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SUMMARY 
Metastatic tumours of the oral cavity are not common. The most common site for bone metastases in the head and 
neck region is the mandible. Metastatic lesion of the mandible most commonly originate from the lungs in men and 
breast in women, and these lesions (or tumours) usually are carcinomas rather than sarcomas. We report two cases of 
metastatic lesions in the mandible: (1) A 19year old male with right mandibular swelling and a nodular swelling in 
the distal two–third of the right tibia. Radiograghs revealed sclerotic lesion with a sunburst appearance in both the jaw 
and tibia. Histology of the jaw lesion confirmed a metastatic osteosarcoma of the mandible. (2) A 51year old female 
with a right mandibular swelling with associated swelling in the anterior neck, right shoulder and right parietal region 
of the skull. Computerised tomography scan (CT) of the jaws showed an osteolytic lesion of the right mandible. CT 
scan of the brain also showed a large lytic lesion seen in the posterior aspect of the right parietal bone. Histology of 
the jaw mass confirmed a metastatic follicular carcinoma from the thyroid. Mandibular metastasis may be the first 
presenting feature of underlying occult malignancy of another primary site. Therefore, clinicians should maintain a 
high level of suspicion while evaluating patients with a history of cancer presenting with oral lesions. 
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INTRODUCTION 
Metastatic tumours of the oral cavity are not common. 
They represent only about 1% of oral tumours. They af-
fect the jaws much more frequently than soft tissues.1 The 
most common site for bone metastases in the head and 
neck region is the mandible (especially the angle, premo-
lar and condylar part), comprising over 70% of all malig-
nant metastatic tumours in the oral cavity.2 Females are 
more affected than males3.3 The most common primary 
tumour sites for jaw metastases in women are breast, ad-
renals, genital organs, and thyroid. Meanwhile, the most 
frequent sites of primary tumours in men are lungs, pros-
tate, kidney, bone, and adrenals.3,4  
 
Metastatic involvement of the mandible and maxilla 
cause a variety of signs and symptoms. These includes 
swelling, painful gum, loose or extruded teeth, exophytic 
growth in soft tissue, trismus, pathologic fractures and 
numbness or paraesthesia of the lower lip and chin.5,6,7In 
some cases, patients may be asymptomatic, in which case 
the diagnosis is made as a radiological finding.8  
 

Diagnosis of metastatic jaw bone lesions is challenging 
because of their low prevalence. In addition, many of the 
bone lesions are at the center of the bone and cannot be 
detected by physical examination. These lesions can be 
mistaken with other infectious or inflammatory diseases 
of the jawbone and adjacent structures because of clinical 
and radiographical similarities.9,10 The mechanism by 
which tumours can spread to the oral cavity is poorly un-
derstood.11 In this report we present two cases of metas-
tases to the mandible, the clinical manifestations and the 
attendant difficulty in diagnosis. 
 
CASE REPORTS 
Case Report 1  
A 19-year-old male patient who had reported at the or-
thopaedic clinic in the same hospital with a year history 
of right leg swelling was referred to the maxillofacial 
clinic for an assessment of a right lower jaw swelling. He 
had noticed the swelling two months previously which 
has gradually increased to present size (Figure 1). 
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The patient had presented to the orthopaedic clinic where 
a general evaluation and biopsy of the leg swelling had 
been taken. The biopsy report revealed features con-
sistent with osteosarcoma of the tibia.  

Figure 1: Case 1 showing the right mandibular lesion and 
the lesion on the swollen right ankle 
 
General examination revealed a large nodular swelling 
on the distal two –third of the tibia. There was no abnor-
mal mobility felt in the distal end of right tibia. There was 
a necrotic ulcer in the region of the medial ankle. 
 
On extraoral examination, a diffuse swelling was seen on 
the right mandibular region involving the right body and 
angle of the mandible, measuring approximately 8 × 6 cm 
extending superiorly 1 cm below the level of outer can-
thus of the eye and inferiorly 1 cm above the lower border 
of the mandible, anteriorly from the corner of the mouth 
to 1 cm in front of the tragus of ear.  
 
