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Unusual Site of Metastasis of Bronchogenic Carcinoma
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ABSTRACT

Metastasis of bronchogenic carcinoma to the chest wall and axillary lymphnodes
is a rare occurence. This study reports the case of a patient presenting with chest
wall swelling as initial symptom which on evaluation was found to be a lymphnode
metastasis. The patient also had axillary lymphnode metastasis on the same side as the
chest swelling with a contralateral pleural effusion. Here, we discuss the pathways and
possible mechanisms of contra lateral axillary and chest wall lymphnode involvement
without ispilateral nodal involvement in bronchogenic carcinoma.
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INTRODUCTION

Bronchogeniccarcinomamay beclinicallydormantin
many cases until the involvement of pleura or erosion
ofbonesoccurs.However,focalchestwallswellingwith
axillarylympnodeasaninitial presentingofsymptoms
ofbronchogeniccarcinomaisquiterare.ltoften poses
diagnosticchallengesasithastobedifferentiatedfrom
numerousotherbutequallylesscommonconditions.’
Contralateral axillary lymphnode and chest wall
involovementwithoutipsilateralnodalinvolvementin
bronchogeniccarcinimaasdocumentedinourcaseisquite
rareandthepossiblehypotheseisforsuchapresentation
andtheirimplicationsontreatmentand prognosisare
discussed.

CASE REPORT

A 58 year old man, presented to our hospital with
complaintsofprogressivebreathlessnessandswellingin
theleftchestandaxilla.Hefirstnoticedapainlessswelling
threemonthsbackwhichhadgraduallyincreasedinsize.
The patient also gave ae history of cough with streaky
hemoptysis.

On examination, an oval swelling of 7x5cm was noted
in the left anterior chest wall at the infraclavicular
area overlying the second to fourth ribs (Figure 1). A
second swelling sized 6x8 cmwas also seenintheleft
axilla (Figure-2). The swellings were non tender, firm
inconsistency,irreducible, withrestricted mobility,no
impulseoncoughing,andtheskinovertheswellingwas
normal.Respiratoryexaminationrevealedthattherewasa
stonydullnotewithabsentbreathingsoundsontheright
side of the chest. Afrontal chestradiograph showeda
massiverightsidedpleuraleffusion.AContrastEnhanced
ComputedTomography(CECT)ofthechestshowedthat
therewasarightmainbronchusendoluminalmasscausing
bronchialcutoffandcollapse(Figure-3).Therewasalso
evidenceofextensivemediastinallymphadenopathywith
massive right sided pleural effusion and multiple sub
pleural nodules suggestive of pleural metastases.

FNAC of the left infraclavicular mass and axillary mass
showed metastatic well differentiated squamous cell
carcinoma.Thepatientwasnottakenupforbronchoscopy
andbiopsyduetohispoorperformance status.Hewas
treatedsymptomaticallywiththoracocentesis.Thepatient
andhisrelativesdeniedfurthertreatmentinviewofpoor
prognosis.

Page 420



Case Report

Vol.8|No. 3|Issue 32|Oct-Dec, 2010

DISCUSSION

Cancersmainlyspreadbythreemechanisms,localinvasion;
lymphaticstream;and/orhaematogenousspreading.The
mechanismofspreaddependsontheparticulartumour
subtypeandlocation.Althoughtumourscancreatetheir
ownbloodsupplybytheprocessofangiogenesis, they
donothavetheirownlymphaticdrainage and spread
isinitially by localinvasion of surrounding lymphatics.
Malignantcellsmayalsobescavengeddirectlyfromthe
interstitialtissuesbysurroundinglymphatics.Theymay
thendrainintoregionallymphnodespriortoanydirect
vascularinvasionbythetumours.Mostofthesecellswill
die but some may have the ability to surviveand grow
inaenewenvironment.Thisdependsontheunderlying
cellpropertiesandgeneticsoftheparticulartumourtype.
Shouldthecellsurvivs,atumourgrowsinthelymphnode
and may then progress to subsequent nodes.

Thetumourmayalsolocallyinvadebeyondthelymphnode
capsule.Oncealymphnodeiscompletelyinvadedbythe
tumour,theusuallymphnodedrainageoftheregionwill
bedisrupted,whichmayresultinretrogradelymphatic
spread.? This was perhaps the mechanism in our case
whereinthecontralateralchestwallandnodalmetaatasis
probablyresultedfromatumourblockageoflymphatics
and retrograde spread. Axilla as an unusual site of
metastasishasbeenreportedwithanincidenceof6.6%
inbronchogeniccarcinoma.’Thecommonestprimarysite
with contralateral spread is the right upper lobe.*

Bronchogeniccarcinomainvolvingachestwallinvasion
canbeexplainedbythefactthatatumouralspreadmay
occurthroughnewlydevelopedlymphaticchannelsasa
result of pleural adhesions.

Axillarylymphnodemetastasesmaybeinvolvedthrough
adirectchestwallinvasionofbronchogeniccarcinoma
orretrogradespreadfromasupraclavicularlymphnode
block.> With supportive care measures, the median
survivalrateofpatientsattheadvancedstageofthedisease
is16to17weeks.Althoughchemotherapyisthebackbone
oftreatmentformetastaticdiseases,theresponseratesare
low,andsurvivaltimesarepoor.Howeverstudiesshow
platinumbasedregimensimprovesymptoms,andcan
controlandincrease the one-yearsurvival rate chance
between 10%and20%.Thebenefitsoftherapyareusually
restrictedtootherwisehealthypatientswithlungcancer,
such asthose who maintaina good functional status.

Sincetheexpectedoverallsurvivaltimeislow,minimizing
hospitalizationandcausingminimaldistressareimportant
factors when determining the treatment.’

Figure 1. Left chest wall swelling

Figure 2. Left axillary mass
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