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Introduction
Cancers of the nasal cavity are relatively 
uncommon. They are usually seen after 
the age of 40 years, and men are affected 
twice more common than women. Most 
of the nasal cavity tumors are squamous 
cell carcinomas; adenocarcinomas have 
been reported to occur more frequently in 
carpenters and sawmill workers. Cigarette 
smoking doubles the risk of nasal cancer. 
The usual signs and symptoms are chronic 
unilateral discharge, ulcer, obstruction, 
anterior headache, and intermittent 
epistaxis; mimicking nasal polyps, which 
delays the diagnosis. They usually spread 
locally; distant spread, both lymphatic and 
hematogenous, is uncommon. The treatment 
options available to treat nasal cavity 
tumors are surgical resection, radiotherapy, 
and chemotherapy depending on the stage 
of tumor and performance status of the 
patient.

Case Report
We herein report a case of a 56‑year‑old 
male, who presented to us with complaints 
of swelling over the nose associated with 
nasal blockade and discharge for past 1 year 
with increase in growth for past 3 months, 
swelling and pain in the left middle 
finger for past 3 months, and difficulty in 
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Abstract
Cancers of nasal cavity are relatively uncommon; and osseous metastases distal to the elbow 
and knee joints are also very rare. We herein report the two rare occurrences of nasal cavity 
carcinoma and acrometastasis together in the same patient, which is the first such case report 
to the best of our knowledge. The features associated with acrometastasis in the present study 
are similar to what has been cited in the literature, such as male gender, older age, widespread 
metastasis, single bone metastasis, lytic lesion, third finger, distal phalanx, poor prognosis, and 
short survival; however, involvement of left hand and nasal cavity as the primary site of tumor 
were the exceptions.
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breathing for past 1 month. The physical 
examination revealed swollen middle finger 
of left hand and exophytic mass replacing 
the nasal cavity [Figure 1]. The X‑ray 
(anteroposterior and lateral views) of the 
left hand demonstrated lytic destruction 
of distal phalanx of middle finger 
[Figure 2]. The chest X‑ray (posteroanterior 
view) demonstrated bilateral lung 
metastases [Figure 2], which was further 
confirmed by contrast‑enhanced computed 
tomography (CECT) of thorax [Figure 3]. 
CECT of head and neck revealed an 
enhancing lesion in nasal cavity with the 
destruction of nasal cavity and extension 
into maxillary sinus and nasopharynx 
[Figure 3].

Due to the presence of widespread 
metastasis, the patient was given a single 
fraction of 8 Gy conventional radiotherapy 
to the affected finger over cobalt 
teletherapy machine, which was followed 
by relief of more than 50% of pain, 2‑weeks 
postradiotherapy. This was followed by 
administration of systemic chemotherapy 
consisting of injection paclitaxel and 
carboplatin given intravenously according 
to the body surface area, but unfortunately, 
the patient succumbed to death before 
second cycle of chemotherapy.

Discussion
The distribution of metastases in the 
skeleton corresponds to the presence of 
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active hematopoietic bone marrow; as a result, osseous 
metastases distal to the elbow and knee joints are rare, 
accounting for 0.1% of all metastatic osseous involvement 
in the hand.[1] The first such case was reported by 
Handley in 1906.[2] The lesion is usually associated with 
pain, redness or discoloration, tenderness, heat, swelling, 
erythema, or loss of function, mimicking an infection. 

An increase in blood flow in dominant hand or release of 
chemotactic factors (prostaglandins) following a trauma has 
been suggested as the possible mechanism responsible for 
the deposition of metastatic tumor cells within the hand, 
although the exact mechanism still remains unclear.[3,4]

Men are affected twice more common than women, 
with the median age of 58 years (range: 18 months to 
91 years).[5] Primary lung tumors comprise about 50% 
of all cancers that metastasize to the hands, followed by 
kidney (12%) and breast (10%); the other rare primary sites 
are colon, stomach, liver, prostate, rectum, and numerous 
other cancers. The right hand was more often involved 
than the left, and 9% of cases had both hands involved. 
The third finger was the most commonly affected finger by 
osseous lesions, followed by thumb, the fourth finger, the 
second finger, and the fifth finger. The distal phalanx was 
the region of the digit most commonly affected by bone 
metastases (28.8%), followed by metacarpal bones (21.8%), 
proximal phalanges (10.1%), and middle phalanges (6.2%). 
Single lesions occurred in 74% of the cases. Majority of 
the cases are diagnosed on X‑ray only, the most common 
radiological finding being a lytic lesion, often extending 
into the soft tissues; however, this may vary depending 
on the primary site of the tumor. Bronchial carcinomas 
are typically osteolytic, metastasizing to a single bone 
within the hand, whereas breast cancer metastases are 
sclerotic, lytic, or mixed and often lead to multiple 
bony lesions.[6] Acrometastases generally accompany 
widespread disease; as a rule, prognosis is poor and 
survival is short (average 6 months in most of the cases).[7] 
Therefore, pain palliation is often the primary objective 
of treatment in these individuals.[8] Various treatment 
options available are amputation, radiotherapy, curettage, 
cementation, chemotherapy, and wide excision, depending 
on the status of the patient, localization of the lesion, and 
primary cancer.[9] Amputation was the preferred method of 
treatment, especially in distal phalanges (19.4%), followed 

Figure	 2:	X‑ray	of	 chest	 (postero‑anterior	 view)	 and	 left	 hand	 (antero‑
posterior	and	lateral	view)

Figure	1:	Clinical	picture	of	the	patient	showing	nasal	cavity	mass	(blue	
arrow)	and	swollen	left	middle	finger	(red	arrow)

Figure 3: Contrast-enhanced computed tomography of head and neck, thorax, and upper abdomen
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by radiation (11.7), wide excision (5.8%), and systemic 
therapy (3.9%).

The role of radiotherapy in treating acrometastases has been 
described by Flynn et al., who have reported two such cases; 
a 78‑year‑old female of non‑small‑cell lung carcinoma with 
osteolytic lesion in the proximal left second metacarpal, and a 
65‑year‑old female of breast carcinoma with lytic destruction 
of proximal two‑thirds of the third metacarpal, distal margin 
of the capitate, and the base of the fifth metacarpal.[10] Both 
patients had multiple bone metastasis and were treated with 
a single 8 Gy fraction of palliative radiotherapy, which was 
associated with relief of pain.

The present case report highlights two rare occurrences in 
the same patient. With extensive search over PubMed using 
“nasal cavity/nasal cavity cancer” and “acrometastasis/
phalangeal metastasis/distal phalanx metastasis,” no article 
was found citing both the things together in a single paper. 
Although case reports were found with nasopharyngeal 
carcinoma presenting with acrometastases, to the best of 
our knowledge, this is the first report of a case of nasal 
cavity cancer with acrometastasis. The findings of the 
present study are similar to what has been cited in the 
literature, such as male gender, older age, widespread 
metastasis, single bone metastasis, lytic lesion, third 
finger, distal phalanx, poor prognosis, and short survival; 
involvement of left hand and nasal cavity as the primary 
site of tumor was the exceptions.
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