The right sub-mandibular lymph nodes were palpable, 
which were non-tender, mobile, firm, round to ovoid in 
shape, measuring approximately 1cm × 1 cm. Intraoral 
examination revealed a pedunculated mass of approxi-
mately 3 × 2 cm arising from right retromolar region, 
causing obliteration of the buccal vestibule from the 
lower right canine to the lower right third molar. The le-
sion intraorally was pink in colour; smooth-surfaced with 
areas of indentation of teeth on superior surface, mildly 
tender, and firm in consistency.  

There was mobility of the related teeth, and the lower 
right third molar was found missing. Posterior-anterior 
view of the skull shows sclerotic lesion extending from 
the region of right canine to the right ramus also involv-
ing the right condyle. It also revealed a sunburst appear-
ance from the canine region to the angle of the mandible. 
PA view of the right tibia also showed a large sclerotic 
lesion, with soft tissue permeation in the lower two-third 
of tibia and extension of the lesion through the perios-
teum resulting in a sunburst appearance.  
 
Laboratory Investigations including Full blood count, 
liver function tests (LFT), and serum chemistry profiles 
were all normal. Chest X-ray was negative for any signs 
of metastasis. Based on the clinical and radiographic 
findings, a provisional diagnosis of a metastatic osteosar-
coma of the mandible was considered. 
 
An incisional biopsy was performed. Histological exam-
ination revealed a fibro-osseus tissue, within which were 
atypical osteoblasts-like cells laying down osteoid. Also 
seen were bony trabeculae, endothelial lined vascular 
channels and areas of haemorrhage. 
 
The patient died following amputation of the right leg. 
The cause of death was from cardiac failure following 
uncontrolled haemorrhage in the immediate post -opera-
tive period. 
 
Case Report 2 
A 51year old female trader, presented at the Oral and 
Maxillofacial Surgery Department of the Lagos State 
University Teaching Hospitals, with a right mandibular 
swelling of about one-year duration and anterior neck 
swelling of about 16years duration (Figures 2). She had 
previously presented to the general surgical department 
of the same hospital and an assessment of the neck mass 
had been made. She had a thyroidectomy done and the 
histopathological report of the surgical specimen re-
vealed a well differentiated follicular thyroid carcinoma. 
She is a known hypertensive patient on Lisinopril and 
Amlodipine.  
 
Extraoral examination revealed obvious facial asym-
metry due to a right mandibular swelling with associated 
swelling in the anterior neck, right shoulder and right pa-
rietal regions. The mandibular swelling measured ap-
proximately 8cm x 7cm. It extended superiorly from the 
zygoma to the right tragus and inferiorly from the right 
canine region to the angle of the mandible. The overlying 
skin appeared normal, swelling is firm in consistency, not 
tender or warm to touch. Intraoral examination revealed 
a swelling which extend from the right canine to the right 
retro-molar region.  
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Overlying mucosa appeared clinically healthy, but there 
was mobility of the premolar and the molar teeth in rela-
tion to the swelling.  
 

 
Figure 2: Metastatic carcinoma of the right mandible 
from the thyroid gland. 
 
Computerised tomography scan of the jaws showed an 
osteolytic lesion of the right mandible from the region of 
right canine to the angle. Computerised tomography scan 
of the brain also showed a large lytic lesion in the poste-
rior aspect of the right parietal bone with soft tissue com-
ponent mildly compressing the adjacent brain paren-
chyma. Chest X-ray showed nodular soft tissue dense 
opacities of varying sizes in both lung fields, worse in the 
lower zones. There was an expansile lytic lesion in the 
right acromion. Laboratory investigation showed normal 
values of T3, T4 and TSH. Other parameters   including 
Full blood count, liver function tests (LFT), and serum 
chemistry profiles were all normal. Based on the clinical 
and radiographic findings, a provisional diagnosis of 
metastatic carcinoma to the right mandible from the thy-
roid gland was considered.  
 
Incisional biopsy of the mandibular mass was done. His-
topathology revealed a piece of tissue composed of nu-
merous colloid-filled spaces lined by single layer of fol-
licular cells in areas. Also seen in other areas was a dis-
tortion of glandular architecture with cells appearing 
atypical. A diagnosis of Secondary Follicular thyroid car-
cinoma was made. She was referred to the Oncology De-
partment for palliative radiotherapy and chemotherapy. 
 
