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Abstract 
Background: Systemic lupus erythematosus and lupus nephritis are relatively 
common autoimmune diseases that can cause damage to multiple systems. 
Aim: To investigate the lupus activity of patients with lupus nephritis on he-
modialysis and the combined occurrence of lupus panniculitis. Case intro-
duction: A patient with lupus nephritis on regular hemodialysis had a sym-
metrical hard mass under the skin of his abdomen. After surgical resection 
and pathological examination, she was diagnosed with lupus panniculitis and 
was treated with glucocorticoids and hydroxychloroquine. After that, no new 
subcutaneous masses appeared, and the unresectable part of the masses did 
not increase. Conclusion: 1) Lupus activities in patients with lupus nephritis 
entering end-stage renal disease still need to be paid attention to. 2) Lupus 
panniculitis can occur on the skin of the abdomen, and it needs to be diffe-
rentiated from connective tissue panniculitis, sclerosing panniculitis and oth-
er diseases. 
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1. Introduction 

Systemic lupus erythematosus is a systemic autoimmune disease, which is clini-
cally characterized by recurring lupus activities. It is generally believed that lu-
pus activity will decrease after patients with lupus nephritis enter end-stage renal 
disease and regularly undergo hemodialysis, but there are still extrarenal ma-
nifestations of lupus activity in some dialysis patients. This article aims to fur-
ther explore the clinical diagnosis, treatment and distinguishing characteristics 
of lupus panniculitis in hemodialysis patients with lupus nephritis, and to im-
prove the early diagnosis rate of the disease. 
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2. Case Data 

A 30-year-old female patient was diagnosed with systemic lupus erythematosus 
for 9 years. She was admitted to the hospital because of abdominal wall indura-
tion for half a year. The patient developed erythema sclerosis on both lower ex-
tremities without obvious cause 9 years ago, accompanied by pain, no joint pain, 
no obvious hair loss, occasional oral ulcers, and was diagnosed with systemic 
lupus erythematosus and pulmonary hypertension in our hospital. She was 
treated with drugs such as penisoners, hydroxychloroquine, and cyclophospha-
mide, and was discharged from the hospital after her condition improved. After 
that, she continued to be treated with prednisone, hydroxychloroquine, lefluno-
mide, cyclophosphamide and other drugs, and her condition recurred. When 
her condition worsened, she was treated with high-dose methylprednisolone and 
immunoglobulin therapy, and her condition improved after treatment. Three 
years ago, the patient had no obvious cause for edema of both lower extremities. 
The pathological examination of renal biopsy was performed in the nephrology 
department of our hospital. The renal pathological results showed lupus nephri-
tis (WHO type IV-Ga/c type). Subsequently, the patient received continuous 
cyclophosphate, Amide treatment (cumulative 3.8 g). During the treatment, the 
patient’s condition repeatedly aggravated and appeared ecchymosis on both 
lower limbs. One year ago, the patient began to develop symptoms of chest 
tightness, suffocation, and dyspnea, and was again hospitalized in the intensive 
care unit and nephrology department of our hospital. After a complete examina-
tion, the patient was diagnosed with uremia, combined with heart failure, and 
was given anti-infection, hemodialysis and other treatments. She was discharged 
from the hospital after her condition improved, and regular hemodialysis treat-
ment was performed after she was discharged. Six months ago, the patient dis-
covered that there were multiple hard nodules in the abdomen, no pain or spe-
cial discomfort. The hard nodules under the skin of the abdomen were gradually 
enlarged without timely diagnosis and treatment. This time she came to our 
hospital again for systematic diagnosis and treatment. She had a history of 
hypertension for 2 years. She underwent semi-permanent hemodialysis catheter 
placement in the right internal jugular vein and an arteriovenous fistula angiop-
lasty in the left forearm 1 year ago. The semi-permanent hemodialysis catheter 
was removed 5 months ago. Admission examination: T 36.6˚C, P 98 beats/min, 
R 20 beats/min, BP 165/114mmHg. There was no edema in two eyelids, pale eye-
lid conjunctiva, thick breath sounds in two lungs, no obvious dry and wet rales. 
The heart rate is 98 beats/min, regular heart rhythm, and with no pathological 
murmur in the auscultation area of each valve. The abdomen is soft, and mul-
tiple nodules can be palpable under the skin on both sides of the abdomen. The 
texture is hard, granular, non-tender, and the larger one is about 3 × 2 cm. There 
was no tenderness, no rebound pain and muscle tension in the abdomen. The 
liver and spleen were not palpable under the ribs. There was an arteriovenous 
fistula surgical scar on the left forearm, vascular tremor was palpable, and vas-
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cular murmur was heard on auscultation. No purpura on both lower limbs, no 
edema on both lower limbs. 

Auxiliary examination after admission: echocardiography: left heart enlarge-
ment, ventricular septum thickening, aortic valve calcification and a small 
amount of regurgitation, moderate tricuspid regurgitation, pulmonary hyper-
tension (mild), and left ventricular diastolic function decreased. Abdominal 
musculoskeletal ultrasound: the mixed echo area is explored between the subcu-
taneous abdominal external oblique muscles and the fat layer on both sides of 
the abdomen, the right range is 9.0 × 3.6 × 1.8 cm, the left range is 8.7 × 3.7 × 1.8 
cm, and the boundary with surrounding tissues is not clear, Which is dominated 
by a slightly strong echo, accompanied by irregular no echo. Lung CT: ground 
glass density nodules in the upper lobe of the left lung. Serum immunity: histone 
positive (+), RO-52 antibody positive (+), anti-U1-nRNP positive (+), an-
ti-nuclear antibody 1:1000 positive. Blood routine: hemoglobin 84 g/L, erythro-
cyte sedimentation rate 120 mm/h, high-sensitivity C-reactive protein 35.10 
mg/L. Serum biochemistry: urea 19.65 mmol/L, creatinine 643 μmol/L, uric acid 
452 μmol/L, total protein 88.56 g/L, IgG 25.62 g/L, IgA 4.23 g/L, IgM 0.15 g/L, 
globulin 47.33 g/L. Abdominal CT: thickened and blurred subcutaneous fat fi-
bers in the abdominal wall (as shown in Figure 1). After the patient was admit-
ted to the hospital, hemodialysis was continued, and the tumor on the right side 
of the abdominal wall was removed. The pathological results after the resection 
showed that the submitted tissue (subcutaneously on the abdominal wall) 
showed changes in panniculitis, visible adipose tissue hyalinosis and membran-
ous necrosis, local calcification, See lymphocyte proliferation with follicle forma-
tion, and lymphocyte infiltration of small blood vessel walls (as shown in Figure 
2). Combined with clinical data and medical history, it is highly possible to con-
sider lupus panniculitis. 

Glucocorticoid and hydroxychloroquine were given during subsequent treat-
ment, and the patient was discharged after stable condition. The patient was fol-
lowed up after discharge. She continued regular hemodialysis and regularly took 
glucocorticoids and hydroxychloroquine. No new subcutaneous masses ap-
peared, and the unremoved part of the masses did not increase, and her condi-
tion improved. 

 

 
Figure 1. CT manifestations of abdominal wall lupus panniculitis. 
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Figure 2. Histopathology of lupus panniculitis in this patient. 

3. Discussion 

Systemic lupus erythematosus is a systemic autoimmune disease that can affect 
multiple organs. It is clinically characterized by repeated lupus activities, which 
can affect the skin, muscles and joints, heart, lungs, kidneys, nervous system, 
blood system, etc. Almost all patients with systemic lupus erythematosus are ac-
companied by kidney damage [1], and approximately 20% of patients can de-
velop end-stage renal failure within 10 years after the diagnosis of lupus nephri-
tis and require long-term renal replacement therapy. It has been reported that 
after lupus nephritis enters the end-stage renal disease stage and undergoes renal 
replacement therapy, the lupus activity of the organs outside the kidney will be 
reduced, but the reason is not clear. It may be related to the inhibition of im-
mune cell activity by uremic toxin [2], but there are also studies that have found 
that patients with lupus nephritis who regularly undergo renal replacement 
therapy still have lupus activity or new organ lupus activity. The patient reported 
in this article has been diagnosed with systemic lupus erythematosus for 9 years. 
She began to enter end-stage renal disease and undergoes regular hemodialysis a 
year ago. However, combined with the results of the post-admission examina-
tion, the patient has anemia, increased erythrocyte sedimentation rate, and im-
munoglobulin and increased autoantibody titer, considering that the patient still 
has lupus activity. 

Current research shows that for patients with lupus nephritis, uremia and 
renal replacement therapy can reduce but not completely prevent lupus activity. 
Studies have shown that with the extension of dialysis time, the positive rates of 
antinuclear antibodies, anti-double-stranded DNA antibodies, and hypo-C3emia 
in patients with lupus nephritis are reduced, but the serum immunological indi-
cators of lupus nephritis after end-stage renal failure Abnormality can still be 
used as an indicator of lupus activity [3]. At the same time, Szeto et al. [4] found 
that age was associated with lupus nephritis and lupus activity in renal failure. 
The patient reported in this article is a young female patient. After summarizing 
her clinical data, we believe that although the patient has undergone regular 
hemodialysis treatment, there is still extra-renal lupus activity. And we consider 
that the patient’s lupus panniculitis is related to her lupus activity. The lupus ac-
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tivity that enters end-stage renal disease is mainly manifested in the abnormali-
ties of the blood system and serum immunological indicators, and there are few 
reports about lupus panniculitis. In the subsequent treatment, we gave a small 
dose of glucocorticoid and hydroxychloroquine to treatment. 

