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Case Report

CASE REPORT
A 58-year-old male patient presented to Department of Oral 
Maxillofacial Surgery, SDM Craniofacial Centre with a chief complaint 
of pain and swelling in the right side of lower jaw since one month. 
History of chronic tobacco chewing 10 packs per day for 15 years 
was noted. History revealed a small growth in the right lower back 
tooth region which rapidly increased in size. Extraoral examination 
revealed a diffuse swelling on the right lower third of the face. 
Single Level IB lymph node was palpable and firm. Mouth opening 
was adequate with no other relevant abnormality of the Temporo 
Mandibular Joint (TMJ). On intraoral examination, proliferative growth 
was noted in the right alveolus extending into the right gingivobuccal 
sulcus and retro-molar trigone region [Table/Fig-1]. Routine blood 
haematological investigations were carried out. Incisional biopsy 
was reported as well differentiated squamous cell carcinoma  
[Table/Fig-2]. Histopathologically, tumour cells proliferating into 
connective tissue stroma in the form of interconnecting islands and 
strands with keratin pearls were seen. Clinical TNM (Tumour, Node, 
Metastasis) staging was T4N1Mo. CT scan and ultrasonography of 
the lesion and neck was done to determine the extent of the lesion.

The patient underwent wide excision of the lesion, hemi-
mandibulectomy, modified radical neck dissection type II (spinal 
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ABSTRACT
The 6th most common cancer in the world is head and neck squamous cell carcinoma with an annual estimated incidence of 
around 275,000 for oral carcinoma. India has been cited frequently as the country with the highest incidence in the world with over 
100,000 cases noted every year. Recurrence of oral squamous cell carcinoma are commonly seen as locoregional failure which is 
at the primary site or in the neck lymph nodes. Distant metastasis incidence is very uncommon and they are reported in lung, liver, 
and spinal cord. There are few reported cases of squamous cell carcinoma from oral cavity which has shown metastasis over the 
chest skin. This case report highlights this rare metastasis which, in spite of good locoregional control with surgery and adjunctive 
radiotherapy resulted in a poor outcome.

[Table/Fig-1]: Clinical presentation of the primary involving the gingivobuccal sulcus.

[Table/Fig-2]: Photomicrograph shows tumour cells proliferating into connective 
tissue stroma in the form of interconnecting islands and strands. (Incisional Biopsy, 
H&E,4X).

accessory nerve and internal jugular vein sparing) and reconstruction 
of the defect was done using pectoralis major myocutaneous 
flap in July 2018 [Table/Fig-3]. The histopathological report was 
suggestive of pathological staging T4NoMo with perineural and 
perivascular invasion positive. Frozen section along with surgical 
margins were reported negative. Histopathological specimen 
showed parakeratinised dysplatic epithelium with invasion into 
the underlying connective tissue stroma. Tumour cells were well 
differentiated with dysplastic features. The dysplastic epithelial cells 
were seen in the form of islands of varying sizes with keratin pearl 
formation. Tumour cells showed infiltration into the muscle fibres and 
perineural and perivascular tissues. Lymph node specimen showed 
encapsulation, with increased vascularity and reactive changes 
[Table/Fig-4]. The patient was then referred for adjunctive radiation 
therapy and underwent 60 Gy in 30 cycles. The patient was then 
kept on regular follow-up, which was uneventful for the next three 
months. Postoperatively, in the fourth month the patient reported 
with a complaint of pain and erythematous tender swelling from the 
right side of the chest and restricted shoulder movements. Clinical 
examination revealed, a solitary swelling measuring 2×2 cm, round 
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in shape over the right side of the chest, inferior to the clavicle with 
pus discharge. The swelling was firm in consistency, tender and 
non-fluctuant on palpation [Table/Fig-5]. Contralateral and axillary 
lymph nodes were clinically non-palpable. Fine Needle Aspiration 
Cytology (FNAC) revealed presence of malignant cells. Incisional 
biopsy of the swelling was done which was suggestive of metastatic 
well differentiated squamous cell carcinoma. Histopathological 
examination revealed tumour cells arranged in lobules, nests and 
sheets with infiltration around the adnexal structures. The cells have 
moderate cytoplasm, large pleomorphic vesiculate nucleus with 
prominent nucleoli. Mitotic figures and keratin degradation were 
also seen [Table/Fig-6]. On the subsequent visit, an ulcer was noted 
over the same area with everted edges and an indurated base. 
Posteroanterior chest radiograph was done to rule out metastasis to 
the lung [Table/Fig-7]. Patient was then advised to undergo palliative 
chemotherapy and was later lost to follow-up after two months.