DISCUSSION 
Mandibular metastasis may be the first presenting feature 
of underlying occult malignancy of another primary 
site.13 Metastatic lesion of the mandible most commonly 
originate from the lungs in men and breast in women14, 
and these  lesions (or tumours) usually are carcinomas 

rather than sarcomas.15 In about 30% of cases of patients 
with jaw bone metastases, the primary tumour is asymp-
tomatic and not diagnosed.16 However, in the two cases 
reported the primary lesions were the main reason why 
the patients reported at the hospital.  
 
Secondary deposits from primary growth to a distant or-
gan occur mainly by invasion of blood vessels, or through 
lymphatic or tissue planes. However, many of the invad-
ing malignant cells gaining access to the mandible is 
through the blood vessels.17 Although the mechanism for 
blood-borne metastases to the head and neck area is 
poorly understood, one possible route may be through the 
Batson’s plexus which is a valveless vertebra venous 
plexus.11 This might allow a retrograde spread of tumour 
cells by passing infiltration through the lungs. In the two 
cases presented we observed that the metastatic lesions 
were one sided. However, the reason for this is not clear. 
The commonest site involved as reported by most authors 
is the premolar - molar region. This may be due to the 
abundant cancellous bone in this region and its proximity 
to the main branches of the inferior alveolar artery, which 
explains the high tendency of haematogenic spread.18 
However, some authorities believed it is due to angula-
tion of the inferior alveolar vessels leading to slowing 
down of the blood stream and fall out of the circulating 
metastatic cells around these regions.19 
 
Metastatic tumour of the mandible may sometimes give 
a vague presentation or entirely asymptomatic, which 
may sometimes be overlooked or found during radio-
graphic survey of the bone. However, most often it pre-
sents a jaw mass, jaw pain, toothache or tooth mobility, 
pathologic fracture of the mandible or neurologic symp-
toms due to involvement of the inferior alveolar nerve re-
sulting in paraesthesia or numbness.20 
 
Clausen and Poulsen, however, described the criteria for 
diagnosing metastatic lesions as: proved primary tumour 
with histopathologic confirmation and radiographic evi-
dence, mandibular metastasis with histopathologic evi-
dence and radiographic evidence, histopathologic corre-
lation of the metastatic lesion with the primary site. In the 
event of close proximity to the primary site there must be 
a wide margin around the primary site to rule out direct 
extension from the primary site18. In the two cases re-
ported there were similarity in the histopathologic 
presentation of both the primary and the metastatic le-
sions.  
 
The radiographic presentation in metastatic tumours is 
non–specific as a result many clinicians have erroneously 
diagnosed various types of cysts, benign lesions or even 
as lesions of infective or traumatic origin.  
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Metastatic lesions often may present as osteolytic (bone-
destroying) or osteoblastic(bone-forming).19 The typical 
radiographic sunburst appearance which is frequently as-
sociated with osteosarcoma was observed in the radio-
graphic views of both the right mandible and the right 
tibia in the first case reported. This, however, may show 
similarity in the aggressive nature of both the primary 
and the metastatic sites.  
 
The treatment and prognosis are varied, depending on the 
site of the primary lesion and the degree of metastatic 
spread. Further work-up to identify the primary site and 
estimate the stage and grade of metastatic involvement 
may be necessary.21 If the patient is in a terminal stage of 
disease and there is widespread metastasis, relief of 
symptoms can often be obtained with radiation or chem-
otherapy. Surgical treatment only is used in cases, where 
no other metastases are demonstrated.22 When the oral le-
sion is found to be the only metastatic lesion, resection 
seemed to result in improved prognosis as indicated in 
the first case presented.  
 
Prognosis of oral metastatic osteosarcomas, however, is 
very poor with the mean time from the appearance of me-
tastasis to death being 7.3 months.23 Generalized skeletal 
metastases are usually an ominous event and are treated 
palliatively24.24A palliative treatment was the option for 
our second patient due to the widespread metastasis. The 
prognosis for patient with metastatic carcinoma of the 
jaws is grave, with a 10% five-year survival and more 
than two thirds of the patient die within a year.25 
 
CONCLUSION 
Mandibular metastasis may be the first presenting feature 
of underlying occult malignancy of another primary site. 
Diagnosis of metastatic jaw bone lesions is challenging 
because of their low prevalence and often because they 
are mistaken for other lesions. Therefore, clinicians 
should maintain a high level of suspicion while evaluat-
ing patients with a history of cancer presenting with oral 
lesions. 
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