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and metastases are rare. Their incidence among

all metastatic lesions is only slightly more than

0.1%. The distal phalanx is the most commonly

involved site of hand metastases. Pancarpal
involvement is more common than isolated carpal metas-
tases. A solitary carpal metastasis can pose a diagnostic
dilemma, as it mimics acute arthritis, osteomyelitis, and
avascular necrosis, and, up to 16% of the time, it may
be the first indication of a primary cancer elsewhere. An
isolated metastatic lesion of the trapezium is reported for
the first time.

CASE REPORT

A right-hand—dominant woman in her mid-40s, who had
a history of active non—small cell lung carcinoma and was
undergoing chemotherapy, presented with a 3-week history of
increasing pain at the base of the right thumb. She had no his-
tory of trauma to the hand and no previous history of joint pain.
Physical examination revealed point tenderness over the volar
aspect of the thumb carpometacarpal (CMC) joint and pain
with axial grind. There was no erythema or warmth at the base
of the thumb, and the hand was neurovascularly intact. The
physical examination was otherwise noncontributory.

A bone scan performed a week earlier showed increased
uptake only in the area of the right wrist. Plain radiographs
showed an osteolytic lesion in the trapezium with col-
lapse consistent with a pathologic fracture (Figure 1). A
computed tomography scan was then obtained, and it was
consistent with this diagnosis (Figure 2).

The patient was placed in a short arm thumb spica splint
for immobilization, but her pain persisted, and it was inca-
pacitating. The options of radiation therapy and surgery (and
their risks and benefits) were discussed with the patient. The
patient chose operative intervention for pain relief. Trapezial
excision with capsular interposition was performed. At time
of surgery, there was no soft-tissue extension of the tumor.
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After surgery, the patient reported marked wrist pain relief.
Three months after surgery, she had excellent pain relief, but
overall she continued to decline. Pathology of the excised
trapezium was consistent with metastatic non—small cell
carcinoma (Figure 3).

DiscussioN

The hand is an uncommon site for metastases. Metastatic
hand lesions represent only 0.1% of all metastatic lesions,!**
though some authors have suggested that this incidence
may be an underrepresentation of the true incidence, as
cases may go unnoticed or be subclinical in sick patients.!
The most common site of hand metastases are the distal
phalanges (51%), followed by the carpal bones (29.5%)°
and the metacarpals (27.6%).> Lung carcinoma is the most
common primary tumor (40%-52%)>° and carries a poor
prognosis (mean survival time, 5-6 months).’

The diagnostic difficulty with hand metastases is sec-
ondary to their rarity coupled with clinical and radio-
graphic similarity to more common hand disorders, such
as acute arthritis, avascular necrosis, and osteomyelitis.!”-8
A trapezial lesion may present in a fashion clinically
similar to that of de Quervain’s tenosynovitis, carpal tun-

Figure 1. Anteroposterior radiograph of right wrist shows a
pathologic fracture of the trapezium with extensive fragmenta-
tion and collapse.
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Figure 2. (A) Reformatted sagittal computed tomography image
of right wrist shows extensive osteolysis of the trapezium with
pathologic fracture. (B) Axial image shows the pathologic pro-
cess in the trapezium.

nel syndrome, and CMC arthritis. Our patient’s age, sex,
and physical examination findings could easily have led a
clinician to diagnose CMC arthritis had this been the initial
manifestation of the patient’s underlying disease.

For patients who present without a previous diagno-
sis of a primary cancer, metastatic involvement may be
left out of the initial differential diagnosis. Previous
investigators have found that up to 1 in 9 cases of hand
metastasis were initially treated for an inflammatory
condition.! In 11% to 16% of all cases of metastatic
hand lesions, an isolated lesion was the initial presen-
tation of a primary malignant cancer elsewhere.!3%-10
Given the gravity of misdiagnosis, metastatic lesions
must be considered in the differential diagnosis of
these more common hand disorders. The prognosis of
cancer metastasized to the hand is the same as that of
the primary metastatic cancer’**”!!; hand involvement
does not worsen or improve the outcome as compared
with metastases elsewhere.

Trapezium excision with soft-tissue interposition has
proved beneficial in relieving CMC arthritis pain and
in managing primary benign and malignant lesions.!'?"14
In light of this success, simple excision, as opposed to
curettage and bone grafting or cementation, should be
considered, especially when the lesion is malignant. In
our patient’s case, excellent pain relief was obtained
with simple excision. Because there was no exten-
sion of the tumor beyond the cortex of the trapezium,
radiation for local control was not added. Although
performed mainly as a palliative measure, excision of
carpal lesions with treatment of the underlying disease
has resulted in long-term disease-free survival.!

Trapezial metastases should be considered in the dif-
ferential diagnosis in patients with CMC pain, especially

Figure 3. Poorly differentiated non-small cell carcinoma invad-
ing bone is consistent with the patient’s diagnosis of adenocar-
cinoma metastasized from the lung.

with radiographic findings of collapse and fragmentation
of the trapezium. Similar presentations in the hand must
also raise a slight suspicion of hand metastases, especially
when the patient presents with a history of a primary can-
cer. Keeping this diagnosis in mind, while considering the
more common inflammatory afflictions of the hand, may
reduce the number of metastatic lesions initially missed.
The importance of this vigilance cannot be overstated:
Hand metastases may be the first indicator of an underly-
ing cancer, and learning of it early may give the patient
more time to deal with the prognosis and consider treat-
ment modalities.
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