[Table/Fig-4]: Photomicrograph shows tumour cells in form of thin strands and 
cords infiltrating and destructing muscle (Excisional Biopsy, H&E,20X).

DISCUSSION
Oral squamous cell carcinoma is a multifactorial disease and 
major public health problem in Southeast Asia including India. In 
India, it tops in the cancer types both in incidence and mortality. 
Advanced stage of the disease is present in  60-80% of the 
patients. Smokeless tobacco in the form of pan, gutka and supari 
are the major aetiological factors. The five-year overall survival rate 
is 70.4%. Human Papilloma Virus is also known to cause genetic 
damage to the mucosal cells in the form of accumulated mutations 
leading to rapid and uncontrolled proliferation of cells and metastasis 
to regional lymph nodes and distant sites [1].

Advances in the treatment of head and neck cancer have resulted 
in the improvement of locoregional control and increased disease-
free survival and overall survival. Most common distant metastatic 

[Table/Fig-5]: Clinical presentation of distant metastasis over chest skin.

[Table/Fig-6]: Histopathological image showing tumour cells with keratin degradation. 
(H&E,40X).

[Table/Fig-7]: Posteroanterior chest radiograph showing no involvement of lung fields.

[Table/Fig-3]: Resected primary specimen with neck dissection in toto.
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sites are lung, bone, and liver [2,3]. The uncommon metastasis 
sites are to kidney, diaphragm, heart, brain, peritoneum. The risk 
of distant metastasis increases in advanced disease with tumour 
burden causing multiple neck lymph nodes to be positive. Other 
factors which influences the distant metastasis are tumour thickness 
and extracapsular spread. We have reported a case of chest skin 
metastasis of the donor site flap after primary treatment of squamous 
cell carcinoma of the gingivobuccal sulcus.

Distant metastasis from the oral cavity is uncommon. The incidence 
of distant metastasis for oral squamous cell carcinoma is 15.4% 
[4]. Out of all patients with distant metastasis, 70% are diagnosed 
within a year of treatment [4]. Distant metastasis have found to have 
a dismal prognosis and after curative treatment, the median overall 
survival is 10 months for metastatic squamous cell carcinoma [4]. 
The most common site for metastasis are the lungs followed by 
bone and liver and non-regional lymph nodes. Skin metastasis is 
uncommon, occurring in only 1% to 2% of the cases. The first case 
was reported in 1985 [5]. However, the onset is rapid when compared 
to other sites. Skin of the head, neck and chest are common sites for 
involvement. The exact mechanism is not completely understood. 
However, associated risk factors include previous surgery, irradiation, 
cervical lymph node metastases and extra nodal extension all of 
which cause aberrant lymphatic drainage. Cervical and thoracic 
skin metastases may represent locoregional spread through the 
lymphatic system [4]. There is disruption of the lymphatic drainage 
which resulted in lymphatic dissemination of malignant cells below 
the clavicle. But skin metastases occurring at distant sites arise 
through hematogenous spread [6]. There is a hypothesis that distant 
metastasis in patients with good locoregional control may occur 
due to subclinical deposits of the tumour that have already occurred 
at distant sites prior to locoregional management which then have 
manifested in the post-treatment period [7]. This hypothesis has led 
to setting up of extensive pre-treatment investigative protocols like 
whole body scans, PET and SPECT scans which are not feasible in 
all the regions of world.

Kroll SS et al., reported one incidence of tumour dissemination to the 
donor site following a study on a large series of 617 reconstructions 
to rule out hypothesis of surgical stress causing immunosuppression 
and leading distant metastasis [8]. The biology of cancer metastasis 

regards to the tumour seeding and soil is not proven with clinical 
evidence [9]. In present case, we were not able conclude reasons 
for this distant metastasis as one of the possibility of tumour seeding 
through the glove but the resection and reconstruction surgeons 
were different. Other rare sites for metastatic spread include the 
pleura, adrenal gland, soft tissues, pancreas, brain, and spleen. In 
a study by Berger DS and Fletcher GH the survival was found to be 
three months following the involvement of skin [10]. In this case too, 
patient’s general condition deteriorated rapidly and succumbed to 
the disease within two months.

CONClUSION(S)
This case report adds to the already reported cases of distant 
metastasis which will increase to the knowledge of surgeons 
about possibility of such rare expression of the oral squamous cell 
carcinoma in the post-operative period.
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