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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 auxillary 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
axillarylympnodeasaninitialpresentiogofsymptoms
ofbronchogeniccarcinomaisquiterare.ltoften poses
diagnosticchallengesasithastobedifferentiatedfrom
numerousotherbutequallylesscommonconditions.’
Contralateral axillaryelymphnode and chest wall
involovementwithoutipsilateralnodalinvolvementin
bronchogeniccarcinimaasdocumentedinourcaseisquite
rareandthepossiblehypotheseisforsuchapresentation
andtheirimplicationsontreatmentand prognosisare
discussed.

CASE REPORT

A 58 year old man, presented ato 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
intheleftanterior chestwallattheinfraclaviculararea
overlyingthesecondtofourthribs.Asecondswelling
sized cmwas alsoseenintheleftaxilla (Figure-1).The
swellingswerenontender,firminconsistency,irreducibl,
with restricted mobility, noimpulse on coughing,and
the skin over the swelling was normal. Respiratory
examination revealed that there was a stony dull note
with absent breathing sounds on the right side of the
chest.AFfrontalchestradiographshowedamassiveright
sidedpleuraleffusion.AContrastEnhancedComputed
Tomography(CECT)ofthechestshowedthattherewasa
rightmainbronchusendoluminalmasscausingbronchial
cutoffandcollapse(Figure-2).Therewasalsoevidence
ofextensivemediastinallymphadenopathywithmassive
right sided pleural effusion and multiple sub pleural
nodules suggestive of pleural metastases.

FNAC ofthe leftinfraclavicular mass and axillary mass
showed metastatic well differentiated squamous cell
carcinoma.Thepatientwasnottakenupforbronchoscopy
andbiopsyduetohispoorperformance status.Hewas
treatedsymptomaticallywiththoracocentesis.ThePpatient
andhisrelativesdeniedfurthertreatmentinviewofpoor
prognosis.
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DISCUSSION

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

The tumour may also locally invade beyond
theelymphnodecapsule.Onceaelymphnodeiscompletely
invadedbythetumour,theusualelymphnodedrainageof
theregionwillbedisrupted,whichmayresultinretrograde
lymphaticspread.Thiswasperhapsthemechanismin
ourcasewhereinthecontralateralchestwallandnodal
metaatasisprobablyresultedfromatumourblockageof
lymphaticsandretrogradespread.Axillaasanunusualsite
ofmetastasishasbeenreportedwithanincidenceof6.6%
inbronchogeniccarcinoma.’Thecommonestprimarysite
with contr lateral spread is the right upper lobe.*

Bronchogeniccarcinomainvolvingachestwallinvasion
canbeexplainedbythefactthatatumouralspreadmay
occurthroughnewlydevelopedlymphaticchannelsasa
result of pleural adhesions.

Axillaryelymphnodemetastasesmaybeinvolvedthrough
adirectchestwallinvasionofbronchogeniccarcinoma
orretrogradespreadfromasupraclavicularlymphnode
block ’Withsupportivecaremeasures,themediansurvival
rateofpatientsattheadvancedstageofthediseaseis16
to17weeks.Althoughchemotherapyisthebackboneof
treatmentformetastaticdiseases,theresponseratesarelow,
andsurvivaltimesarepoor.Howeverstudiesshowplatinu
basedregimensimprovesymptoms,andcancontroland
increasntheone-yearsurvivalratechancebetween 10%
and20%.t.Thebenefitsoftherapyareusuallyrestrictedto
otherwisehealthypatientswithlungcancer,suchasthose
who maintain a 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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Figure 3. CECT showing right main bronchus
endoluminalmasswithcollapseandmassiveright
seded pleural effusion
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