propria mucosa or the invasion of tumor cells near salivary gland, muscle or adipose tissue (rank 3). 

   So, our study particularly disagree with the exclusion of any an of the histological parameters reported by Anneröth et al. (1987), such as has been suggested and used in hypotheses defended in the scope from the Faculty of Dentistry at the University of Sao Paulo (FOUSP), even the material of study being resultant from biopsies. However,  recognize that this proceed when used only in the cases in that differences in stage of invasion between the ranks 3 and 4 may not be established, the omission or to gradation for less (score 3.83), will not interfere in the histological gradation of malignancy of the carcinoma, as well as will not be sufficient for removing them of the classification of tumors with high histological gradation of malignance (grades 3 or 4), whose value minimum for the histological score is 2.5; utilizing itself any of the histological scores (4 or 3.83) or criteria of evaluation mentioned (exclusion or gradation for less). 

   On the other hand, since three of the four scores of the parameter stage of invasion are perfectly identifiable even in biopsies, disagree of exclusion of the analysis of the parameter stage of invasion, when the lesion presents itself with these ranks (1, 2 or 3), as well as with the exclusion of the evaluation of the parameter lymph-plasmatic response, which, when accentuated, might be indicative of a possible immune response from the patient to the carcinoma, whose omission has been reported at hypotheses defended at the Faculty of Dentistry at the University of Sao Paulo (FO/USP). 
   In addition, I also do not agree with the not evaluation of the histological score reported in some other hypotheses defended in this same school (FO/USP) since in the cases in that the majority of the histological parameters present themselves with different ranks, the histological score is decisive in the establishment of the histological grade of malignance of the carcinoma. For me these theses have methodological error. 

REFERENCES 

Anneroth G, Hansen LS TO methodologic study of histologic classification and grading of malignancy in oral squamous cell carcinoma. Scand. J. Dent I Laugh. 92 : 448, 1984. 

 Anneroth G, et al Review of the literature and recommended system of malignancy grading in oral squamous cell carcinoma. Scand J. Dent I Laugh 95: 229, 1987
Chandler K, Vance C, Budnick S, Muller S. Muscle invasion in oral tongue squamous cell carcinoma as a predictor of nodal status and local recurrence: just as effective as depth of invasion? Head Neck Pathol. 5(4):359-63, 2011

Larsen KH, Graem N, Larsen KIM, Larsen A Clinical Relevance of Histological Grading of Cancer of the Larynx. Acta Path. Microbial. Scand Sect TO 86: 499, 1978. 

 Pires FR et alOral squamous cell carcinoma: clinicopathological features from 346 cases from a single Oral Pathology service during an 8-year period. Journal of Applied Oral Science J. Appl. Oral Sci. 21(5:  1678-77572013
