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Abstract

Spindle cell carcinoma (SpCC) is a rare and aggressive variant of squamous cell carcinoma characterized by a distinctive spindle-
cell morphology and variable epithelial differentiation. It most frequently develops in the mucosal surfaces of the upper
aerodigestive tract, particularly the larynx, hypopharynx, and oral cavity. Although maxillofacial involvement can occur,
recurrent SpCC involving the cheek and mandibular region represents an uncommon clinical presentation and may pose
significant diagnostic and therapeutic challenges. We report a case of recurrent spindle cell carcinoma involving the cheek and
mandibular region following previous treatment. The patient presented with clinical features suggestive of a recurrent malignant
lesion, and radiological evaluation demonstrated tumour involvement of the affected maxillofacial region. Histopathological
examination revealed a highly atypical spindle-cell proliferation with malignant cytological features, raising consideration of
several differential diagnoses, including spindle cell sarcoma, malignant fibrous histiocytoma, and other mesenchymal
neoplasms. Given the unusual morphology and anatomical location, immunohistochemical evaluation was performed using a
broad panel of epithelial and mesenchymal markers. The immunoprofile demonstrated epithelial differentiation and supported
the diagnosis of spindle cell carcinoma, allowing distinction from primary mesenchymal spindle-cell malignancies. The recurrent
nature of the lesion further emphasized the aggressive biological behaviour and potential for local recurrence associated with
SpCC. Management of these tumours requires careful correlation of clinical, radiological, histopathological, and
immunohistochemical findings, particularly when conventional squamous differentiation is inconspicuous. This case highlights
the diagnostic complexity of recurrent SpCC in an uncommon cheek and mandibular location and emphasizes the importance of
maintaining a high index of suspicion when evaluating recurrent spindle-cell lesions of the maxillofacial region. Early
recognition, accurate pathological diagnosis, appropriate assessment of local and regional disease, and multidisciplinary
management are essential for optimizing treatment and follow-up. Awareness of this rare presentation may facilitate timely
diagnosis and improve clinical decision-making in patients with recurrent maxillofacial spindle cell carcinoma.
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1. Introduction

Spindle cell carcinoma (SpCC) is an uncommon, poorly
differentiated variant of squamous cell carcinoma character-
ized by a mixture of malignant epithelial and spindle-cell fea-
tures [1, 2].

Histologically, SpCC may be dominated by spindle-shaped
malignant cells that resemble soft-tissue sarcomas, making the
diagnosis challenging. Immunohistochemical markers, partic-
ularly epithelial markers such as cytokeratins together with
mesenchymal markers such as vimentin, can help distinguish
SpCC from other spindle-cell neoplasms [2-4]. Although
SpCC most often involves the larynx and hypopharynx, sim-
ultaneous involvement of the cheek and mandibular region is
uncommon [1, 2, 4, 5].

The pathogenesis of SpCC remains incompletely under-
stood. Reported associations include established risk factors
for squamous cell carcinoma, particularly tobacco and alcohol
exposure, as well as previous radiation. Because maxillofacial
presentations are uncommon, published evidence concerning
their clinical presentation, diagnosis, and management re-
mains limited. This report describes a recurrent spindle-cell
carcinoma in the cheek region and emphasizes the diagnostic
challenges associated with this unusual presentation.

The case also emphasizes the value of integrating clinical
examination, imaging, histopathology, and immunohisto-
chemistry when evaluating rare spindle-cell malignancies of
the head and neck.

2. Case Presentation

A 26-year-old Asian, Muslim, male from Nowshera, Pun-
jab,, Pakistan, presented to the OPD tertiary care hospital in
Gujranwala on May 5, 2025, with the complaint of recurrent
swelling over the right cheek. The patient also had swelling
over the right cheek three years ago, for which he underwent
surgical excision 2.5 years prior. The patient is a known
smoker and currently on no medication. He now reports a re-
currence of the lump at the same site. There is a history of
previous surgery for a similar lump in the right cheek area.

An ovoid lump was noted over the right cheek on physical
examination and shown in Figure 1, suggesting possible deep
tissue involvement. The swelling is non-tender and is warm
compared to the rest of the body. The skin over the swelling is
non-mobile, and the swelling is hard in consistency. Moreover,
the buccal mucosa was intact with no visible lesions.

Ultrasonography (USG) of the right parotid gland shows
an ill-defined fixed echogenic lesion of size 4.4 x 1.8cm seen
in the lump. The right parotid region with internal cystic com-
partment is seen.

Magnetic resonance imaging (MRI) of the face and neck
with contrast revealed T1 intermediate, T2 bright signal in-
tensity noted in the right cheek of the subcutaneous plane
bulge as shown in Figure 2. The overlying skin causes push-

ing and compressing of the underlying muscles and infiltrat-
ing the masseter muscle. The lesion caused a visible bulge
and compressed the underlying structures. It infiltrated the
right masseter muscle and measured approximately 5.1 x 2.5
cm. On post-contrast, images show intense enhancement.

Figure 1. Clinical photograph showing the recurrent lump over the
right cheek; the previous surgical scar is also visible.

Figure 2. Magnetic resonance imaging of the face and neck demon-
strating the right cheek lesion with extension toward the masseter
muscle.

A CT scan of the chest without contrast showed a well-de-
fined, avidly enhancing soft tissue density lesion as shown in


http://www.sciencepg.com/journal/ijcoms

International Journal of Clinical Oral and Maxillofacial Surgery

http://www.sciencepg.com/journal/ijcoms

Figure 3, measuring 4.8 x 2.8 x 4.2 cm (AP x TR x CC), lo-
cated deep to the subcutaneous tissue, caudal to the superior
lobe of the right parotid gland, with evidence of infiltration
into the right masseter muscle. There were bilateral round sub-
centimetric cervical lymph nodes at level | and |1, more on the
right side.