Lupus panniculitis, also known as deep-seated lupus erythematosus, is an in-
termediate type between discoid lupus erythematosus and systemic lupus ery-
thematosus. It is mainly seen in middle-aged women, but it can also occur in a 
small number of children [5] [6]. It is characterized by relatively hard deep in-
flammatory nodules under the skin, depression and atrophy of the skin surface, 
or ulcers and necrosis in the central part, which is single or scattered. Lupus 
panniculitis usually occurs in the skin of the head, face, upper limbs, and but-
tocks. Among the patients reported in this article, lupus panniculitis occurs un-
der the skin of the abdomen, which is relatively rare. The pathogenesis of lupus 
panniculitis is currently unclear, and it is generally believed to be related to mul-
tiple factors such as genetics, drugs, viruses, physical factors, and sex hormones. 
The pathological manifestations of lupus panniculitis are more complicated, and 
its pathological changes may be related to the course of the disease. Requena et 
al. [7] pointed out that lobular panniculitis is the basic pathological change of 
lupus panniculitis. Peters et al. [8] studied the necessary criteria for the patho-
logical diagnosis of lupus panniculitis: 1) lymphocytes showed follicular infiltra-
tion; 2) fatty necrosis; 3) lobular panniculitis or septal panniculitis; 4) calcifica-
tion. Secondary criteria: 1) The epidermis is manifested by discoid lupus ery-
thematosus; 2) lymphocytic or vascular vasculitis; 3) zonal hyaline degeneration 
under the epidermis; 4) mucin deposition; 5) plasma cell or eosinophil infiltra-
tion; 6) tissue. The cells can show granulomatous changes. In the histopathology 
of this patient reported in this article, we can also see adipose tissue hyalinosis 
and membranous necrosis, local calcification, lymphocyte proliferation, follicu-
lar formation, and lymphocytic infiltration of the vessel wall. These pathological 
changes are consistent with related reports in the literature. 

Lupus panniculitis needs to be differentiated from connective tissue pannicu-
litis, sclerosing panniculitis, nodular febrile non-suppurative panniculitis, hard 
erythema and other diseases in histopathology, and special attention should be 
paid to subcutaneous Differentiation of panniculitis-like T-cell lymphoma [9]. 
Subcutaneous panniculitis-like T-cell lymphoma is a cytotoxic T-cell lymphoma 
derived from αβ. It is characterized by panniculitis-like changes in infiltration of 
subcutaneous fat. The early stage and lupus panniculitis are both panniculi-
tis-like damage. In histopathological examination, the lesions of subcutaneous 
panniculitis-like T-cell lymphoma hardly involve the dermis, and the infiltrating 
atypical lymphocytes are generally confined to the subcutaneous fat layer. The 
characteristic manifestation in pathological examination is the formation of 
flowers around the fat cell space. Ring structure [10]. For the treatment of lupus 
panniculitis, some studies believe that hydroxychloroquine sulfate has a better 
response to the treatment of lupus panniculitis and can be used as the first-line 
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medication for the treatment of lupus panniculitis. However, for patients with 
ANA positive or severe skin rash, it is still requires combined glucocorticoid 
therapy [11]. Most patients need to take the medicine for a long time and reduce 
the dose slowly. In addition, hydroxychloroquine sulfate combined with azathi-
oprine, cyclosporine A, mycophenolate mofetil and other immunosuppressive 
agents also have broad prospects in the treatment of lupus panniculitis [12]. 

4. Conclusion 

Lupus panniculitis can occur on the skin of the abdomen, and it needs to be dif-
ferentiated from connective tissue panniculitis, sclerosing panniculitis and other 
diseases. Most patients with lupus nephritis have reduced lupus activity after en-
tering end-stage renal disease, but through this case, we realized that some pa-
tients still have lupus activity although they have undergone regular hemodialy-
sis, and such patients still need to continue treatment for lupus. 
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Abstract 
This study focused on hospital utilization for adult medical-surgical patients 
in Syracuse, New York as the census peaked then declined between December 
2020 and February 2021. The initial analysis demonstrated that the adult 
medical-surgical census including Coronavirus patients declined by 8.1 per-
cent during January and February 2021. The study data also demonstrated 
that the adult medical-surgical census of the combined hospitals increased as 
the numbers of virus patients declined. The inpatient census at the end of 
February 2021 was 3.6 percent below the level for February 2019 and 15.0 
percent below the level for February 2020. This suggested a range between 3.6 
and 15.0 percent below those in previous years for medical-surgical planning 
after the epidemic. 
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1. Introduction 

In recent years, the utilization of health care in the United States has undergone 
substantial changes. These developments have resulted from alterations in the 
delivery of care in local communities, as well as from new clinical factors [1]. 

In this period, the collection of health care data has struggled to keep up with 
the delivery of care. Providers of care, in particular, have worked to produce in-
formation that accurately characterizes the utilization of services and is useful 
for planning services [2]. 

This process has been especially important for health care planners. Changes 
in services have sometimes left these professionals behind, rather than ahead of, 
developments in the field. 

Probably the most important of these developments has been the spread of the 
Coronavirus. The advent of this organism has challenged providers of care to 
assess the existing system of care and plan for changes. An important part of this 
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process has been the quantification of the utilization of care. 
Current experience suggests that, in many communities, health care providers 

have not been able to plan accurately for the impact of this epidemic. The onset 
of the virus in the initial months of 2020 has been a challenge for all hospitals 
and other providers. Because of the size of the epidemic, hospitals and other 
providers in the United States could not have been expected to predict its arrival 
[3] [4] [5]. 

At the same time, the impact of the Coronavirus on health care utilization at 
the community level over time has also been unpredictable. The use of major 
inpatient services such as adult surgery and adult medicine changed as the epi-
demic has developed. These changes have made it difficult to predict utilization 
of services and plan to address them [6] [7]. 

This study identified developments in the utilization of inpatient adult surgery 
and adult medicine in the hospitals of Syracuse, New York between December 
2020 and February 2021. It suggested issues related to the planning and man-
agement of these services at the community level. 

2. Population 

This study focused on inpatient utilization in the hospitals of Syracuse, New 
York. These facilities include Crouse Hospital (17,204 discharges excluding 
well newborns-2020), St. Joseph’s Hospital Health Center (21,328 inpatient 
discharges-2020), and Upstate University Hospital (30,988 inpatient discharges- 
2020). 

The Syracuse hospitals provide a full range of acute care services to an imme-
diate service area of approximately 600,000. They also provide tertiary, referral 
center services to the Central New York Health Service Area with a population 
of approximately 1,400,000. 

Historically, the Syracuse hospitals have worked cooperatively to improve the 
efficiency and outcomes of care in their service area. A number of these efforts 
have been developed through the Hospital Executive Council [8]. 

3. Method 

This study focused on inpatient adult medicine and surgery utilization in the 
combined hospitals between December 2020 and February 2021. This was the 
most recent period of the Coronavirus epidemic in the service area of the hos-
pitals. 

The study was based on daily information for adult medicine and adult sur-
gery, the largest inpatient services operated by the hospitals. These services were 
defined as all inpatient care excluding pediatrics, obstetrics, newborns and men-
tal health. 

Data for the study were collected by the Hospital Executive Council. They 
were based on daily information collected from the hospitals. This information 
was based on daily census reports developed by each of the hospitals. The study 
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information was not based on abstracted medical record data because the data 
require at least 28 days to be completed in the combined hospitals. 

Consent for use of these data was provided by the hospitals in the Business 
Associate Agreements with the Hospital Executive Council. This mechanism is 
also employed to provide ethics approval from the hospitals for multihospital 
studies. 

Analysis of the study data focused on the adult medical-surgical inpatient 
census of the hospitals with and without Coronavirus patients between Decem-
ber 1, 2020 and February 28, 2021. Patients receiving intensive care were in-
cluded in the data. 

For the period of the data, inpatient census levels were identified by week 
during the three-month period. These levels were based on the combined inpa-
tient censuses of the three acute care facilities. 

These analyses suggested an approach to comparison of hospital adult medi-
cal-surgical census levels based on the same inpatient populations by week for 
three years at the community level. Through this approach, the impact of demo-
graphic and institutional variables was avoided. 

The weekly census levels for the combined hospitals for December 2018- 
February 2019, December 2019-February 2020, and December 2020-February 
2021 were compared. The initial analysis was based on data for the December 
2018-February 2019 and December 2019-February 2020, compared with data for 
December 2020-February 2021 including Coronavirus patients. The second 
analysis was based on December 2018-February 2019 and December 2019- 
February 2020 compared with data for December 2020-February 2021 excluding 
Coronavirus patients. 

The comparisons involving data that included and excluded coronavirus pa-
tients were developed in an effort to evaluate hospital adult medical-surgical 
census levels as numbers of coronavirus patients declined during the time period 
of the study and going forward. 

In recent weeks, the numbers of these patients in the Syracuse hospitals have 
declined substantially. Between December 23, 2020 and February 25, 2021, the 
weekly inpatient Coronavirus census of the combined hospital fell from 350 to 
55 patients. 

These comparisons of inpatient census levels made it possible to suggest fu-
ture inpatient utilization of the combined hospitals as the impact of the epidemic 
on the inpatient census reached a minimum. The data suggested future utiliza-
tion of the hospitals based on major adult medicine and adult surgery popula-
tions. 

4. Results 

The initial component of the analysis focused on inpatient adult medical-surgery 
levels in the Syracuse hospitals including Coronavirus patients between Decem-
ber 1, 2020 and March 1, 2021. Relevant data are summarized in Figure 1. 
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Figure 1. Hospital inpatient average daily census by week, adult medical/surgical including ICU/CCU, 
syracuse hospitals, December 2018-March 1, 2021. 

 
The study data demonstrated that, during this period, the weekly census in-

cluding Coronavirus patients ranged from 900.1 to 845.7 in 2020-2021, com-
pared with 821.9 - 925.3 in 2019-2020 and 837.4 - 811.0 in 2018-2019. At the end 
of the three-month period, the weekly medical-surgical census levels were 925.3 
for 2020 and 845.7 for 2021. 

