
Abstract

To present and discuss a case of Pancoast Tumor: an apical lung neoplasm, and subsequently 

highlight the clinical importance of chronic and progressive complaints, pertaining to this pathology, 

in helping to detect it and form an early diagnosis.

Case: A 55-year-old non-smoker male patient, with a known case of gout and uncontrolled diabetes 

mellitus, presented to emergency with complaints of severe right-sided pain in the chest, subscapular 

and axillary regions. His electrocardiogram (ECG) and cardiac enzyme came out to be normal. Chest 

X-ray showed an opacity in the apex of the right lung. On contrast-enhanced computed tomography 

(CECT), there were enhancing multi-focal lesions in the apical segment of the right lung making a 

diagnosis of Pancoast tumor.

Even though, it may be missed in the early stages as the tumor cannot be seen on imaging investigations 

and biopsy is more specific at this time, imaging studies do play a substantial role in diagnosing this 

tumor. Due to the challenges in diagnosing this rare type of lung neoplasm, it is usually diagnosed 

when it has locally invaded.

Conclusion: Awareness regarding clinically important warning signs of Pancoast tumors such as 

chronic and progressive neck and shoulder pain can help healthcare professionals, most notably but 

not exclusively, chiropractors, in prompt identification of these signs and symptoms, thus facilitating 

a timely medical and/or surgical referral and an early diagnosis of this pathology. A thorough 

examination can assist in early diagnosis and lead to a subsequent decrease in mortality and an 

improvement in quality of life.
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Introduction

In lung superior sulcus tumors, Pancoast tumor, 

affecting the apex of the lung accounts for 3% to 

5% of all lung neoplasms; and more than 95% of all 

the cases of Pancoast tumors are reported to be non-

small cell type. This pulmonary neoplasm usually 

presents with shoulder pain and arm weakness as 
1

they invade the brachial plexus and spine.  Treating 

this rare cancer has been a challenge in the past, but 

many new scientific advances have been made to 

make it manageable through a combined modality 
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2
approach.  Moreover, MRI can help with tumor 

staging; it helps detect the local extent of the tumor 

as radical tumor resection increases the chances of 
3cure.

Case presentation

A 55-year-old non-smoker male patient (MR number: 

0683352; IRB number: 607/ERC/CMH/LMC) presen-

ted to the emergency department, Combined Military 

Hospital-Lahore on 26-September-2022 with severe 

right-sided pain in the chest, subscapular and axillary 

regions. The pain started in his right subscapular 

region 13 days back; then there was worsening of 

pain which was constant and started radiating to 

chest and axilla. His blood pressure was 130/90 mm 

Hg, respiratory rate was 22 breaths per minute, 

SpO  was 89% at room air and heart rate was 129 2

bpm. The ECG fin-dings were unremarkable 

except for tachycardia and high sensitivity 

Troponin-I level (0.02ng/ml) was found within 

normal range (Figure 1). His pain was relieved by 

injectable painkillers (injection Dicloran/ injection 

Toradol/ injection Falgan). His vitals were strictly 

monitored; and for low oxygen saturation, he was 

advised to sit up in a propped-up position and 

oxygen was given through nasal prongs at a rate of 

2-4 Litres per minute. The next day (27 September 

2022), he was shifted to the ward for further 

treatment. There was no history of anorexia or weight 

loss, however, there was history of vomiting, and the 

patient was only tolerating a liquid diet for a few 

weeks. He was a known case of gout and uncon-

trolled diabetes for 12 years. 

Figure 1: (A) Electrocardiogram of the patient (Normal); 

(B) Cardiac Troponin-I high sensitivity (Normal).

On examination, there was clubbing of fingers and 

the patient had difficulty walking. There was hoarse-

ness of voice and mild non-productive cough. On 

chest auscultation, there were bilateral wheezes on 

the right side along with coarse crepitations. He 

seemed well; however, he was irritable due to the 

pain. 

