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ABSTRACT

Introduction: Metastatic oral squamous cell carcinoma (OSCC) is an invasive, 
high-risk cancer commonly spreading to cervical lymph nodes (regional) and the 
lungs,�liver,�or�bone�(distant).�Metastasis�signi𿿿cantly�reduces�survival�by�nearly�
50%, requiring aggressive, multidisciplinary treatment. Distant skeletal metastasis 
from OSCC is uncommon (roughly 2% of cases), with the spine, pelvis, and ribs 
being more frequent sites and scapula is extremely rare.
Case Report: A 36-year-old male presented to the surgical outpatient of our hospital 
with a history of pain and swelling over right scapula with restricted mobility. 
PET-CT report revealed lytic erosions in right scapula. Patient is a treated case of 
carcinoma�tongue.�CT�guided�Fine�needle�aspiration�of�cyst�Áuid�and�biopsy�from�
cyst wall taken and same discussed in this report.
Conclusion: Active surveillance combined with early intervention and histo-
pathological� con𿿿rmation� help� to� facilitate� disease� containment� and� increase�
survival rate.
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INTRODUCTION

More than 90% of cancer cases in head and 
neck region are OSCCs.1

Globally, the highest rates are seen in 
Melanesia and South Central Asia; it is the 

leading cause of cancer related death for men 
in India.

Although the average age is 60 years, can 
also occur in younger patients, especially in the 
setting of dyskeratosis congenita or Fanconi 
anemia.2
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OSCC occur at any oral mucosal site (mucosal 
lip,�buccal�mucosa,�alveolar�ridge,�Áoor�of�the�
mouth, hard palate, mobile tongue).

Metastases are commonly to cervical lymph 
nodes (regional) and the lungs, liver, or bone 
(distant). Distant skeletal metastasis from 
OSCC is uncommon (roughly two percent of 
cases), with the spine, pelvis, and ribs being 
more frequent sites and scapula is extremely 
rare. Bone involvement occurs via two 
main ways. Direct invasion (often mediated 
by osteoclasts) and distant hematogenous 
metastasis (spread through the bloodstream to 
distant skeletal sites). 

Factors associated with distant metastasis are 
stage grouping and regional node positivity, 
extranodal extension, locoregional residual 
disease, and human papillomavirus (HPV) 
negative status in oropharyngeal squamous 
cell carcinoma3.

CASE REPORT
14 months earlier, a 36-year-old patient 
presented with ulcerative lesion on tongue, 
for� which� hemi‑glossectomy� with� modi𿿿ed�
radical neck dissection done. 

Histopathological pTNM staging was 
pT4N0, with perineural and lymphovascular 
invasion. (Figure 1) 

Figure 1: 40X, H&E, Squamous cell carcinoma, site: 
tongue

Patient�received�𿿿ve�sessions�of�chemotherapy�
and 33 days radiotherapy. 

Now, patient presented with a history of pain 
and swelling over right scapula with restricted 
mobility. PET-CT report revealed FDG avid 
heterogeneously enhancing hypodense lesion 
in right aspect of trapezius muscle and the 
right subscapular muscles with lytic erosions 
in adjacent right scapula. Also noted FDG avid 
cavitating lesion in right lung upper lobe.

Aspirated� 1ml� of� cyst� Áuid� from� scapula�
lesion, cytology smears showed pleomorphic 
cells in loose clusters with high Nuclear 
Cytoplasmic ratio and prominent nucleoli.

CT guided core needle biopsy from cyst 
wall taken and microscopic features studied 
from multiple linear cores showed nests of 
pleomorphic squamous cells and malignant 
keratin pearls, surrounded by desmoplastic 
stroma�with�lymphocytic�in𿿿ltration.�Scattered�
multinucleated giant cells noted. Final 
impression was given as metastatic squamous 
cell carcinoma. (Figure 2 A,B)

Figure 2A: 20X, H&E, Metastatic squamous cell 
carcinoma, site: scapula

Figure 2B: 40X, H&E, Metastatic squamous cell 
carcinoma, site: scapula

Fine needle aspiration of cavitating lesion 
in right lung upper lobe done and cytology 
smears show scanty cellularity showing 
alveolar macrophages and degenerated cells. 
No atypical cells in the smears studied.

DISCUSSION
Distant metastasis is a major factor contributing 
to cancer-related death for approximately 
25.6% of patients with oral squamous cell 
carcinoma (OSCC).4
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For distant metastasis, carcinomas require 
certain biological events in order to spread 
from the primary tumor site to an anatomically 
distant site. The cascade starts at the primary 
tumor site where the cancer cells locally 
breach the basement membrane to invade 
the surrounding extracellular matrix and 
connective tissue. Then, the tumor cells move to 
lymphatic or blood vessels and travel to distant 
metastatic sites. At this point, tumor cells start 
to extravasate from the vessels into the stroma 
of the metastatic site. Initially, tumor cells use 
the metastatic tissue microenvironment to 
grow and form micro metastasis. Then, tumor 
cells expand and colonize to start their own 
proliferative program and form macroscopic 
metastasis1.

According to reports from previous 
investigations, the incidence of distant 
metastases is rising among OSCC patients, 
with 5.3% to 19.4% of OSCC cases diagnosed 
with distant metastases. Following the lungs, 
bone is the second-most common organ of 
distant metastases, representing 15–39% of 
distant metastases cases of head and neck 
squamous cell carcinoma (HNSCC). Despite 
all this, OSCC rarely exhibits bone metastasis, 
unlike carcinomas of the breast, lung, and 
prostate.4

In a study done by Murakami et al, seventy-
two�patients�were�identi𿿿ed�who�were�treated�
with postoperative radiation therapy for head 
and neck squamous cell carcinoma, thirty-two 
patients had disease relapse after treatment 
including 22 loco-regional recurrence and 14 
distant metastases.5

In a case series of 97 patients with bone 
metastases (BM) from head and neck SCC 
published by Sakisuka et al, 61 patients 
presented with metachronous BM, 31 (32.0%) 
developed BM 1 year after the initial diagnosis. 
BM was single in 40 patients (41.2%) and 
multiple in 57 patients (58.8%). BM were 
located above the clavicle (cervical spine 
and craniomaxillofacial bones) in 28 patients 
(28.9%), the shoulder and thorax in 39 (40.2%), 
the thoracolumbar spine in 62 (63.9%), the 
pelvis in 39 (40.2%), and the extremities in 17 
patients (17.5%)6.

Skeletal related events caused by bone 
metastases not only indicate a poor outcome 
but also lead to considerable changes in both 
performance status and quality of life.

CONCLUSION
Depth of invasion, perineural invasion, 
lymphovascular tumor emboli and extra nodal 
extension predict metastatic disease.

Active surveillance combined with 
early intervention and histopathological 
con𿿿rmation� help� to� facilitate� disease�
containment and increase survival rate.
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