This comparison indicated the Coronavirus patients were responsible for an 
important part of the inpatient census during this period. As the weekly Coro-
navirus census for the combined hospitals declined by more than 200 patients 
during January and February 2021, the combined adult medical-surgical census 
also declined. This development included the largest reduction in almost twelve 
months. This occurred as the medical-surgical census levels for the same months 
in the two previous years were increasing and declining over short periods of 
time. The data indicated that the combined adult medical-surgical census levels 
including the Coronavirus reached 845.7 at the end of February 2021 and 925.3 
at the end of February 2020. The 2021 census included 45 remaining Coronavi-
rus patients.  

Based on this information, the data suggested that future adult medical-surgical 
census levels of the hospitals would be approximately 845 - 925 patients. This 
projection was based on a remaining Coronavirus census of approximately 50 
patients.  

The second component of the analysis focused on weekly inpatient adult 
medical-surgical levels in the Syracuse hospitals between December 2020 and 
February 2021 excluding Coronavirus patients. Relevant data are summarized in 
Figure 2.  
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Figure 2. Hospital inpatient average daily census by week, adult medical-surgical including ICU/CCU, 
excluding COVID, syracuse hospitals, December 2018-March 1, 2021. 

 
This information included weekly inpatient census data for December 2018- 

February 2019, December 2019-February 2020, and December 2020-February 
2021. All of these weekly time periods excluded Coronavirus patients. The first 
two occurred before the Coronavirus arrived in Syracuse. Coronavirus patients 
were excluded from the third. For comparison purposes, data for December 
2018-February 2019 and December 2019-February 2020 were identical to those 
in Figure 1.  

These data demonstrated that weekly inpatient data for December 2020- 
February 2021 excluding Coronavirus patients underwent a substantial increase 
in utilization for this population. Between December 22, 2020 and March 1, 
2021, the weekly average inpatient census rose from 590.0 to 782.6 patients. This 
amounted to an increase of approximately 192 patients or 33 percent. 

Compared with the data in Figure 1, this information demonstrated that, as 
the weekly inpatient Coronavirus census in the Syracuse hospitals was declining 
during January and February 2021, the inpatient census excluding this popula-
tion was increasing. The amount of this increase offset most of the decline in the 
adult medical-surgical population including the virus.  

These data suggested that, as the virus population declined, utilization in the 
hospitals compensated for this change with regular adult medicine and adult 
surgery admissions. By the end of February 2021, a census of fewer than 50 Co-
ronavirus patients remained. Most of the reduction that resulted from the de-
cline in the census during the epidemic had been offset. 
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This information indicated that, at the end of February 2021, the weekly inpa-
tient adult medical-surgical census of the Syracuse hospital excluding Coronavi-
rus patients reached 782.6. This level was between 30 patients, or 3.6 percent, 
below the level for the same point in 2019 and 142 patients, or 15 percent, below 
the level for the same point in 2020. This amounted to a range for planning adult 
medical-surgical inpatient services excluding Coronavirus patients. 

5. Discussion 

In the United States, the Coronavirus epidemic has had a major impact on hos-
pital utilization at the community level. In 2020, it was responsible for major in-
creases in hospital utilization throughout the nation. 

As the epidemic winds down, there are important opportunities for analyzing 
its impact. Available data can be employed to plan for hospital utilization in the 
future. 

The study focused on hospital census including Coronavirus patients for adult 
medical-surgical inpatients in the hospitals of Syracuse, New York as utilization 
peaked, then declined during December 2020, January 2021, and February 2021. 
Data for the same months in 2018 and 2019 were included for comparison pur-
poses.  

The initial component of the analysis demonstrated that the inpatient adult 
medical-surgical census including Coronavirus patients declined by more than 
75 patients during January and February 2021. This occurred as the inpatient 
censuses of the combined hospitals in previous years were relatively stable. 

Perhaps most importantly, the study data also demonstrated that the inpatient 
adult medical-surgical census of the combined hospitals excluding Coronavirus 
patients increased as the numbers of virus patients were declining during Janu-
ary and February 2021. This increase apparently resulted from adult medicine 
and adult surgery patients offsetting the decline of those with the diagnosis.  

The increase in the adult medical-surgical census without the virus did not 
totally offset the decline in the census that resulted from fewer virus patients. 
The difference between the inpatient census levels at the end of February 2021 
and the census levels in 2019 and 2020 was between 3.6 and 15.0 percent. Going 
forward, this suggested a range for adult medical-surgical planning between 3.6 
and 15.0 percent below those in previous years. 

The analysis used in this study could also be applied to additional utilization 
data. These could include hospital discharges, hospital lengths of stay, and 
emergency department utilization. A combination of these indicators might be 
useful. 

This information could be developed and used to plan the use of health care 
services at a relatively small expense. It could take advantage of cooperation 
among hospitals to address this objective.  

The study data suggest that, because of the importance of inpatient adult 
medicine and surgery to inpatient hospitals, planning for services in the future 
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should focus on remaining adult medical-surgical patients as the epidemic winds 
down. Such an approach can help health care providers anticipate and address 
future utilization issues. 
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Abstract 
Background: Breast lymphomas are typical extranodal types of lymphoma, 
also known as Extranodal-lymphoma (ENL), which occur extremely infre-
quently, aggregating into a very small proportion of malignant breast tumors. 
The rarity of breast lymphomas is attributed to the scant lymphoid tissue 
content of the chest wall. Aims of Study: This case report is aimed at pro-
viding an up-to-date review of the literature on breast lymphomas for clini-
cians to, therefore, consider the possibility of this disease entity while treating a 
breast mass. Case Presentation: A case was reported of a 52-year man with 
chief mammary non-Hodgkin breast ENL when fine-needle aspiration cytolo-
gy (FNAC) was not leading to a firm conclusion or result. Following an inci-
sional biopsy, he was found to have a primary breast lymphoma. Later, the 
patient was diagnosed with the diffuse large B-cell type of lymphoma also 
known as non-Hodgkin’s Lymphoma (NHL). He had a complete reduction 
and disappearances of all the signs and symptoms of the disease after a course 
of neoadjuvant chemotherapy: Cyclophosphamide, Doxorubicin, Vincristine 
and Prednisolone (CHOP). CONCLUSION: Based on the above case pres-
entation, it is vital for health care professionals and oncologists to recognize 
the disease by assessing the breast mass accurately with more entities so that 
proper diagnosis via core biopsy (incisional biopsy) can eliminate the PBL 
before further treatment is required. 
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1. Introduction 

Primary breast lymphoma (PBL) is both a typical yet rare clinical entity: a very 
well-defined subcategory of non-Hodgkin’s Lymphoma (NHL). Several reports 
suggest that PBL represents 0.6% of all malignant breast tumors, 1.2% of all the 
NHL, and 2.1% of Extranodal-lymphomas (ENL) [1] [2] [3] [4] [5]. Most breast 
lymphomas are of the non-Hodgkin’s type, representing approximately 70% - 
90% of all PBL, while diffuse large B- cell lymphomas (DLBCL) constitute 46% - 
71% of all PBL [6]. However, (P-NHL) Primary-NHL is one of the most frequent 
and hematopoietic tumors of the breast [7] 

Aims of Study: This case report is aimed at providing an up-to-date review of 
the literature on breast lymphomas for clinicians to, therefore, consider the pos-
sibility of this disease entity while treating a breast mass. 

2. The Case Presentation 

A 52-year-old male industrial chemist was admitted to the surgical outpatients’ 
department at a tertiary hospital with a painless left breast lump that had been 
evident for 8 months and had increased in size progressively. There was a dar-
kening of the overlying skin and no nipple discharge. The patient reported re-
markable weight loss and intermittent fevers over the period, but also reported 
no cancer history in his family. He had self-treated with herbal medications for 
some months prior to arriving at the tertiary hospital. Physical examination re-
vealed a middle-aged man, who appeared chronically ill and cachectic. The left 
breast was diffusely enlarged with a ~4 cm × 3 cm mass located in the center 
portion with a darkening of the overlying skin. He also had discrete tiny ulcers 
in the nipple-areolar complex oozing a small amount of serosanguinous fluids 
with a few other lymph nodes such as Axillary lymph nodes. FNAC revealed po-
tential malignancy, but results were inconclusive. He subsequently had an inci-
sional biopsy with a histopathology report, which confirmed PBL distinguished 
as a large B-cell type of non-Hodgkin’s lymphoma. The observational photo-
graph of the index patient is as displayed in Figure 1(a). Figure 1(b) shows the 
characteristic diffuse lesion as seen in the mammographic study. Figure 2 and 
Figure 3 show the Hematoxylin and eosin (H&E) staining of the breast tissue 
and DLBCL with activated B-cell type respectively. Here, the tumor-cells are re-
vealed as CD3, CD5, CD15, CD30, and CK negative but came out positive for 
CD45, CD20, CD10, BCL6 (see Figures 4(a)-(d)). The breast scan showed mul-
tiple heterochronic tiny masses of variable sizes in the middle portion of the 
right breast. A cranial and abdominal CT scan was essentially normal while the 
chest CT scan showed left pulmonary infiltrates with hilar lymphadenopathy but 
no pleural effusion. The biochemical profile and complete blood count were also 
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typical. Subsequently, he had a total of six doses of medication of neoadjuvant 
chemotherapy: (CHOP)-Cyclophosphamide, Doxorubicin, Vincristine and Pred-
nisolone, and thereafter experienced complete disease remission. He was ex-
amined at two-month intervals for approximately 18 months in the surgical 
outpatient clinic with a satisfactory clinical outcome, following which he requested 
an end to follow-up examinations.  

 

 
Figure 1. Clinical image of breast of the index patient displaying (a) large 
B-cell type; Non-Hodgkin’s lymphoma (b) diffuse right breast lesion shown 
from mammographic study of index patient. 

 

 
Figure 2. H&E stain showing the histology of breast 
tissue from index patient at 400× magnification. 