Figure 3. Computed tomography demonstrating the soft-tissue lesion
in the right cheek region.

Additionally, on CT scan, a subpleural patch of ground-
glass haze was noted in the basal segments of the bilateral
lower lobes, likely due to the gravitational effect as shown in
Figure 3.

The CT scan findings are suggestive of a well-defined av-
idly enhancing soft tissue density lesion seen just deep to the
subcutaneous region in the right cheek as shown in Figure 4.

Fine-needle aspiration cytology (FNAC) confirmed the di-
agnosis of a low-grade spindle cell neoplasm. Given the recur-
rence, the patient underwent re-excision of the swelling.

After surgical excision of the lump, it was sent for histo-
pathological examination with the following gross features:
formalin dipped with an oriented skin-covered excision meas-
uring 80mm from superior to inferior, 48mm from medial to
lateral, and 30mm from surface to deep. The overlying skin
ellipse measures 80 x 45mm. It did not show any ulceration or
scar mark. The specimen was sliced from medial to lateral into
6 slices. A well-defined loculated lesion was noted just below
the skin in the subcutaneous plane, measuring 46 x 28 x 21
mm.

The lesion is present at a distance of 20mm from inferior
margin (inked green), 10mm from superior margin (inked
red), 2mm from skin, 6mm from deep margin (inked black),

8mm from medial margin (inked yellow) and Smm from lat-
eral margin (inked blue). The portion of the salivary gland is
also noted at the deep margin, which appears grossly unre-
markable.

On micro, sections of the lesion are composed of varying-
sized blood vessels lined by endothelial cells. Background
stroma is sclerosed/fibrosed. No atypical features were seen.

On immunohistochemical staining, CD31 is positive, but
CAMTA is negative.
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Figure 4. Computed tomography demonstrating the right cheek soft-
tissue lesion and associated findings.

3. Discussion

Spindle cell carcinoma is a malignant epithelial neoplasm
with prominent spindle-cell morphology and the capacity for
local invasion and metastasis. Sarcomatoid (spindle-cell) car-
cinoma is an uncommon variant of squamous cell carcinoma
and has been reported to account for approximately 3% of
squamous carcinomas of the head and neck [6]. Various his-
torical terms—including carcinosarcoma, pseudosarcoma,
and squamous cell carcinoma with pseudosarcoma—have
been used for this lesion. Current terminology recognizes it as
a morphologically biphasic tumour in which surface epithelial
dysplasia or carcinoma is associated with an underlying ma-
lignant spindle-cell proliferation [7].

Earlier series reported a male predominance, although this
may partly reflect the populations represented in those studies
[8]. Reported ages at presentation range widely, with many
cases occurring in the fifth and sixth decades of life [9].

Tobacco exposure, including both smoked and smokeless
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forms, and alcohol consumption are recognized risk factors
for squamous cell carcinoma and have also been associated
with sarcomatoid carcinoma [6, 9, 10].

Evidence from clinicopathologic and molecular studies
supports a monoclonal relationship between the sarcomatoid
and conventional squamous components, with the spindle-cell
component considered to represent dedifferentiation and pro-
gression from the conventional carcinoma [10]. The differen-
tial diagnosis can include fibrosarcoma and other spindle-cell
tumours; the distinction relies on morphology and, when nec-
essary, immunohistochemical evidence of epithelial differen-
tiation [11].

Spindle cell carcinoma may have a different prognosis and
treatment response from conventional squamous cell carci-
noma [12]. Its substantial morphologic and immunohisto-
chemical overlap with other benign and malignant spindle-cell
lesions can create a significant diagnostic challenge [13].

Despite immunohistochemical, ultrastructural, and molecu-
lar investigations, the histogenesis of SpCC remains incom-
pletely resolved [11]. Cytokeratin and vimentin staining can
be useful in identifying epithelial differentiation, particularly
when an obvious epithelial component is absent [14]. Because
cytokeratin expression in spindle cells is not universal, a neg-
ative result does not by itself exclude SpCC, and diagnosis
should integrate morphology with the complete immunohisto-
chemical profile [14].

No single standardized treatment strategy has been estab-
lished for SpCC, and management has varied among pub-
lished series [15]. Surgery remains the principal treatment,
ranging from local excision to more extensive resection ac-
cording to tumour extent [16]. Radiotherapy and chemother-
apy may be added according to adverse prognostic features
such as involved or uncertain margins, poor differentiation,
and advanced stage [17].

4. Conclusion

SpCC is an uncommon and potentially aggressive malig-
nancy with risks of local recurrence and metastasis. Manage-
ment should be guided by tumour extent and stage, generally
following principles used for conventional squamous cell car-
cinoma while recognizing the distinctive behaviour of sarco-
matoid lesions. Accurate diagnosis requires careful assess-
ment of histomorphology, clinical findings, imaging, and an
appropriate immunohistochemical panel to distinguish SpCC
from other spindle-cell neoplasms.

5. Recommendations

In recurrent spindle-cell lesions of the head and neck, early
tissue diagnosis should be pursued, with careful histopatho-
logical assessment and an appropriate immunohistochemical
panel. Multidisciplinary evaluation integrating clinical find-
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ings, imaging, pathology, and surgical planning is recom-
mended to support accurate diagnosis and individualized man-
agement.
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