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Squamous cell carcinoma of lung with unusual  
 site of metastasis  

 
  

Abstract 

Background: Lung cancer ranks among the most common and most lethal malignancies 

worldwide. Once vascular or lymphatic invasions occur, metastatic dissemination to 

distant sites is common. Bone, liver, adrenals, and brain are the most frequent sites of the 

distant disease. In this study we present a case of squamous cell carcinoma of lung with 

metastasis of the left knee bursa. 

Case presentation: A smoker  man presented with cough and hemoptysis and squamous 

cell carcinoma of lung was diagnosed. Fourteen months later he developed pain and 

swelling of left knee. The biopsy and pathologic examination of the left knee bursa showed 

involvement of the bursa. 

Conclusion: Squamous cell carcinoma of lung can metastasize in the unusual sites of the 

body.  
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Lung cancer ranks among the most common and most lethal malignancies 

worldwide. Major treatment decisions are made on the basis of whether a tumor is 

classified as a small cell lung carcinoma (SCLC) or as one of the non-small cell lung 

cancer (NSCLC) varieties (squamous, adenocarcinoma, large cell carcinoma, 

bronchioloalveolar carcinoma, and mixed versions of these) (1). After variable periods of 

growth within the lung parenchyma or within the bronchial wall, primary tumors invade 

the vascular and lymphatic channels, thereby metastasizing to regional lymph nodes and 

distant sites; in most instances, regional lymph node metastasis precede systemic 

dissemination. By direct extension, the primary tumor can invade contiguous structures, 

such as the mediastinal pleura, great vessels, heart, esophagus, diaphragm, or chest wall. 

Once vascular or lymphatic invasions occur, metastatic dissemination to distant sites is 

common (2). Whereas, bone liver, adrenals, and brain are the most frequent sites of the 

distant disease, lung cancers metastasize to virtually every organ of the body (3).  

Paraneoplastic syndromes are common in patients with lung cancer and may be the 

presenting finding or first sign of recurrence. Skeletal–connective tissue syndromes 

include clubbing in 30% of cases (usually non-small cell carcinomas) and hypertrophic 

pulmonary osteoarthropathy in 1–10% of cases (usually adenocarcinomas), with periostitis 

and clubbing causing pain, tenderness, and swelling over the affected bones and a positive 

bone scan. Polyarthritis or symptoms that mimic polymyalgia rheumatica, may be the 

presenting manifestation of the malignancy (4, 5). In this study, we present a case of lung 

squamous cell carcinoma with an unusual site of metastasis.  

 

Case presentation 

A 54 year old smoker man was presented with cough and hemoptysis with one month 

duration. Two months ago, the patient visited a rheumatologist because of polyarthralgia 

and leg pain.  
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CT scan of lung revealed a solid cystic mass in left upper 

lobe that had collapsed left hemithorax, left hilar 

lymphadenopathy and a little left plural effusion. 

Bronchoscopy and transbronchial lung biopsy were done and 

pathology reported squamous cell carcinoma of lung. 

Chemotherapy was started. Because of hemoptysis, 

radiotherapy was started after 4 courses of chemotherapy.  

Reevaluation of the patient showed a partial response and 

monochemotherapy with docetaxel was started. After the 

four courses, the general condition of the patient became 

better and he was followed up. One year after the 

chemotherapy, seizure occurred and brain CT scan showed 

brain metastasis. Radiotherapy of brain was started.  

Simultaneously, left knee swelling with severe pain and 

limitation of motion occurred (figure 1). The patient was 

examined by a rheumatologist and the diagnosis was anserin 

bursitis, not arthritis. Knee x-ray and then needle aspiration 

of the bursa was done and the pathologist reported the 

presence of malignant cells, on one hand, malignant bursitis 

(figure 2). The patient refused further chemotherapy and 

died. 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1. Left knee swelling 

 

 

 

 

 

 

 

 

 

 

 

Figure 2. Cytologic features of the ancerin bursa effusion 

Discussion 

Lung cancer, when invades vascular or lymphatic vessels 

can metastasize in any organ of the body (2). Some organs 

commonly and more other organs less commonly or rarely 

involve. Gastrointestinal metastasis of lung cancer is fairly 

rare (6). Perfetti et al. reported juxtapapillary pancreatic 

metastasis with obstructive jaundice as isolated recurrence of 

lung adenocarcinoma (7). Yamada et al. reported a case of 

lung squamous cell carcinoma with metastasis to the 

duodenum and small intestine (6). All of the above 

mentioned reports were metastases of the non-small cell lung 

cancer where there are only occasional reports for pancreatic 

metastasis based on its fine needle aspiration (FNA) 

cytology diagnosis or immunocytochemistry (8). 

Another unusual site for metastasis of lung cancer is the 

skeletal muscle, although the muscle tissue makes up more 

than 50% of the total body mass. Fernández-Ruiz et al. 

reported a 66 year old man with thigh muscle metastasis as 

initial presentation of the non-small cell lung cancer (9). 