 

 
Figure 3. Diffuse large B-cell lymphomas (DLBCL) 
with activated B-cell type. 
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Figure 4. Antibody staining of the breast tissue to detect: (a) CD 45 (b) CD 
20 (c) CD 10 (d) BCL6 (uncommon). 

3. Discussion 

The index patient is male with a lesion located on the left breast. This finding 
concurred with previous reports indicating that both Nodal-Lymphomas (NL) 
and Extranodal-Lymphomas (ENL) occur more frequently in males, with the 
involvement of the breast being mainly associated with females [8]. However, 
this finding contradicts those of other studies which reported that breast PNHL 
involved only the right side of the breast, and was almost entirely found in fe-
male patients. It is unclear why the right side of the breast is the most common 
site for these [7]. Primary-Lymphomas (PL) of the breast is generally regarded as 
rare, yet they remain the most frequently occurring hematopoietic breast tumor 
[7] [9] [10]. Physicians or oncologists treating and dealing with the carcinoma in 
the breast should endeavor to be fully up-to-date with knowledge regarding this 
entity to distinguish the signs and symptoms associated with prompt manage-
ment of the condition. Indeed, the early prognosis of breast carcinoma is impor-
tant for satisfactory clinical outcomes [10] [11] [12] [13]. In addition, sin-
gle-breast involvement is more common, particularly in the upper-right portion 
of the breast [14] [15] [16] [17]. Only approximately 1% - 14% of reported pri-
mary breast lymphoma affects both sides of the breast (bilateral) disease [18].  

There have been many diagnostic criteria of primary-breast lymphoma [15]. 
In 1972, Wiseman and Liao defined the existence of adequate pathologic speci-
mens as diagnostic criteria for P-NHL. There is also a very close association of 
the mammary tissue and lymphomatous infiltration, with no previous diagnosis 
of an extramammary-lymphoma, with possible ipsilateral axillary lymph node 
involvement [7] [15] [19]. Our patient fulfilled these criteria, and this further 
supports our conclusion that this was an instance of a primary breast lymphoma 
(PBL), and those breast-cancers, in general, are not diseases associated with the 
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younger age group. Finally, PBL is most commonly seen as a palpable mass, as 
shown in our index patient [20] [21]. 

An open biopsy supported with immunophenotyping proved to be a very re-
liable confirmatory diagnostic tool. Tru-cut biopsies have equally distinguished 
the diagnosis of breast-malignancies with a good accuracy rate [22] [23]. Many 
radiographic detection methods, such as CT, sonography and mammography, 
are generally nonspecific for PBL [24] [25] [26] [27]. It should be noted that 
immuno-phenotyping in the diagnosis of PNH-Lymphoma of the breast is cru-
cial, with several reports from the literature confirming that immuno-phenotyping 
plays a key role in evaluating and diagnosing the disease [28] [29] [30] [31] [32]. 
In our index patient, the histopathological diagnosis was PBL of the large B-cell 
type (non-Hodgkin’s type). The tumor cells typing were negative for CD3, CD5, 
CD15, CD30, CK but were positive for CD45, CD20, CD10, and BCL6 (see Fig-
ures 4(a)-(d)) with clinical evidence of distant metastasis to the lung parenchy-
ma (T2 N0 M1). 

Several treatment options are available for primary breast lymphoma, such as 
chemotherapy as the first preference of treatment of primary-BL, and radiation 
as a second preference, followed by surgery. The above-mentioned preferences 
can be used alone or in combination [32] [33] [34] [35]. The impact of surgeries 
as a treatment option for PBL is limited due to surgery requiring adequate tissue 
for proper diagnostic criteria and classification of the disease [31] [33]. Finally, 
mastectomy offers no guarantee of preventing recurrence [36]. In patients with 
PBL, the survival rates are comparable with other types of lymphomas: relatively 
high. The likely course of the diseased condition of PBL depends mainly on the 
description of the abnormality of the tumor (histological-grade) [31] [37]. The 
International Prognostic Index (IPI) suggests predictors of survival that include 
1) LDH levels, 2) performance status, 3) age, 4) the presence of extranodal tu-
mors, and v) Ann Arbor staging in the prediction of 5-year survival [32] [33]. 
For Stage I disease, the 5-year survival rate is 89% [35]. Finally, the central 
nervous system [CNS] is regarded as the most typical site of relapse due to its 
high level of incidence and involvement based on available reports [38] [39]. 

4. Conclusion 

Based on the above case presentation, it is obligatory for health care profession-
als and oncologists to recognize the disease by assessing the breast mass accu-
rately with more entities to provide the possibility of distinguishing the disease 
via proper diagnosis, including core biopsy (incisional biopsy), and thus elimi-
nate PBL before further treatment is required. 
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Abstract 
Congenital dysfibrinogenemia (CD) is a qualitative congenital fibrinogen 
(Fbg) disorder characterized by normal antigen levels of dysfunctional Fbg. A 
41-year-old Japanese woman visited the emergent room of our hospital due 
to acute and severe abdominal pain. Catheterization of the full bladder re-
leased her abdominal pain. Magnetic resonance imaging showed a huge pel-
vic mass, suggesting an intra-mural giant myoma. Before the removal opera-
tion of myoma, screening tests showed no abnormalities, including proth-
rombin time and activated partial thromboplastin time. However, Fbg level 
was not determined. The patient wanted to receive early surgical treatment, 
and an abdominal hysterectomy was performed as usual and the in-
tra-operative blood loss was 100 g (ml). However, we found subcutaneous 
and pelvic hematomas, although active bleeding was not recognized on an 
emergent computed tomography examination. At that time, we noticed a low 
level of plasma Fbg (47 mg/dl). We performed a re-laparotomy to remove 
hematomas. All ligated blood vessels were re-ligated, and oozing points were 
vaporized. Around the re-operation, six units of fresh frozen plasma and 
twelve units of red blood cell suspension were transfused. The clinical course 
after the 2nd operation was uneventful except for the low level of Fbg. An ad-
ditional study showed that the value of the Fbg activity and antigen was dis-
sociated, and the patient was diagnosed CD with γ275 Arg to His (CGC to 
CAC) mutation. 
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1. Introduction 

Congenital fibrinogen disorders comprise two classes of plasma fibrinogen (Fbg) 
defects: type I, afibrinogenemia or hypofibrinogenemia; and type II, dysfibrino-
genemia or hypodysfibrinogenemia, in which there are normal or reduced anti-
gen levels associated with disproportionately low functional activity (qualitative 
fibrinogen deficiencies) [1] [2]. The first patient of congenital dysfibrinogenemia 
(CD) was recognized in 1955 [3] and the point mutation was reported in Fbg 
Detroit I in 1968 [4]. Since then, more than 100 mutations and 400 families have 
been reported [1] [2]. About 20% of fibrinogen gene mutations are known to be 
responsible for thrombosis [5]. 

Patients with CD might be identified during the clinical investigation of 
bleeding [6] or thrombosis [7], or following miscarriage [8]. However, most pa-
tients are asymptomatic and are usually discovered by the findings of prolonga-
tion of routine parameters of coagulation, such as prothrombin time (PT) and 
activated partial thromboplastin time (APTT) [9]. The majority of propositi of 
CD had an incidental diagnosis [10] [11]. CD is usually suspected if there is a 
discrepancy between clottable and immunologic fibrinogen levels.  

We report here an asymptomatic CD case with γ275 Arg to His (CGC to 
CAC) mutation, presented with massive hematomas formed soon after an ab-
dominal hysterectomy,  

2. Case Report  

A 41-year-old Japanese woman, virgin and single, visited the emergent room at 
Gujo City Hospital due to acute and unbearable abdominal pain. An emergent 
computed tomography (CT) examination showed full bladder distension due to 
a giant myoma of the uterus. Catheterization of the bladder released her abdo-
minal pain. Then, she was introduced to the Department of Obstetrics and Gy-
necology. She had a normal menstrual cycle without hyper- and dysmenorrhea, 
and had no history of hemorrhagic diathesis and thrombus. magnetic resonance 
imaging (MRI) showed a huge pelvic mass, suggesting an intra-mural giant 
myoma in her backside, apart from the endometrium (Figure 1(A)). Screening 
tests before the operation showed no abnormalities, including PT and APTT 
(Table 1) and liver functions. She wished to receive an early hysterectomy, and 
then she underwent an abdominal hysterectomy and bilateral salpingectomy 
(Figure 1(B)) for reducing the future ovarian cancer incidence [12], after admi-
nistering GnRH antagonist for one month. The operation for 121 minutes was 
performed as usual, and the blood loss was 100 g (ml). The patient showed an 
uneventful course for approximately six hours after the end of operation, but 
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Table 1. Summary of coagulation test results. 

