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A RARE CLINICAL ENTITY ON TRAUMATIC SHOULDER PAIN TURNED OUT TO
BE OSTEOLYTIC METASTASIS OF HUMERUS WITH HISTOPATHOLOGY PROVEN
SQUAMOUS CELL CARCINOMA OF LUNG.
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ABSTRACT

Skeletal metastases from advanced lung cancer can be exacerbated by either direct extension from nearby primary or more frequently by
hematogenous spread of malignant cells. The most typical location for bone metastases in lung cancer is the lumbar spine. In long bones, humerus
in particular are rare locations for metastases from lung primaries. Skeletal dissemination is most frequently linked to small cell and large cell
bronchogenic carcinomas. In this case report we present a case of traumatic left shoulder pain and we evaluated the patient under magnetic
resonance imaging which is the most commonly used imaging modality for assessment of suspected soft tissue pathologies associated with the
shoulder pain followed by histopathology and PET- CT turned out to be squamous cell carcinoma lung with osteolytic metastasis to humerus.
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INTRODUCTION:

Skeletal metastases which affect 30% to 70% of all cancer patients, are
the most common malignant bone tumours. The third most typical
location for metastases is the bone after lungs and liver *”,Up to 70%
of advanced breast and prostate cancers and 15% to 30% of other
common malignancies, such as those of the lung, colon, bladder,
rectum, kidney or uterus, are the primary source of from which
secondaries to bone will occur.” Detection of bone metastases is crucial
for precise staging and effective therapy. Imaging is used to locate
metastatic site and assess them for the possible complications such as
pathological fractures and spinal cord compression. Imaging is also
utilized to direct biopsies and evaluate therapy outcomes. ** In this
literature we report a rare instance of bronchogenic cancer that spread
to the humerus and interestingly the patient only presented with pain in
the leftarm after a trauma.

Case Report:

A Forty — three year old male, chronic smoker, alcoholic,
normotensive, brought to the casualty on 6 march 2023 with history of
slip and fall from motor vehicle and trauma to the left shoulder joint for
last 20 days with mild restriction of range of movements, and not able
to lift left arm above shoulder level. Complaints of pain over left arm
for last 15 days. There was no respiratory complaints or history of
contact with positive tuberculosis cases. No history of previous
trauma.

General examination of the patient shows mild anemia. His vitals
includes Pulse rate 90 beats / minute, Temperature was 36 C, Blood
pressure 120/ 60 mmHg. Systemic examination shows no obvious
swelling over the shoulder. Skin over the shoulder appears normal.
Movements of the shoulder joints was mildly restricted. There was no
sensory or motor loss.

Patient undergone radiograph of left shoulder AP view (Figure: 1)
showed an ill-defined lytic area with wide zone of transition located in
the proximal head of left humerus with intact cortex. No evidence of
periosteal reaction. No evidence of bony destruction/ fracture.

MRI of left shoulder joint (Figure: 2, 3 & 4) with the following
sequences includes Coronal T1 Coronal T2, Axial PD FS are obtained
and shows an ill-defined heterogeneous lesion which appears T1
hypointense, T2 hyper intense seen involving epimetaphyseal region
of the left humerus. There is invasion of the anterior cortex with
adjacent soft tissue component encasing the bicipital tendon. Insertion
site of the subscapularis is invaded by the lesion. Invasion of adjacent
neurovascular structures are seen. Mild muscle edema noted in the
anterior deltoid.

CT —guided FNAC of left lung mass ( Figure:5) showed Fibro
collagenous tissue fragments with an invasive neoplasm composed of
nets and cords of malignant epithelial cells having round to oval hyper
chromatic nuclei exhibiting moderate pleomorphic and moderate
eosinophilic cytoplasm with surrounding stroma showing dense

lymphocytic infiltration. Suggestive of non —small cell carcinoma and
squamous cell variety.

Immunohistochemistry showed P63 strongly positive of tumor cells
with negative TTF-1 and Synaptophysin, suggestive of Squamous cell
carcinoma of lung.

PET-CT scan (Figure:6) showed metabolically active pleural based
soft tissue mass in lower lobe of left lung, Multiple nodular lesions in
both lungs with few showing increased metabolic activity,
Metabolically active nodular lesion in right adrenal gland ,
Metabolically active lytic skeletal lesions with some showing soft
tissue component in medial end of clavicle , bilateral humerus , few
right sided ribs, D10 and L5 vertebrae , Sacrum and bilateral pelvis
bones , features suggestive of active left lung primary tumor with
bilateral pulmonary metastases , right adrenal metastasis and multiple
skeletal metastases, Impending fracture in proximal left humerus.

Figure: 1 CXA-AP view showed osteolytic lesion in the left
proximal humerus.

Figure: 2 Coronal TIWI showed hypointesnse lesion in
epimetaphyseal region of the left humerus.
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Figure: 4 Axial PDFS showed hyper intense lesion in
epimetaphyseal region of the left humerus.
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Figure: 5 Histopathology of left lung mass showing squamous cell

carcinoma (MGG stain, 10X).
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Figure: 6 PET-CT scan showing active left lung primary tumor,
bilateral pulmonary metastases, right adrenal metastasis and
multiple skeletal metastases with impending fracture in proximal
left humerus.