A chest X-ray done on 27-September-2022 showed 

opacity in the apex of the right lung which has been 

marked by an arrowhead  (Figure 2)

Figure 2: X-ray of the chest. Opacification of right 

upper lung zone- consolidation (arrowhead). Patchy 

ground glass haze seen in right mid and bilateral lower 

lung zones (*). 
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Contrast-enhanced computed tomography (CECT) 

of the chest done on 3rd day of admission (29-Septem-

ber-2023) revealed poorly enhancing multifocal areas 

of consolidation with air bronchogram in the right 

lung, largest in the apical segment of the right upper 

lobe along with a few enlarged mediastinal lymph 

nodes, largest measuring 13 mm in short-axis dia-

meter (SAD) in right paratracheal location. The largest 

lesion in the apical segment of the right upper lobe 

reached up to the hilum. These areas of consolidation 

were seen intercommunicating with each other. 

Mosaic attenuation was seen bilaterally. The left lung 

was otherwise grossly unremarkable (Figure 3). 

Lytic lesions were seen in the right humeral head 

and glenoid fossa. 

Figure 3: CT neck, chest, abdomen, and pelvis with 

contrast. Apical mass, most likely a Pancoast tumor (*).

His bronchoscopy done on 6-October-2022 was 

unsuccessful, because it was abandoned midway as 

the patient vomited and aspirated stomach contents. 

A diagnosis of a superior sulcus/Pancoast tumor 

was made. A biopsy was planned. The patient left 

the hospital without medical advice on 7-October-

2022.

Discussion

While assessing a patient in an emergency with 

chest and shoulder pain we can have tunnel vision 

and focus solely to refer such patients to cardiology 
4

and rheumatology respectively.  However, further 

assessment in such patients is very important as in 

this case report, thorough examination and appro-

priate investigations revealed a diagnosis of Pancoast 

tumor and ruled out any cardiac disease. In the pre-

sent case report, the patient had right-sided pain in 

the chest, subscapular and axillary regions indicating 

the characteristic signs and symptoms of Pancoast 

syndrome due to involvement of C8 to T2 nerves; 

however, there was neither any feature of Horner 

syndrome (ipsilateral ptosis, anhidrosis, and miosis 

due to interruption of sympathetic chain) nor atrophy 
5

of intrinsic muscles of the hand.  It can also lead to 

superior vena cava syndrome caused by compression 

or invasion of the superior vena cava or brachioce-

phalic vein by the malignancy; symptoms vary from 

asymptomatic to congestion and edema of head and 

neck to life-threatening emergencies causing upper 

airway obstruction depending on the extent of obs-
6truction.  but no such complication of Pancoast 

tumor was observed in this patient. According to a 

study, smokers with shoulder pain should get their 

X-ray done as it is a strong suspicion of apical lung 
7cancer.  however, our patient was a non-smoker. 

Many patients with similar symptoms have a delayed 

diagnosis or misdiagnosis as they are mistaken for 

musculoskeletal disorders, which can lead to poor 
8

prognosis.  Studies show that the best survival results 

occur in patients who receive combined preoperative 

radiation and surgery. Patients with brachial plexus, 

Horner syndrome, ipsilateral neck node neck meta-

stasis, and rib invasion are eligible for combined 

modality therapy expecting survival of 30 to 40 per-

cent, however, those with metastasis in subclavian 

vessels, mediastinal lymph nodes, and vertebrae 

are treated with high doses of external radiation 
9

therapy.  Preoperative chemoradiotherapy followed 

by tumor resection is associated with a 5-year survival 

rate in more than 50 percent of the patients so early 
10diagnosis and treatment can be life-changing.
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Conclusion

Healthcare professionals, especially chiropractors, 

should be aware of the symptoms related to Pancoast 

tumor. The proper examination and investigations 

in such a patient may lead to an early diagnosis of 

this tumor before the involvement of other structures 

at thoracic inlet. It can lower mortality and improve 

the quality of life due to in-time referral for further 

treatment including surgery and radiotherapy.
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