Parameter 
(reference values) 

Pre- 
operation 

Re-operation Day and week after Re-operation 

Before 3 hrs. after 8 hrs. after Day 1 Day 3 Day 5 Week 2 Week 6 

PT 
(80% - 120%) 

96.9 80.9 91.7 - 96.9 - - 95.1 86.4 

APTT 
(23 - 38 sec) 

31.2 28 28.1 - 31.8 - - 31.4 36.4 

Active Fibrinogen 
(180 - 350 mg/dl) 

- 47 76 113 116 122 111 64 61 

Fibrinogen antigen 
(180 - 350 mg/dl) 

- -   - - - - 159 

 

 
Figure 1. (A) A huge mass, approximately 12 cm in diameter, suggesting leiomyoma, 
presented at the backside (T2-weighted magnetic resonance imaging). (B) The resected 
uterus had a huge mass.  

 
then she showed abdominal distension with tachycardia and hypotension, sug-
gesting massive bleeding. Emergent CT and laboratory examinations revealed 
two massive hematomas in the abdominal subcutaneous fat tissue and muscle 
area (Figure 2) and the pelvic bottom. The laboratory examination before the 
re-operation showed a low level of plasma Fbg (47 mg/dl), as listed in Table 1. 
After then, we decided to perform a re-laparotomy after preparation of fresh 
frozen plasma (FFP) and red blood cell (RBC) suspension. At the re-laparotomy, 
one bigger hematoma under the abdominal muscle fascia and the other smaller 
on the pelvic floor after hysterectomy was present, but apparent bleeding points 
could not be detected. Hematomas were removed, and all ligated blood vessels 
were re-ligated. Some oozing points were vaporized by the electrocision. The 
blood loss including hematomas was 801 g (ml). Six units of FFP and twelve 
units of RBC suspension were transfused before and after the re-operation. After 
the 2nd operation, the clinical course was uneventfully excepted with low level of 
Fbg activity (Table 1). The post-operative course of the 2nd operation was un-
eventful and the patient was discharged on 6th day after the 2nd operation. Pa-
thological examination of a giant uterine tumor revealed leiomyoma (Figure 3), 
and two weeks after the operation, the Fbg activity showed still the low level 

BA
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(Table 1). After then, we decided to determine the differential diagnosis of low 
or dysfibrinogenemia; therefore consulted Prof. Okumura, Shinshu University, 
who is an expert of CD and one of the co-authors. As the value of the Fbg activi-
ty and antigen was dissociated (Table 1), dysfibrinogenemia rather than hypofi-
brinogenemia was considered [13]. Thus, we analyzed the mutation(s) of fibri-
nogen genes, FGA, FGB and FGG [14]. Genetic analysis was approved by the 
Ethical Review Board of Shinshu University School of Medicine (#603) and after 
informed consent had been obtained from the patient, blood samples were col-
lected. Polymerase chain reaction-amplification of the Fbg gene was performed 
and direct DNA sequencing was done as described in a previous report [12]. A G 
to A substitution resulted in the replacement of wild-type Arg at residue 275 by 
His (Figure 4) [14]. The patient was diagnosed CD with γ275 Arg to His (CGC 
to CAC).  

 

 

Figure 2. A big hematoma, measuring approximate 11 cm was seen 
subcutaneously, and the other was also found in the pelvic bottom 
(not seen). Active bleeding could not be found on enhanced CT.  

 

 

Figure 3. Histopathology of a huge mass shows leiomyoma composed of 
spindle cell tumor cells. Hematoxylin & eosin stain, magnification ×100. 
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Figure 4. Nucleotide sequences of FGG exon 8. The PCR-amplified gene 
was sequenced using a reverse primer. A GCG was transited to GTG used 
reserved primers, meaning γ275Arg (CGC) was transited to His (CAC) 
used forward primers.  

 
After nine months of the 2nd surgery, the patient is healthily without hemorr-

hage and thrombosis episodes. After diagnosing the patient, we interviewed her 
family medical history, including hemorrhage or thrombosis episodes, and 
commissioned to examine the level of Fbg activity of her family in another hos-
pital. Her father and brother were confirmed to be the low level of Fbg activity, 
but they had no episodes of hemorrhage or thrombosis. The mutations of fibri-
nogen gene of this patient’s father and brother have not been examined.  

3. Discussion 

The present patient remained asymptomatic until the hematomas formed after 
the 1st operation. An accidental injury of the venule might occur because of a lit-
tle blood loss [100 g (ml)] of the 1st operation. After forming subcutaneous he-
matoma, the Fbg might be consumed and the second hematoma might form in 
the abdominal cavity/pelvic bottom. Most gynecological manifestations of CD 
cases [10], even presently are thought to be menorrhagia, spontaneous recurrent 
abortion, antepartum and postpartum hemorrhage [13]. However, this patient 
had no bleeding episode, including menorrhagia, spontaneous recurrent abor-
tion, and antepartum/postpartum hemorrhage, as she did not experience preg-
nancy.  

Determining intraperitoneal hemorrhage and its causes by diagnostic imaging 
including abdominal ultrasonography, CT and MRI are thought to be critical to 
treatment planning. Especially, enhanced CT might be the best tool for deter-
mining active bleeding [15]. In the present case, two large hematomas, but no 
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active bleeding, were observed on an emergent CT.  
In general, Fbg is an abundant protein synthesized in the liver, present in hu-

man blood plasma at concentrations ranging 180 - 350 mg/dl in healthy indi-
viduals with a normal half-life of 3 - 5 days [16]. Before the 2nd operation, we 
found that the Fbg (activity) was low level [47 (mg/dl)]. The patient showed the 
low level of Fbg up to 6 months after the operation. After the preparation of FFP, 
we removed the hematomas and do stanching operations. The differential diag-
nosis of low and dysfibrinogenemia should be done. In this case, as the value of 
the Fbg activity and antigen was dissociated, we considered dysfibrinogenemia 
rather than hypofibrinogenemia [13].  

For the definitive diagnosis, a G to A substitution resulted in the replacement 
of wild-type Arg at residue 275 by His [14]. The patient was diagnosed CD with 
γ275 Arg to His (CGC to CAC). CD is generally associated with autosomal do-
minant inheritance caused by heterozygosity for missense mutations [13]. The 
most frequent mutations are substitutions in the N-terminal region of Aα chain 
or in the C-terminal region of the γ chain that result in defective interaction be-
tween the two terminal D regions and the E region, or in defective D:D interac-
tions, thus causing a defect in the assembly of fibrin in early clot formation [17]. 
Mutations in exon 2 of FGA and exon 8 of FGG account for almost 85% of all 
CD mutations [13]. The present case showed γ275 Arg to His mutation in exon 
8 of FGG. Several reports described same mutation in the CD patients [9] [18] 
[19] [20]. The R275 residue is known to be the most commonly mutated site in 
the globular carboxyl-terminal region of the γ-chain [21]. Usually, affected indi-
viduals do not show thrombo-embolic complications. However, thrombotic 
complications were reported in three of the nine families with heterozygous 
mutations encoding Arg275 → His substitutions [18]. While no bleeding or 
thrombotic events have occurred in the patient’s family, it is possible that 
thrombotic or hemorrhagic events may occur in the future, especially in the case 
of surgery, delivery, or trauma [22]. Therefore, the patient and her family still 
need follow-up to prevent thrombosis, bleeding, or other related events. 

As for CDs, bleeding is generally mild, and also PT and APTT tests in most 
cases showed normal range, as shown in this case [9]. As the pre-operative screening 
test for suspicious for massive hemorrhage during operation, Fbg must be in-
cluded especially in CD’s relatives living areas. When suspected for CD who will 
receive operation for cardiovascular and/or major bleeding, FFP or cryoprecipi-
tate should be prepared before the operation [13].  

4. Conclusion 

CD is a qualitative Fbg disorder characterized by normal antigen levels of a dys-
functional Fbg. We presented a 41-year-old Japanese woman who received an 
abdominal hysterectomy as usual, but hematomas formed after the operation. 
The dissociated values of Fbg activity and antigen suggested dysfibrinogenemia 
and genetic analysis revealed CD with γ275 Arg to His (CGC to CAC) mutation.  
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Abstract 
Background: The incidence of cervical, thoracic and lumbar spinal canal 
stenosis is low. It is difficult to identify the main focus and responsible seg-
ment, and it is also difficult to select the sequence of staging surgery. We re-
port a patient with triple stenosis. Case Presentation: In this paper, we in-
troduced a 61-year-old female patient with cervical, thoracic and lumbar 
spinal canal stenosis who had previously undergone “lumbar discectomy” in 
the outer hospital. The postoperative effect was not good and the symptoms 
were poor. The diagnosis was “cervical spinal stenosis and lumbar postopera-
tive surgery”. The staged spinal canal decompression operation and Duhuo 
Jisheng Decoction (DHJSD) treatment were conducted in our hospital. After 
three months of follow-up, the functional and imaging results were satisfac-
tory. Conclusions: The main focus and responsible spinal segment should be 
determined by the comprehensive analysis of medical history, signs, and im-
ages. Surgery combined with Chinese herbal medicine DHJSD therapy may 
be an effective treatment for this kind of disease. 
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1. Background 

Spinal canal stenosis, which refers to the progressive narrowing of the spinal 

 

 

*Guosen Du and Longbiao Xu have equally contributed to this work as co-first authors.  
#corresponding author. 

How to cite this paper: Du, G.S., Xu, L.B., 
Tang, Y.J., Ying, G.Y. and Zhu, Y.J. (2021) 
Diagnosis Experience of Patients with Cer-
vical, Thoracic and Lumbar Multi-Segment 
Spinal Stenosis: A Case Report and Litera-
ture Review. Case Reports in Clinical Med-
icine, 10, 117-125. 
https://doi.org/10.4236/crcm.2021.104014 
 
Received: March 20, 2021 
Accepted: April 22, 2021 
Published: April 25, 2021 
 
Copyright © 2021 by author(s) and  
Scientific Research Publishing Inc. 
This work is licensed under the Creative 
Commons Attribution-NonCommercial 
International License (CC BY-NC 4.0). 
http://creativecommons.org/licenses/by-nc/4.0/ 

  
Open Access

https://www.scirp.org/journal/crcm
https://doi.org/10.4236/crcm.2021.104014
https://www.scirp.org/
https://doi.org/10.4236/crcm.2021.104014
http://creativecommons.org/licenses/by-nc/4.0/


G. S. Du et al. 
 

 

DOI: 10.4236/crcm.2021.104014 118 Case Reports in Clinical Medicine 
 

canal due to degeneration, is general in aged patients. The symptoms of spinal 
canal stenosis vary by the segment and severity of the stenosis, including radicu-
lopathy, claudication, and myelopathy. Among all segments, the stenosis of the 
cervical and lumbar canal is most common due to more spinal activity [1]. Mul-
tisegmental stenosis is less common than single segmental stenosis, which can 
create confusion in the diagnosis and treatment. Teng et al. first reported con-
current cervical and lumbar stenosis. Dagi et al. first invent the word “tandem 
spinal stenosis” to describe combined stenosis, whose triad is intermittent neu-
rogenic claudication, progressive gait disturbance, and findings of mixed mye-
lopathy and polyradiculopathy in both the upper and lower extremities. Cervic-
al, thoracic, and lumbar spinal canal stenosis may occur due to developmental, 
metabolic, or degenerative reasons. However, the diagnosis and definition of 
multiple spinal stenosis have not been clearly defined. 