DISCUSSION:

There are four different clinical manifestations of bronchogenic
carcinoma. For example, cough, hemoptysis, post obstructive
pneumonia, hoarseness of voice, superior vena caval syndrome,
atelectasis etc., are common respiratory symptoms that patients report
with. Very few individuals have no respiratory symptoms and
incidental findings on chest radiographs. Third group experiences
generalized cancer symptoms, such as fatigue, anorexia, and weight
loss are signs of para-neoplastic syndrome. The last group shows signs
of distant metastasis, such as bone pain, neurological impairments,
cranial nerve palsy, symptoms of elevated intracranial pressure,
jaundice, lymphadenopathy, metastatic nodules in the contralateral
lung, pleural effusion etc.”

In our case report patient presents with traumatic left shoulder pain.
Later x-ray findings turned out to be osteolytic lesion in left proximal
humerus. MRI is superior in detection of soft tissue involvement and
associated complications especially cord compression.” The question
of which one was secondary in this situation was brought up. CT —
guided biopsy of lung turned out to be primary in the lung, non-small
cell carcinoma and squamous cell carcinoma variety. PET scan is
another promising modality in detecting metastases proving primary
in the lung and secondaries in the humerus.” FNAC """ confirms the
diagnosis. Immunohistochemistry proved over clinical confusion
suggestive of squamous cell carcinoma of lung.”

CONCLUSION:

Another key takeaway from this case is that secondary bone tumors are
significantly more prevalent than primary which increases the
likelihood of metastatic bone disease in any instance of painful bone
tumor. Small asymptomatic primary small cell lung cancer may show
with metastatic symptoms, however asymptomatic squamous cell
carcinoma of lung is extremely rare. Hence, our case report was
distinct from others.

Acknowledgement

We thank the participants who have cooperated and contributed
samples to the study. We send our sincere gratitude to our institutes,
guides, teachers and material support. Special words of thanks to the
research supervisors for their assistance in providing help and
guidance throughout the study. Finally, we thank our family members
and friends for their inspiration, affection and support.

Authors' contribution

Lekha priya M: Writing, Investigation, Analysis, Review and Editing
All authors have read and agreed to submit the manuscript. Informed
consent, proper written consent obtained from the patient.

I International Journal of Scientific Research |—| 67 |



Volume - 12 | Issue - 06 | June - 2023 PRINT ISSN No. 2277 - 8179 | DOI : 10.36106/ijsr
I EEEEEEEEE——

Nasin Usman: Conceptualization, Supervision, Methodology,
Resources, Data Collection, Writing and Formal analysis.

Funding
This study has notreceived any external funding.

Conflict of interest
The authors declare that there is no conflict of interests.

Data and materials availability
All data sets collected during this study are available upon reasonable
request from the corresponding author.

REFERENCES

1. Even-Sapir E. Imaging of malignant bone involvement by morphologic, scintigraphic,
and hybrid modalities. ] Nucl Med.2005; 46(8):1356-1367.

2. Aaron AD. The management of cancer metastatic to bone. ] Am Med Assoc 1994;
272:1206-9.

3. ToomeyA, Friedman L. Mortality in cancer patients after a fall-related injury: the impact
of cancer spread and type. Injury 2014. Mar 27. Pii: S0020- 1383(14)00132-6.

4. Roodman GD. Mechanisms of disease: mechanisms of bone metastasis. New Engl J
Med 2004;350:1655-64.

5. Resnick DL. Skeletal metastases. In: Resnick DL, ed. Diagnosis of Bone and Joint
Disorders. 4th ed. Philadelphia, PA: WB Saunders Co; 2002:4274-4351.

6. Wedin R, Bauer HC, Wersall P. Failures after operation for skeletal metastatic lesions of
long bones. Clin Orthop Relat Res 1999; Jan ;( 358):128-39.

7. R.J. Fergusson, “Lung cancer,” in Crofton and Douglas's Respiratory Diseases, A.
Seaton, D. Seaton, and A. G. Leitch, Eds., vol. 2, pp. 1077-1122, Blackwell Science,
Oxford, UK, 5th edition, 2000.

8. C.Leeand C. Jung, “Metastatic spinal tumor,” Asian Spine Journal, vol. 6, no. 1, pp.
71-87,2012

9. N. Ghanem, M. Uhl, L. Brink et al., “Diagnostic value of MRI in comparison to
scintigraphy, PET, MS-CT and PET/CT for the detection of metastases of bone,”
European Journal of Radiology, vol. 55, no. 1, pp. 41-55,2005.

10.  F. Ampil and R. Baluna, “Humeral metastasis in patients with stage IV non-small-cell
lung cancer portends a short life expectancy,” Journal of Palliative Medicine, vol. 12, no.
10, pp. 869870, 2009.

11. K. G. Halvorson, M. A. Sevcik, J. R. Ghilardi, T. J. Rosol, and P. W. Mantyh,
“Similarities and differences in tumor growth, skeletal remodeling and pain in an
osteolytic and osteoblastic model of bone cancer,” Clinical Journal of Pain, vol. 22, no.
7, pp. 587-600,2006.

12.  P.Cagle, “Differential diagnosis between primary and metastatic carcinomas,” in Lung
Tumours: Fundamental Biology and Clinical Management, C. Brambilla and E.
Brambilla, Eds., pp. 127137, Marcel Dekker, New York, NY, USA, 1999.

68 |—| International Journal of Scientific Research I




