Cutaneous Metastasis of Squamous
Cell Carcinoma of the Tongue as
Bilateral Neck Nodules: A Case Report
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ABSTRACT

Squamous Cell Carcinoma (SCC) of the oral cavity is one of the most common malignancies in the head and neck region. Although
lymphatic spread is the most common mode of metastasis, it can also metastasise via the haematogenous route to internal organs
such as the lungs, liver and bones. While cutaneous metastasis has been reported in SCC of the oral cavity, metastasis presenting
as subcutaneous nodules on both sides of the neck is extremely uncommon. Hereby, authors present a 66-year-old male with a
history of smoking and diabetes, diagnosed with well-differentiated SCC of the tongue. He underwent wide local excision, selective
neck dissection and adjuvant radiation therapy. He developed a recurrence in the level V cervical lymph nodes after one year, which
was surgically excised. Histopathology confirmed metastasis in all the nodes, with two showing extranodal extension. A few weeks
later, patient presented with painful, umbilicated skin nodules on both sides of the neck. A biopsy confirmed these as cutaneous
metastasis from SCC. This case details a unique presentation of SCC of the tongue, which relapsed as painful subcutaneous
nodules on both sides of the neck, highlighting the varied clinical presentation, diagnostic approach and pathological findings.
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CASE REPORT

A 66-year-old male patient, known to be diabetic and a former
smoker, presented with an ulceroproliferative lesion measuring
2.2x1.56x0.7 cm on the anterior two-thirds of the tongue at the
left lateral border. A biopsy confirmed a tissue diagnosis of well-
differentiated SCC. A clinicoradiological stage of cT2NOMO was
confirmed with a metastatic work-up. As per the multidisciplinary
tumour board's decision, he underwent wide local excision with
primary closure and selective neck dissection of the same side,
levels I-IV. Histopathology confirmed the diagnosis of SCC (grade
1). All resected margins were free of neoplasm, but perineural and
lymphovascular invasions were present. One out of 14 dissected
lymph nodes showed metastasis. The pathological stage was
pT2N1Mx. Adjuvant radiation of 60 Gy in 30 fractions was
administered for the primary site and neck.

[Table/Fig-2]: FNAC from the nodules showing atypical squamous cells with sup-
puration (Pap stain, 400x). (Images from left to right)

After a year of disease-free interval, he presented with enlarged
left level V cervical neck nodes. An Fluorodeoxyglucose
Positron Emission Tomography Contrast-enhanced Computed
Tomography (FDG PET CECT) scan revealed this as the only site of
disease; hence, he underwent completion radical neck dissection
and was found to have infiltration of the sternocleidomastoid
muscle, internal jugular vein, spinal accessory nerve, and
surrounding muscles by the neck nodal mass. Histopathological
review confirmed an SCC recurrence with extranodal extension.
After four weeks, he presented with multiple umbilicated and
tender skin nodules on the anterior aspect of the neck [Table/ areas of keratin pearls (H&E,100x).

Fig-1]. Fine Needle Aspiration Cytology (FNAC) aspirated a light [Table/Fig-4]: Evolving new lesions on the neck. (Images from left to right)
brown fluid of less than 0.5 mL. Smears revealed predominantly DISCUSSION

atypical squamous cells in a background of suppuration, favoring

a diagnosis of SCC [Table/Fig-2]. An incisional biopsy was e mouth, gums and lips, is the most common cancer in the head
performed to confirm the diagnosis of SCC and to exclude the  4nq neck region [1]. SCC is the most common histological variant.
possibility of other primary cutaneous or appendage tumours and  Djrect extension and invasion of adjacent structures (80-90%) and
keratoacanthoma. Microscopy confirmed infiltrating SCC [Table/ lymphatic spread (50-70%) are the common modes of spread for this
Fig-3]. He was started on palliative chemotherapy; however, the  tumour. In advanced cases of SCC, haematogenous dissemination
patient developed many similar nodules on the anterior and lateral  occurs, with common sites being the lungs, liver, bones, brain,
sides of the neck [Table/Fig-4]. His general condition continues to  kidneys, adrenal glands, pancreas and skin, in decreasing order
deteriorate. of frequency [2]. Metastatic subcutaneous nodules are reported

Oral cavity cancer, which includes carcinoma of the tongue, floor of
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in approximately 2-5% of cases of SCC of the tongue [3]. The
present patient presented with multiple dome-shaped skin nodules
in the neck after a span of one year following the diagnosis and
treatment. Fine Needle Aspiration Cytology (FNAC) and biopsy from
the nodules confirmed metastatic deposits. Radiological evaluation
excluded other metastatic foci.

Cutaneous metastasis is a significant marker of advanced
disease and poor prognosis. The morphological spectrum of skin
metastases includes asymptomatic papulonodules, erysipeloid,
sclerodermoid and zosteriform lesions. Rarely, they may present
with a keratoacanthoma-like morphology, as observed in the
present case. Keratoacanthoma and SCC have strong clinical
and histological similarities. Keratoacanthoma appears as a slowly
growing single lesion in sun-exposed areas, is not painful, and can
spontaneously resolve [4]. In the present case, the lesions were
multiple, painful, and new lesions appeared continuously. Post-
irradiation nodules were also listed in the differential diagnosis;
however, they can be distinguished by histology.

This unusual form of cutaneous metastasis raised suspicion of
Carcinoma Encrasse (CeC) [5]. Differentiating metastatic bilateral
nodules from CeC is a diagnostic challenge in most cases. CeC
is an abnormal skin metastasis that can present in varying forms,
such as nodular, sclerodermatiform, or papular, which develops
following radiation or chemotherapy. In contrast, metastatic bilateral
nodules are smaller, often less than 2 cm, and are symmetrically
distributed on both sides of the neck [5]. The clinicomorphological
features favoured the diagnosis of bilateral synchronous metastasis
in the present case. CeC is most commonly reported in association
with breast and lung carcinoma, with other sites including the
colorectum, kidney, ovary, and head and neck.

Lymph node metastasis is a critical prognostic indicator for oral and
oropharyngeal carcinomas [6]. The most common site for carcinoma
metastasis is the cervical lymph nodes, and this can reduce the
survival rate by 50%. Cancer cells usually spread to the lymph nodes
on the same side as the primary tumour; however, contralateral or
bilateral lymph node metastasis is rare. In histopathology, tumour
cell dissemination outside the lymph node capsule worsens the
prognosis and reduces patient survival rates.

Early nodal metastasis, multiple lymphovascular emboli, and
extranodal extension might have led to an early recurrence in the
present case patient, although all the surgical margins were clear.
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Marked perineural invasion explains the excruciating pain that the
patient experienced.

Cutaneous metastasis is associated with a poor prognosis, with an
average survival time of less than a year [7]. Treatment for most
of these patients is palliative, and although chemotherapy and
radiotherapy are often used, they have a limited impact on survival
in many cases [8].

CONCLUSION(S)

The present case highlights the significance of certain unusual
patterns of cutaneous metastasis, with CeC being one of them.
Any unexplained skin lesion should, therefore, be evaluated carefully
and promptly biopsied, as timely diagnosis significantly improves
patient prognosis. Awareness of such rare metastatic patterns
is crucial for accurate diagnosis, appropriate management and
prognosis prediction. Further studies are warranted to understand
the mechanisms and clinical implications of cutaneous metastases
in SCC.
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