The incidence rate of multi-segment triple spinal stenosis of cervical, thoracic 
and lumbar vertebrae is low. At present, relevant literature reports on diagnosis 
and treatment are relatively rare. Park et al. analyzed the clinical data of 460 pa-
tients with lumbar stenosis, of which only 18 patients were complicated with 
triple stenosis. Japanese scholars found through autopsy of 1072 patients with 
lumbar stenosis that lumbar stenosis and thoracic stenosis are not caused by 
tandem stenosis, and the incidence rate of triple stenosis is relatively low [2] [3] 
[4]. In the following case, we presented a case of a triple spinal stenosis patient 
and describe our diagnosis and treatment experience in this disease. 

2. Case Presentation 

The patient, a 61-year-old woman, was admitted to the hospital for “weakness of 
both lower limbs for one year that aggravated with walking instability for half a 
year”. One year ago, the patient suffered from fatigue of both lower limbs with-
out inducement, accompanied with numbness below the plane of both knees, 
and could not walk for a long distance, while both upper limbs were not affected. 
No palpitation, chest tightness, dizziness, nausea and other discomforts. In the 
following six months, the symptoms gradually worsened that the patient had the 
feeling of stepping on cotton and walked unstably. The patient was diagnosed 
with “lumbar disc herniation and lumbar spinal canal stenosis” in the outer hos-
pital and underwent lumbar discectomy (Figure 1(a) and Figure 1(b)). The 
above symptoms did not ease after operation. In the past six months, the pa-
tients felt that the appeal symptoms were further aggravated and accompanied 
by walking difficulties. Therefore, she turned to our hospital for further treat-
ment and was admitted to our department as “cervical spinal stenosis and lum-
bar postoperative surgery”. 

The patient had the past history of “left knee arthroplasty” and “left femoral 
internal fixation” for the left femoral fracture (Figure 1(c)). 

As to the physical examination, positive Hoffmann sign was found of both 
upper limbs, and muscle strength of the right lower limb was Grade IV/V, III/V 
of the left lower limb; muscle tension of bilateral limbs was normal, with bilater-
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al superficial hypoesthesia below knee joint; and bilateral ankle clonus and Ba-
binski signs were positive. 

Imaging examination: Cervical magnetic resonance (June 18th, 2019) discov-
ered intervertebral disc herniation of the cervical 3 - 7 segments, ligamentum 
flavum thickening and calcification of cervical 4/5 segment, cervical canal steno-
sis, and cervical spinal cord compression (Figure 2(a) and Figure 2(b)); Tho-
racic vertebral magnetic resonance (June 23rd, 2019) revealed the intervertebral 
disc herniation of thoracic 10/11 and 11/12 segments, hypertrophy and ossifica-
tion of ligamentum flavum, and corresponding spinal canal stenosis; Spinal cord 
edema at thoracic 10 to 11 segments (Figure 2(c)). 

Based on the history, positive vertebral bundle sign and weakness of both 
lower limbs and imaging findings, we hold that the cervical spinal stenosis was 
responsible for the symptoms therefore decompression of the cervical spinal 
tube could be helpful to relieve the symptoms. Meanwhile, the patient was re-
luctant to more operations due to her unpleasant previous experience. We, 
therefore, planned to perform cervical spinal decompression as the one-stage 
treatment. Improvement was expected as a support for patient’s confidence for 
further decompression of thoracic spinal stenosis. 

 

 
Figure 1. Preoperative (a) and postoperative (b) for lumbar disc herniation fusion and 
internal fixation; Left knee arthroplasty and femoral internal fixation (c). 

 

 
Figure 2. Cervical 4/5 spinal canal stenosis (a and b); thoracic 10 spinal canal stenosis (c). 
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The patient first underwent cervical 4/5 spinal canal decompression and par-
tial resection of ligamentum flavum under general anesthesia, and went through 
the postoperative stage smoothly. The patients were treated with anti-infection 
and nerve nutrition after operation. ECG monitoring, oxygen inhalation, keep-
ing respiratory tract unobstructed, lying position rest, preventing bedsore, pul-
monary infection, urinary tract infection, and deep vein thrombosis, guiding 
functional exercise were conducted. She was satisfied with the postoperative im-
provement, and the numbness of both lower limbs was obviously relieved than 
before. The muscle strength of the right lower limb was Grade IV/V, while 
strength of the left lower limb remained the same. After two weeks, the thoracic 
10/11 spinal canal decompression was followed, and the same postoperative 
management was developed. The numbness of both lower limbs was significant-
ly relieved. The muscle strength of the right lower limb was IV+/V, improved 
compared with that before operation. The left lower limb was still felt heavy but 
the sense of movement was improved. During hospitalization and after dis-
charge, this patient was also treated with DHJSD, with the dosage of 100 ml per 
day for three months. 

With the three months follow-up after operation, the patient’s residual symp-
toms improved significantly, and the functional and imaging effects were satis-
fied (Figure 3). The standing balance was more stable than before, and the pa-
tient could walk a longer distance with the aid of auxiliary devices. The muscle 
tension of both upper limbs was normal, Hoffmann sign was negative, muscle 
strength was Grade V/V, normal tendon reflex. Muscle tension of both lower 
limbs improved, with bilateral iliopsoas muscle strength Grade IV−/V, quadri-
ceps femoris muscle strength Grade IV/V, tibialis anterior muscle and gastroc-
nemius muscle strength Grade V/V. Bilateral patellar clonus was negative and 
bilateral ankle clonus was positive. The superficial sensation below the bilateral 
knee joint was improved with intact positional sensation, and Babinski sign was 
not observed. 

 

 
Figure 3. Preoperative and postoperative for cervical 4/5 spinal canal stenosis (a); preo-
perative and postoperative for thoracic 10 spinal canal stenosis (b). 
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3. Discussion 

Most patients with cervical, thoracic and lumbar multi-segment spinal stenosis 
have a long course of the disease and often have experienced various treatment 
experiences. It is difficult to verify the development and changes of the diseases. 
The patient in our case had undergone two previous surgical treatments for her 
symptoms, and neither of them had achieved expected results nor gotten worse. 
The decision-making process of diagnosis and treatment is worthy of our con-
sideration. 

Such patients mostly have both upper and lower motor neuron symptoms, 
and the symptoms are interwoven with each other, which is easy to be missed 
and misdiagnosed [5]. In the process of diagnosis and treatment, the medical 
history should be inquired in detail to guide patients to provide valuable infor-
mation for diagnosis. It is particularly important to carry out a careful physical 
examination, which can identify the main focus and responsible segment by 
paying attention to the unique positive signs of cervical, lumbar and thoracic 
vertebral diseases and making analysis and judgment. In addition, imaging ex-
ams are also helpful for evaluation, like X-rays of hyperextension and hyperflex-
ion, CT scan with three-dimensional reconstruction, MRI of relevant brain and 
spine, nerve electrophysiology examination, etc. Therefore, complete history 
taking, careful physical exams for positive signs, as well as imaging findings are 
the three elements for an exact diagnosis. Only imaging changes without definite 
clinic manifestation and/or positive physical signs are not enough for the treat-
ment plan making especially when the patient has multiple segmental problems 
[6] [7].  

The sequence of staging surgery is also tough in this case. This patient suf-
fered from walking instability and weakness, foot stepping on cotton sensation, 
and intermittent claudication of spinal cord origin. The patients were found with 
increased bilateral muscle tension and more activated tendon reflex, and positive 
Babinski sign, Hoffmann sign, and ankle clonus, those were the typical symp-
toms of cervical spinal cord upper motor neuron compression. Therefore we 
figured out that the cervical spinal canal stenosis was the responsible segment 
and should be treated predominantly. Currently, priority is given to segments, 
Wu et al. gave priority to cervical spine surgery for 222 patients with cervical 
spine complicated with lumbar spinal stenosis. Comparing the postoperative 
JOA score with Nurick score, it is concluded that the first cervical spine surgery 
can significantly improve the postoperative JOA score and ODI index and re-
duce the second-stage operation rate, [8] and Luo et al. pointed out that if lum-
bar spinal stenosis was treated first in patients with the cervical spine as the main 
focus, the symptoms related to cervical spinal stenosis would deteriorate rapidly 
[9] [10]. Therefore, for patients with “cervical, thoracic and lumbar triple steno-
sis”, it is very necessary to perform the whole spinal MRI examination before 
spinal canal decompression surgery, especially before decompression surgery for 
patients with lumbar spinal tube stenosis when positive findings cannot be rea-
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sonably explained by pure lumbar lesions. So as to exclude the possibility of 
multi-segment stenosis and other lesions such as mass lesions or vascular lesions 
[11]. In our country, whole spine examination is sometimes limited by financial 
elements, and patients are hardly followed by the same doctor in the outpatient. 
These make it difficult for an exact diagnosis and probable treatment. This phe-
nomenon is also an important factor that causes clinical misdiagnosis. 