Also Itou et al. reported a case of squamous cell carcinoma 

of the lung with metastasis to the rectus muscle of thigh (10). 

Kostrzewska et al. reported a 61-year-old woman presented 

with blindness that the posterior segment of eyeball 

metastasis secondary to non-small cell lung cancer was 

found (11). 

Kaya et al. reported the first case of spermatic cord 

metastasis as an initial manifestation of non-small cell 

carcinoma of the lung in a 62-year-old-man (12). Arthralgia 

and leg pain before diagnosis in our patient was not defined 

definitely and might be due to paraneoplastic syndrome. 

Non-small cell lung cancer metastasize to the brain, bone, 

liver and adrenal glands commonly but metastatic ancerin 

bursitis is very rare, and no case report was found in 

literature. Only three cases of malignant bursitis were 

reported previously, all of them were throcanteric bursa and 

only one of them from lung cancer (13-15).  

Consequently, we report the first case of ancerin bursitis 

due to non-small cell lung cancer. Metastasis to the bursa 

suggests the hematogenous spread as an important 

mechanism for the metastasis of lung cancer. The site of 

metastasis may be an indicator of the rapid progression and 

very late stage of lung cancer, because our patient expired 2 

months after presentation and the patient reported by Patil et 

al. passed away three weeks after presentation (13). This 

case supports the concept that lung cancers metastasize 

virtually to every organ of the body. 



 

Caspian J Intern Med 2012; 3(2): 440-442  

442                               Vakili M, et al. 

Acknowledgments 

The authors are grateful to Ms. Hadad for helping us with 

this article and Dr. Hoseini, the consulting pathologist. 

 

Conflict of interest: There was no conflict of interest. 

 

 

References 

1. Fauci AS, Kasper DL, Longo DL, et al. Harrison’s 

principal of internal medicine. 17 th ed. USA: McGraw-

Hill 2008; pp: 581-92. 

2. Devita VT, Lawrence TS, Rosenberg SA, Depinho RA, 

Weinberg RA. Devita, Hellman and Rosenberg’s Cancer: 

Principles & Practice of Oncology. 8 th ed. Philadelpia, 

USA: Lippincott, Williams & wilkins 2008; pp: 887-973.  

3. Soffietti R, Ducati A, Rudà R. Brain metastases. Handb 

Clin Neurol 2012; 105: 747-55. 

4. Naschitz JE, Rosner I. Musculoskeletal syndromes 

associated with malignancy (excluding hypertrophic 

osteoarthropathy). Curr Opin Rheumatol 2008; 20: 100-

5.   

5. Brooks RC, McGee SR. Diagnostic dilemmas in 

polymyalgia rheumatica. Arch Intern Med 1997; 157: 

162-8. 

6. Yamada H, Akahane T, Horiuchi A, et al. A case of lung 

squamous cell carcinoma with metastases to the 

duodenum and small intestine. Int  Surg 2011; 96: 176-

81. 

7. Perfetti V, Markopoulos K, Maffè GC, Picheo R, 

Corazza GR. Juxtapapillary pancreatic metastasis with 

obstructive jaundice as isolated recurrence of lung 

adenocarcinoma. Dig Liver Dis 2008; 40: 230-1.  

8. Das DK, Muqim AT, Haji BI, Al-Bishi K, Abdulghani R. 

Pancreatic metastasis in a case of small cell lung 

carcinoma: Diagnostic role of fine-needle aspiration cytol 

and immunocytochemistry. J Cytol 2011; 28: 226-9. 

9. Fernández-Ruiz M, Vila-Santos J, Guerra-Vales JM. 

Skeletal Muscle Metastasis as Initial Presentation of 

Non-Small-Cell Lung Carcinoma.  Arch Bronconeumol 

2011; 47: 422–3. [In Spanish] 

10. Itou W, Kawada I, Ueoka H. Squamous cell carcinoma of 

the lung with metastasis to the rectus muscle of thigh. 

Nihon Naika Gakkai Zasshi 2000; 89: 1179-81. [In 

Japanese] 

11. Kostrzewska M, Nowak-Gabryel M, Gabryel M. 

Complete regression of eyeball metastasis secondary to 

non-small-cell lung cancer with Cisplatin and Vinorelbin 

therapy. Pol Merkur Lekarski 2011; 31: 171-4. [In 

polish] 

12. Kaya C, Tanrikulu H, Yilmaz G, Aker F, Karaman MI. 

Spermatic cord metastasis as an initial manifestation of 

non-small cell carcinoma of the lung. Int J Urol 2006; 13: 

846–8. 

13. Diagnostic dilemmas in polymyalgia rheumatica. Brooks 

RC; McGee SR, Arch Intern Med 1997 Jan 27;157:162-

8. 

14. Hutchings C, Hull R. Metastatic bone disease presenting 

as trochanteric bursitis. J R Soc Med 1997; 90: 685–6. 

15. Bertoli AM, Saurit V, Alvarellos A, Caeiro F. Soft tissue 

metastases presenting as greater trochanteric pain 

syndrome. J Clin Rheumatol 2003; 9: 370–2.  

 


