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METASTATIC tumors of the hand are 
a great rarity and fe\\" are reported 

in the literature. A study by Copeland 
(6) of 334 metastatic malignancies of 
bone revealed only one case involving 
bones of the hand. Of 171 malignant 
tumors of the hand, Pack (11) listed only 
2 metastatic tumors of the hand . De­
tailed case reports of 12 patients with 
metastatic tumors of the hand have been 
found in the literature. Of these 12 
patients, 9 had carcinoma of the lung 
and one each had lymphosarcoma (9), 
bladder carcinoma (3) and chorionepithe­
lioma of the testicle (13). In addition 
to these case reports, references were 
found in the li terature of metastases to 
the hand from parotid gland tumor (4), 
breast tumor (4, 15), endometrioma of 
the uterus (7) and lung tumor (1) . 

The histories of the 9 patients with 
carcinoma of the lung metastatic to the 
hanl showed a number of marked simi­
larities in the clinical and pathological 
pictures (2, 5, 8,10,12,14,15,16). Eight 
patients had metastases to the terminal 
phalanges, 2 had metastases to the prox­
imal phalanges and 2 had metastases to 
the middle phalanges of a digit. Roent­
genograms consistently revealed the pres­
ence of an osteolytic lesion of the phalanx 
\\'ithout involvement of the adjacent 
joints. In 3 patients the phalangeal 
metastase were the only bony lesions 
present. Themetastaticlesion of the hand 
often resembled an inflammatory process 
such as a felon , osteomyelitis or paron­
ychia. 

Diagnosis of the carcinoma of the lung 
was confirmed by autopsy (4 cases) or 
by clinical, bronchoscopic or x-ray find­
ings (5 cases). The diagnosis of the 
metastatic hand lesions was established 
by aspiration biopsy (4 cases), incision 
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and currettage (1 case), amputation (1 
case), incision biopsy (2 cases) and at 
necropsy (1 case) . 

We have observed and would like to 
record two instances of metastatic lesions 
of the hand . 

CASE REPORTS 

Case 1. W. F., a male of 56, had a righ t orchid­
ectomy for chorionepit helioma performed by 
Dr. Leander W. Riba in Passavant Memorial 
Hospital on January 15, 1935. The operation 
was supplemented by deep x-ray therapy. On 
March 13, 1935, the patient was again admitted 
to hospital because of episodes of hemoptysis. 
At th is t ime metastasis to the lung was estab­
lished. He was seen by one of us (M.L.M.) on 
March 23, 1935, because of an increasing blue­
black discoloration in the nail bed of t he right 
middle finger which the patient had noticed 
three weeks previously. There was no pain and 
only slight tenderness. The nail and eponychium 
were elevated by a dark fluctuant mass, opaque 
to transillumination (fig. 1). X-rays of t he 
finger showed soft tissue swelling but no bony 
involvement. On April 1, 1935, the patient 
expired, and autopsy revealed metastatic chori­
onepithelioma to the lungs, liver, kidneys, 
brain, peritoneum. lymph nodes, right middle 
finger and skin of the back (fig. 2). 

Case 2. M. F. , a male of 45, was first admi tted 
to Passavant Hospital on the service of Dr. 
Arthur J . Atkinson on August 3, 1950, and the 
diagnosis of an undifferentiated oat cell type 
of carcinoma of the llLng was established by 
bronchoscopic biopsy. A roentgenogram of the 
chest showed a mass in t he right paratracheal 
region and multiple small areas of increased 
density throughout both lung fields. The patient 
was discharged from hospital as inoperable on 
August 12, 1950. 

On September 12, 1950, the patient was ad­
mitted again to the hospi tal complaining of 
tenderness and swell ing of the left thumb of 
two weeks' duration. Examination showed a 
diffuse symmetrical swelling of the thumb distal 
to the interphalangeal joint. The nail was 
elevated from its base and t he distal phalanx 
was diffusely reddened and tender to palpation . 
Diagnosis of fe lon with osteomyelitis was made 
by the surgical fe llow and incision of t he distal 
closed space of the thumb was performed. A 
gray-brown granulomatous tissue was encoun­
tered and the surgeon was unable to identify 
the presence of any bony structure. The t issue 
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Fig. 1 , Case 1. Subungual chorionepithelioma 
of finger. 

removed from the t humb was reported as un­
differentiated carcinoma (fig . 3). X-rays (fig. 4) 
taken t he day fo llowing operation showed 
marked erosion of the distal phalanx of t he 
thumb. 

The patient was admi tted to hospi tal for the 
third t ime on September 24, 1950, and expired 
soon a fter admission. Autopsy revealed broncho­
genic carcinoma wi th widespread metastasps to 
the lungs, liver, spleen, trachea, left. thumb, left 
great toe and lymph nodes. 

S U MMAR Y 

T wo cases of metastatic tumor to the 
fingers are reported. One patient had a 
subungual lesion secondary to chorionepi­
thelioma of the testis. The other patient 
had an osteolytic lesion of the distal pha­
lanx of the thumb secondary to carcinoma 
of the lung. When first seen, the latter 

Fig. 3, Case 2. M etastatic lung caTcinoma in 
distal phalanx of thumb, photomicTograph. 

Fig. 2, Case 1. Phot01m:crograph of chorion­
epithelioma of testis. 

lesion was thought to be a fe lon. In 
both patients the cause of the primary 
lesion had been established before the 
appearance of the metastatic tumor. Al­
though rare, metastatic malignant lesions 
of the hand should be considered in the 
different ial diagnosis of infections, trauma 
and tumors of the hand . 
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Fig. 4, Case 2. Roentgenogram of osteolytic 
metastatic lung carcinoma in thumb. 
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