At present, Surgical treatment plays an important role in treating spinal ste-
nosis, which can reduce the clinical symptoms, while there are problems such as 
infection, complications, and high postoperative recurrence rate [12] [13] [14]. 
Except for surgical treatment, nonsurgical therapy, including traction, manipu-
lation, acupuncture, physiotherapy, and medicines, especially Chinese herbal 
medicine showed good effects [15] [16] [17] [18]. Chinese herbal medicine has 
been used in clinical practice for a long time and Duhuo Jisheng Decoction 
(DHJSD) is one of the representative prescriptions [19] [20]. The ancient classic 
prescriptions represented by DHJSD were recorded in the book “Bei Ji Qian Jin 
Yao fang” written by Sun Simiao of the Tang Dynasty. It consists of 15 com-
monly used Chinese herbs. According to the theory of TCM, it has the effects of 
eliminating rheumatism, analgesics, nourishing liver, and kidney, nourishing Qi 
and blood, and channeling meridians [21] [22]. Basic research shows that it has 
the effects of anti-inflammatory, analgesia, immune regulation, cartilage promo-
tion, and fibrous ring repair [23]. DHJSD has been widely used in the treatment 
of lumbar disc herniation [24] [25], and other orthopedic diseases, such as knee 
arthritis and osteoporosis [26] [27]. A systematic review and meta-analysis for 
DHJSD in the treatment of lumbar disc herniation also showed good effective-
ness and safety [23]. In our case, after surgery, this patient was treated with 
DHJSD, with the dosage of 100 ml per day for three months. With the follow-up, 
the patient’s symptoms improved significantly. It is proved that surgery com-
bined with Chinese herbal medicine DHJSD therapy is an effective treatment for 
this patient. 

4. Conclusion 

We should pay more attention to patients with spinal degenerative diseases, and 
must pursue the unity of medical history, signs, and images. In case of difficult 
patients, more comprehensive examinations are required, and the main focus 
and responsible segment are determined through comprehensive analysis. Fur-
ther exploration is needed when the manifestation could not be reasonably ex-
plained by the acquired information, especially when some focal lesions exist 
while some potential coexisted problems are ignored due to incomplete exami-
nations. 
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Abstract 
Backgound: Aorto-digestive fistulas remain a fatal disease entity often occur-
ring after vascular surgeries. Eso-gastro-duodenal endoscopy is essential to 
explore the upper digestive bleeding. The negativity of morphological exami-
nations should not exclude the diagnosis. Diagnosis has benefited in recent 
years from developments in cross-sectional imaging: computed tomography 
(CT) and magnetic resonance imaging (MRI). The severity of bleeding is 
linked to the vital consequences (mortality close to 50% up to 100% in the 
absence of treatment), functional (30% amputation), and to the underlying 
infection itself correlated with the attack of the stent and the anastomosis. 
Patients: We report three cases of aorto-digestive fistulas treated at The Uni-
versity Hospital Hassan II to show the challenging diagnosis and therapeutic 
of such rare causes of upper digestive bleeding. Results: three patients were 
admitted to the emergency endoscopy unit for upper digestive bleeding, 2 of 
them had a medical history of Behcet Disease and two had past aortic aneur-
ism surgery. The couple’s upper endoscopy and CT scan angiography made 
the diagnosis. Unfortunately, 2 patients died from fatal bleeding. Conclusion: 
Aortodigestive fistula is an extremely serious complication of aortic aneur-
isms and a rare cause of gastrointestinal bleeding. This diagnosis should be 
considered in any patient presenting with digestive bleeding with vascular 
disease or previous history of vascular stent. 
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1. Introduction 

The aero digestive fistulas are direct communications between the abdominal 
aorta and the digestive tract. They generally occur in the continuations of a vas-
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cular surgery [1]. Primary aero digestive fistulas spontaneously developing are 
rare [1]. They often complicate a vascular surgery (80%) [1] [2]. The fistulisation 
can happen on the level of any digestive segment from the esophagus to the co-
lon, but the most frequent site is the duodenum (83%) particularly in its third 
portion [1] [2]. It is explained by the fixity of the distal part of the duodenum 
and its proximity to the aorta. The onset of aero digestive fistula follows the ex-
pansion of the aortic aneurysm which causes irritation and inflammation of the 
duodenal wall resulting in interdigestive fistulization over time [3] [4]. 

We reviewed the medical files of three patients admitted for digestive bleeding 
on aorto digestive fistulas at the emergency department of gastroenterology at 
the University Hospital Hassan II Fez Morocco. We illustrate in these observa-
tions the challenges in the diagnosis and management of this rare cause of diges-
tive bleeding.  

2. Patients  
2.1. Observation 1 

Mr. K.A., a 45 years old patient, with a medical history of Behçet disease since 
1995 under colchicine. The patient presented at the emergency department with 
abdominal pain, melena of great abundance. At admission, blood pressure was 
low (90/50mm Hg), rose to 110/65mm Hg after infusion of 1 liter of normal sa-
line, heart rate was 100 per minute. Abdominal examination objectified a beat-
ing umbilical mass. Hemoglobin was 70 g/l. Upper gastrointestinal endoscopy 
was immediately performed. No blood or any lesion was found in the upper di-
gestive tract. Colonoscopy also showed melena without any suspicious lesion. A 
computed angiography scan showed a sacciform aneurism of the abdominal 
aorta under renal artery, partially thrombosed with hemorrhagic transformation 
within the thrombus, the patient was admitted to the operating room where he 
benefited from a flattening of his aneurysm with bi-liac aorto bypass, then the 
patient was transferred to the internal medicine department for initiation of 
immunosuppressive treatment, the evolution was marked by the release of the 
proximal and distal anastomosis of the aorto-aortic bypass. The patient was then 
hospitalized in the intensive care unit, unfortunately, he developed a massive 
bleeding shock and died 2 days after that. 

2.2. Observation 2 

Mr. B.M., a 52 years old patient, with a medical history of angiobehçet under 
cyclophosphamide. He underwent 5 years ago surgery for aneurism of the ab-
dominal aorta with a bridging aorto Bi iliac also followed for venous thrombosis 
under acenocoumarol for 1 year. He was admitted to the emergency department 
for upper gastrointestinal bleeding. Hemoglobin was 9 g/dl, platelet count 
315,000, NIR at 3.5. Upper digestive endoscopy showed a large blood clot at the 
third duodenum measuring approximately 20 mm with the probable migration 
of the aortic stent in the duodenum, Figure 1. An angio abdominal computed 
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tomography scan confirmed the stent migration with the aorto duodenal fistula, 
Figure 2. The hemodynamic state of the patient went unstable unconscious, He 
was soon admitted for emergent surgery but unfortunately died in the operating 
room.  

2.3. Observation 3 

Mr. B.L., a 65 years old patient, with aorto bi-iliac bridging in 2017 f at the 
United States. Admitted 5 months ago at the emergency department for upper 
GI bleeding of great abundance with hemodynamic instability preceded by ab-
dominal pain. At admission, he had low blood pressure 90/60mmHg, hemoglo-
bin at 8.3 g/dl. Upper digestive endoscopy, objectified fresh blood beyond the 
second duodenum with no lesion. The abdominal CT angiogram showed the 
presence of a left later aortic collection with hydroaeric content and containing 
spontaneously hypodense areas. After 96 hours of monitoring without recur-
rence of bleeding, the patient returned to her home, is awaiting her program-
ming for a prosthesis. 

 

 
Figure 1. Blood clot at the duodenuma with erosion of the wall by the stent. 

 

 
Figure 2. Angiography CT scan image showing stent migration. 
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3. Discussion 

Aorto digestive fistulas are rare but deadly causes of digestive bleeding. The pri-
mitive ones are rare (250 cases described in the literature [5] [6] with an inci-
dence of 0.04% - 0.07%. They generally occur of novo, usually due to the erosion 
of a bulky aortic aneurism in the digestive tract; they can also be related to the 
existence of cancer or an infection, radiotherapy or traumatism. The secondary 
aorto digestive fistulas are more frequent, with an incidence of 0.36% - 2% 
among patients who had an aortoiliac abdominal rebuilding [6] [7] and espe-
cially after a prosthetic transplant. A secondary aorto-enteric fistula is a com-
munication between the aorta and a segment of the adjacent digestive tract, at a 
patient having undergone an aortic surgery as a preliminary, with or without 
aortic stent. It is generally the ultimate evolutionary complication of a chronic 
infection of aortic stent. It interests the duodenum in its third section [8] [9]. 

3.1. Diagnosis 

Aorto-duodenal, colic, gastric and rectal fistulas present a more or less common 
semiology characterized by the following symptoms [10]:  
- Digestive bleeding, present in 94% of the cases, brutal and massive, is often 

preceded by hemorrhagic episodes more limited and “contained” (herald 
bleeding), and can be explained by the formation of a clot blocking the fistu-
la. The hematemesis is present in 78% of the cases.  

- Abdominal pain, lumbar with possible irradiation towards the back is present 
in 48% of the cases. 

- Melena is present in 46% of the cases, the blood depletion with anemia and 
shock was found in 33% of the cases. 

- Pulsatile Mass in 17% of the cases 
- Syncope in 10% of the cases. 
- Infection: can appear by a prolonged and unexplained isolated fever, a delay 

of cicatrization of a septic wound, a large red leg and biologically with hyper-
leucocytosis and an increase in the rates of fibrinogen and sometimes of C 
reactive protein [10]. 

Upper GI endoscopy: remains a fundamental examination in all patients with 
an aortoiliac or aorto femoral stents with upper digestive bleeding: to look for 
possible erosions of the digestive wall by the stent (which is unfortunately only 
very rarely visualized including by the endoscopic video capsule), but especially 
to eliminate other causes of bleeding (particularly a peptic ulcer (“stress”) or a 
rupture of esophageal varices). Colonoscopy may be helpful in some patients for 
the same reasoning [11]. 

Angio CT SCAN: is currently the gold standard examination but with variable 
sensitivity and specificity (sensitivity 40% to 90% and specificity 33% to 100% 
[12]). The criteria in favor of aortodigestive fistula are: 
- Presence of gas images within a perish-stent collection. 
- Thickening and/or retraction of the intestinal walls to the contact. 
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- Presence of a false aneurism. 
- Perish-stent liquid Collection. 
- The extravasation of the contrast product in the intestine is almost never vi-

sualized, its absence should not exclude the aorto-enteric diagnosis of fistula. 
Its puncture of a per-prosthetic collection can make it possible to confirm the 

infection and to specify the germ causes some [13] [14] [15] [16] [17]. 
Our three patients have in common the severe presentation of initial bleeding, 

2 out of three patients had a medical history of Behçet disease which is one of the 
frequent causes of arterial aneurysms.  

