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ABSTRACT

A 75 year old male presented with a painful swelling in the left thigh. Fine needle aspiration biopsy performed revealed the presence of a
Squamous cell carcinoma, prompting further evaluation. This led to the identification of an upper zone mass in the left lung which was excised;
intra-operative squash cytology revealing the presence of a Squamous cell carcinoma. The patient then underwent a complete excision of the
thigh swelling. Three months after the surgery, the patient died of a stroke. We report this case on account of its rarity and to highlight the role of
intra-operative squash cytology in establishing the diagnosis of such lesions. JMS 2014; 17(2):71-73
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INTRODUCTION

Lung Cancer is the leading cause of cancer related deaths
globally. Most patients with lung cancer are symptomatic at
presentation and present with respiratory symptoms such as
cough, dyspnea or bloody sputum, with systemic
symptoms, or with symptoms related to distant metastasis.'

More than 20% of patients have distant metastasis at the
time of diagnosis. Brain, bone, liver and the adrenals are the
most common sites of metastasis.” Metastases to skeletal
muscle are uncommon and few cases have been reported in
the literature. Only rarely are these the first clinical
manifestation of primary tumor.’

Here we report a case of a non-small cell lung cancer,
presenting as a large painful swelling of the left thigh,
further evaluation of which led to identification of the
primary.

CASE REPORT

A 75 year old male presented with a two month history of
pain and swelling of the left thigh. There were no other
symptoms. General physical, chest and abdominal
examinations were unremarkable. Local examination of the
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left thigh revealed a large, 10 x 15 x 4 cm swelling on the
posterior aspect, just below the gluteal fold, with normal
overlying skin. The swelling was non tender, partly mobile
and no pulsation or bruit was felt. Chest and abdominal
examinations were unremarkable. A clinical diagnosis of a
soft tissue tumour was made.

Magnetic Resonance Imaging (MRI) showed a peripherally
enhancing cystic mass lesion, 12 x 0.8 x 0.8 cms, in the
postero-medial compartment muscles of the left thigh with a
possible neoplastic etiology [Figure 1]. Fine Needle
Aspiration Cytology (FNAC) of the swelling revealed
degenerated malignant epithelial cells with Squamous

differentiation, suggestive of a Squamous Cell Carcinoma
[Figure 2].

Figure 1: (A) AT2 Weighted Axial MR Image shows a cystic mass with a
thick ragged enhancing wall within the postero-medial compartment
muscles the intramuscular location of the lesion (B ) T2 weighted
Saggital MR Image of the same mass.
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Figure 2: Fine Needle Asp|rat|on Cytology of the thigh mass showing
malignant epithelial cells with features suggestive of a Squamous cell
carcinoma (MGG, High Power x40)

The patient was referred to our institution for review, where
he was further evaluated. His routine blood investigations
including a hemogram, liver & renal function tests, serum
calcium all were within normal limits. A chest X-Ray,
however, revealed a left upper zone mass. Contrast
Enhanced Computerized Tomography (CECT) of chest and
abdomen confirmed a focal lesion in the peripheral aspect of
the left upper lobe suggestive of a neoplastic etiology
[Figure 3]. No nodal or liver metastases were found. A
biopsy under radiological guidance from the lung lesion
failed to obtain sufficient tissue for diagnosis. A postero-
lateral thoracotomy was performed and intra-operative
squash cytology from the lesion confirmed the presence of a
Squamous cell carcinoma. A left upper lobectomy was then
performed. As the investigations had revealed no metastasis
elsewhere, the operating surgeon resected the mass lesion in
the thigh as well. Histological examination of the lobectomy
specimen confirmed the diagnosis of a moderately
differentiated Squamous cell carcinoma resection margins
were free [Figure 4]. A similar tumor was seen infiltrating
the muscle in the resected mass lesion from the thigh, with
normal overlying skin; again the resection margins were
free.

The patient died of a stroke three months after the surgery.

Figure 3: An axial section of a CECT thorax reveals a focal lesion in the
peripheral aspect of the left upper lobe.

Figure 4: Intra-operative Squash Cytology shows numerous malignant
epithelial cells suggestive of a Squamous cell carcinoma.
(H&E, High Power x40)

Figure 5: Histology of the Iﬂng lesion showmg sheets of cells with
abundant eosinophilic cytoplasm and numerous dyskeratotic cells,
suggestive of a Squamous Cell Carcinoma (Low Power x10)

Figure 6: Hlstology of the thlgh mass showing mallgnant eplthellal cells
in nests, infiltrating the surrounding muscle. (Low Power x10)

DISCUSSION

Sixty two cases of skeletal muscle metastasis from Non-
Small Cell Lung Cancer have been reported in the literature
so far. Metastatic lesions were the initial manifestation of
the disease in 48 (78%) of these cases. The actual incidence
of metastasis to skeletal muscle is however, not known.
Skeletal muscles are thus remarkably resistant to distant
metastasis, despite constituting more than 50% of total body
weight and being highly vascular. Several theories have
been put forward to explain this phenomenon and suggest a
combination of factors such as muscle contraction, pH and
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lactic acid, amongst others as being responsible.’

The majority of skeletal muscle metastases are from
epithelial tumors, most frequently Squamous Cell
Carcinoma of the lung. Other primaries include renal cell
carcinoma, leukemia, lymphomas and anaplastic

carcinomas.’

Like in our patient, the most frequent presentation of such

lesions is pain with or without swelling.’

Diagnosis remains tricky especially in the absence of a
known primary. On Computerized Tomography (CT)
lesions appear as rim enhancing masses with central hypo-
attenuation mimicking intramuscular abscesses.’ Even as
MRI is the modality of choice for characterizing soft tissue
lesions, the features of skeletal muscle metastasis are non-
specific, showing increased signal intensity relative to
skeletal muscle on T2 weighted images and reduced signal
intensity on T1 weighted images. On gadolinum

administration, they show heterogeneous enhancement.’

Fluorodeoxyglucose (FDG) positron emission tomography
(PET) -CT is emerging as a sensitive tool in the recognition
of distant metastasis with the exception of the brain.’
However, in muscle, an injection site inflammation may
show increased FDG uptake and be confused for a
neoplastic lesion.

This underlines the importance of histologic diagnosis. A
fine needle aspiration biopsy can be obtained with or
without the help of radiological guidance. Alternatively, an
excision biopsy can be attempted. As in our case, where
there is a concomitant lung lesion, intra-operative squash
cytology can provide a rapid diagnosis and confirm the
presence of the tumor. The accuracy of touch imprint
cytology in diagnosing lung lesions is well established.’

Because there are no large series in literature, the
management of skeletal muscle metastasis is not well
defined. Treatment may include palliative radiotherapy to
the site to reduce pain and swelling when present. Surgical
excision, as in our patient, may be attempted in absence of
metastasis elsewhere."

Skeletal muscle metastasis usually portends a poor
prognosis. Most patients die, with a median survival of less
than 6 months.’

Our patient presented with a painful swelling in the left
thigh which was clinically diagnosed as a soft tissue tumor.
FNAC showed the presence of Squamous cell carcinoma

and led to further evaluation which revealed the presence of
a lesion in the left lung on X-Ray. While the lesion was
further characterized on CECT, it was only intra-operative
squash cytology, later confirmed by histology that led to the
diagnosis of metastatic Squamous cell carcinoma of lung.

Our case underlines the importance of considering a
metastatic neoplasm in the differential diagnosis of a
painful intramuscular swelling. In addition it highlights the
important role cytology and histology play in establishing a
definitive diagnosis.
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