3.2. Treatment 

The aneurysms of the abdominal aorta are more frequent than occlusions and 
constitute a major cause of mortality because of the risk of rupture [18] [19]. 
Their treatment associates surgery with medical care including corticosteroids 
and immunosuppressive therapy aiming at decreasing the recurrence of the ar-
terial attack. 

Classically, the treatment of aorto digestive fistulas is surgical, well said, lapa-
rotomy, removal of the stent, ligation of the aorta and extra anatomical bypass 
[19]. Even an in situ aortic replacement using allografts or grafts. Antibiot-
ic-impregnated stents may be an alternative with lower morbidity and mortality 
[20]. More recently the use of minimally invasive techniques, such as the place-
ment of stent-grafts and the removal of fistulas with glues, have been reported 
[20]. 

The goals of surgical treatment are: 
- Control the bleeding 
- Repair the intestinal lesion 
- Parry infected tissue 
- Protect the vascular sutures to limit the risk of disunity or recurrence. 
- Restore arterial circulation. 

As the mortality and morbidity rates of this surgery are high, various treat-
ment options have been proposed to reduce surgical trauma and decrease the in-
cidence of postoperative complications. However, aortodigestive fistula’s surgery 
still has a high incidence of mortality and major complications, regardless of the 
techniques adopted [21] [22] [23]. 

4. Conclusion 

Aorto digestive fistula is an extremely serious complication of aortic aneurysms 
and a rare cause of gastrointestinal bleeding. This diagnosis should be consi-
dered in any patient presenting with digestive bleeding without an identifiable 
cause and a fortiori if this patient is a carrier of the stent. Abdominal CT angio-
graphy is the initial examination of choice when it is suspected, allowing the di-
agnosis and urgent surgical indication to be made, the patient’s only chance of 
survival. 
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Abstract 
Introduction: A shoulder mass revealing metastatic prostate cancer is very 
rare. We report a case of metastatic prostate cancer diagnosed on a shoulder 
mass and treated with analgesic radiotherapy and chemotherapy and andro-
gen deprivation therapy (ADT). Observations: A 66 years old patient was re-
ferred for a painful right shoulder mass whose biopsy and pathological exami-
nation found a Gleason 8 (4 + 4) moderately differentiated adenocarcinoma. 
The PSA level was 508.52 ng/ml. The patient was treated with analgesic radi-
otherapy on the right shoulder and chemo-hormonal therapy. At 2 years fol-
low-up, the disease was well controlled. Conclusion: A shoulder mass re-
vealing metastatic prostate cancer is not common. Local treatment of the 
symptomatic metastasis while continuing chemotherapy and ADT improves 
the quality of life. 
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1. Introduction 

Metastasis found at the time of cancer diagnosis accounts for 4% of prostate 
cancer diagnosis [1]. It is often a more aggressive disease compared to prostate 
cancer which progresses with metachronous metastases, both in terms of life ex-
pectancy and the duration of response to androgen deprivation therapy (ADT) 
[2]. The diagnosis of localized forms has become increasingly important, so are 
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the forms presenting with metastasis at initial diagnosis, owing to the develop-
ment of diagnostic methods, mostly imaging [3]. Bone is the third most com-
mon metastatic site after the lung and liver [4]. Treatment is based on ADT 
combined with second-generation hormone therapy or docetaxel chemotherapy 
[5]. Some studies show a benefit of local treatment in selected presenting metas-
tatic and hormone-sensitive prostate cancer [6] [7] [8]. It should be noted that 
metastases are a major cause of morbidity and affect the quality of life in 70% of 
cases; particularly because of the pain they cause [9]. Metastases can be treated 
with various radiotherapy regimens [10] [11] [12]. We report this case of the 
prostate cancer diagnosis on metastasis of the shoulder which was treated with 
analgesic radiotherapy and chemo-hormonal therapy. 

2. Observation  

A 66-year-old patient, without any particular pathological history, was referred 
to our clinic for a mass of the right shoulder that has been evolving for 3 years 
and became painful for 1 year. The mechanical pain was relieved by taking non- 
steroidal anti-inflammatory drugs. The physical examination revealed a 10 cm 
superior-posterior external mass of the right shoulder (Figure 1 & Figure 2) 
with limitation of movements: arm raised forward limited to 45˚, laterally to 60˚. 
Biopsy of the mass and histological examination showed a moderately differen-
tiated adenocarcinoma, Gleason 8 (4 + 4). The thoracic abdominal and pelvic 
CT scan showed a mass of the shoulder (Figure 3 & Figure 4), a mass of the 
prostate and pulmonary nodules (Figure 5). Total PSA was 508.52 ng/ml and 
creatinine was 9.92 mg/ml. A bone scan was performed, showing disparate fixa-
tions in the spine in favor of bone metastasis. The multidisciplinary consultation 
recommended analgesic radiotherapy on the shoulder mass and chemotherapy 
in combination with ADT. 

Radiotherapy consisted of a total dose of 30 Gy in 10 fractions to the shoulder with  
 

 
Figure 1. Metastatic mass of the right shoulder of 
prostate cancer (anterior view). 
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Figure 2. Metastatic mass of the right shoulder of 
prostate cancer (posterior view). 

 

 
Figure 3. Coronal CT scan showing a metastatic mass 
in the right shoulder of prostate cancer. 

 

 
Figure 4. Sagittal CT scan showing a prostate mass. 
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Figure 5. Axial CT scan showing a metastatic nodule 
in the lung of prostate cancer. 

 
the total disappearance of mechanical pain and functional recovery of the shoulder. 
The patient received 6 cures of Docetaxel 60 mg/m2 with grade 2 alopecia with-
out other toxicities, hormone therapy based on LH-RH analogue with grade 2 
sexual dysfunction. At 2 years of follow-up, the mass regressed considerably and 
the PSA level returned to 5.25 ng/ml. 

3. Discussion 

Near 4% of patients are found to be metastatic at the time of prostate cancer di-
agnosis [1]. These patients have a much more aggressive disease than the pa-
tients who progress with metachronous metastases. In these patients, the dura-
tion of hormone sensitivity and life expectancy are short [2]. Our patient was 
metastatic at the time of diagnosis. 

The metastases preferentially target the bones and lymph nodes, but also the 
viscera such as the liver, lungs or brain [13]. In the bones, the pelvis and the 
spine were most often affected. The rare fact in our case was the revelation of 
cancer in his shoulder by a mass that could have been mistaken for a primary 
soft tissue and bone tumor. Indeed, although the bone and muscle are conti-
guous, their neoplastic invasion corresponds to different levels of progression 
and prognosis. The bone localization corresponds to an M1b type metastasis 
while the more advanced muscle localization corresponds to the M1c stage. Thus 
our patient did not have any urinary symptoms which would have made us look 
for a prostatic tumor. 

Pain is not uncommon in metastatic prostate cancer, and it significantly af-
fects the quality of life [9]. Apart from the analgesic drug, radiotherapy is an ef-
fective treatment that improves survival and quality of life [10] [11]. Different 
treatment regimens are used for three-dimensional pain relief radiotherapy. This 
includes the unfractionated 8 Gy scheme and the schemes 20 Gy in 5 fractions 
and 30 Gy in 10 fractions [14]. In our patient, the 30 Gy in 10 fractions scheme 
was used. It should be noted that many studies have shown the equivalence of 
unfractionated treatment in terms of pain relief compared to multi-fractionated 

https://doi.org/10.4236/crcm.2021.104016


K. Ka et al. 
 

 

DOI: 10.4236/crcm.2021.104016 137 Case Reports in Clinical Medicine 
 

treatments. Moreover, scientific societies and organizations recommend the un-
fractionated regimen [14] [15] [16]. Nevertheless, there is heterogeneity of 
prescriptions linked to the practice setting and the age of the provider. Non- 
fractionated treatment is much more widely used in the United States and Japan 
[17] [18]. In Europe too, prescriptions vary from country to country, but unfrac-
tionated treatment was prescribed by a third and half of providers [19]. The age 
of the provider is also decisive in the decision. The older the radiotherapist, the 
more likely he or she is to use a non-split regimen [20]. In our case, the provider 
was 28 years old. 

A survey conducted in 2009 showed that the dose most recommended by the 
specialists interviewed was 30 Gy in ten fractions, or 20 Gy in five fractions [14]. 

In addition to symptomatic treatment, metastatic prostate cancer is treated 
with chemotherapy and ADT [5]. 

The principle of ADT is to reduce testosterone levels to below 50 ng/ml. This 
strategy uses LH-RH agonists or antagonists [21]. The largest study and me-
ta-analyses have shown an interest in the survival by using ADT, despite the dis-
crepancy in the studies [22]. No benefit was found in terms of overall survival 
during the period of treatment (immediate or delayed) [16]. However, the im-
mediate start of hormone therapy at the onset of symptoms can delay the onset 
of progression and complications. This has led to a consensus on the treatment 
of all cancers that are metastatic from the diagnosis [21]. 

This ADT is not sufficient for the treatment of metastatic cancers from the 
outset. Indeed, the CHAARTED and GETUG 15 meta-analyses show that the 
addition of docetaxel chemotherapy provides an overall survival benefit in pa-
tients with a large tumor volume [23]. The STAMPEDE retrospective analysis 
showed a comparable benefit whatever the tumor volume [24]. 

Our patient had a hormone therapy based on LH-RH analogue associated 
with 6 cures of docetaxel. At 2 years of follow-up, the shoulder mass regressed 
with a correct control of the PSA level. 

4. Conclusion 

The diagnosis of metastatic prostate cancer is not uncommon. However, the lo-
cation on the shoulder is very rare. The multi-modal treatment shows a good 
response in our case. The local treatment of symptomatic metastasis by radio-
therapy improves the quality of life. 
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