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SHORT REPORTS

Myeloma presenting with Pancoast's
syndrome
Skeletal pain is the commnonest initial manifestation of multiple
myeloma. We report an unusual presentation with shoulder pain,
Horner's syndrome, and apical lung mass mimicking bronchial
carcinoma.

Case history

A 72-year-old Caucasian man was admitted complaining of increasing left
shoulder pain and stiffness of nine months' duration. He had no back pain,
symptoms of anaemia, cough, haemoptysis, fever, or weight loss. He had
smoked 20 cigarettes daily for 60 years. His only medical history was an
episode six years previously of congestive cardiac failure, attributed to
myocarditis, which had been treated with corticosteroids for three months.
He was taking maintenance digoxin for chronic atrial flutter and mild
diuretics. He looked quite well but he had a clinically malignant lymph node
2 cm in diameter in the left supraclavicular fossa. A left Homer's syndrome
was present. Movement of the left shoulder was restricted by pain. The
fingers were not clubbed. The radial pulse was 75/min and the blood pressure
110/80 mm Hg. There was no evidence of cardiac failure and no cardiac
murmurs. Air entry was diminished at the left apex but the chest was
otherwise clear to auscultation. The liver and spleen were impalpable. There
was no motor or sensory deficit in the extremities. Chest x-ray examination
showed a left apical mass with erosion of the second and third ribs posteriorly
and lateral borders of adjacent vertebral bodies (figure). Haemoglobin was
13-5 g/dl, white blood count 9-4 x 109/1 (9400/mm3) with normal differential,
platelets 170 x 109/1 (170 000/mm3). Serum concentration of creatinine was
237 ,umol/l (2-7 mg/100 ml); albumin 38 g/l; globulin 31 g/l, with normal
electrophoretic pattern; calcium 2-5 mmol/l (10 mg/100 ml), and urate 0 4
mmol/l (6-7 mg/100 ml).
A biopsy specimen of a left supraclavicular lymph node showed complete

replacement by immature plasma cells, which by fluorescent antibody studies
were positive for IgG. A bone marrow biopsy specimen showed small colonial
proliferations of atypical plasma cells which included some binucleate types
consistent with myeloma. A needle biopsy specimen of the left apical mass
showed sheets of neoplastic plasma cells. Serum IgG concentration was
11-42 g/l, IgA 3 59 g/l, IgM 0-42 g/l, and IgD 0 04 g/l. Free lambda chains
were detectable in the serum by immunoelectrophoresis in small amounts and
in the urine in large quantities (4 5 g/l). Skeletal survey showed vertebral
collapse at T10, L4, and L5. Skull x-ray examination showed a few radio-
lucencies, one of which was considered consistent with myeloma. The
patient was treated with radiation to the left apical mass and intermittent
chemotherapy with combined melphalan and prednisone.
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Apical mass (myeloma) left lung with erosion of second and third ribs
posteriorly and lateral borders of vertebral bodies.

Comment

Pancoast's syndrome' of apical lung opacity, erosion of ribs, pain in
the shoulder and arm with wasting of the hand muscles, a drooping
eyelid, and contracted pupil is most often due to bronchial carcinoma.'

Our patient had no wasting of the hand muscles, which is the least
frequent part of the syndrome.3 The case emphasises the need for
biopsy before starting to treat Pancoast's syndrome. In contrast
to the generally poor prognosis with this syndrome, patients with
extramedullary plasmacytoma have a much more favourable outlook.
Our patient's disease probably represented stage III ofextramedullary
plasmacytoma according to the classification of Wiltshaw.4 Metastasis
in this type of myeloma is more often to lymph nodes than to bone,
which may be affected at sites not normally containing bone marrow.
Other notable features of metastatic extramedullary plasmacytoma
are a relative infrequency of bone marrow disease (210, ); absence of
hypercalcaemia, systemic amyloidosis, and paraplegia; and rarity of
death due to renal disease.
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Effects of naftidrofuryl on
microcirculatory cold sensitivity in
Raynaud's phenomenon
The treatment of Raynaud's phenomenon (RP) is unsatisfactory.
That may be owing to insufficient knowledge of the underlying
mechanisms in the individual patient and difficulty in assessing the
effect of treatment on them. The effect of one of the newest vasoactive
agents, naftidrofuryl, was investigated in a double-blind, crossover
study with newly developed skin microcirculatory cold sensitivity
tests.

Methods and results

Twenty normal controls and 14 patients with RP (typical skin colour
changes by mild cooling) were studied. Six of the 14 patients had primary
RP (Raynaud's disease for more, than three years without associated disease),
five had systemic sclerosis (proved by biopsy), two had rheumatoid arthritis
(RA), and one had systemic lupus erythematosus (SLE). Informed consent
was obtained from all. Under strictly standardised conditions in a tempera-
ture-controlled room (18°C X 0 5, 45-50'% humidity) the basal blood flow in
the skin fold between the index finger and the thumb was measured from the
clearance of radioactivity' after non-invasive labelling with xenon-133 gas.
The skin microcirculatory response to localised cooling, not eliciting systemic
vasoconstriction, was assessed from the basal flow changes caused by touching
the labelled skin (area 2 cm x 2 mm) with a cooled (5°C), water-filled metal
cylinder (the local cooling test).' Cold-induced systemic skin vasoconstriction
was assessed from the basal flow changes of the right hand caused by im-
mersion of the left hand in water of room temperature (the contralateral
hand cooling test).2 Results from the same individuals on different days
varied by less than 15 %.
Randomly the patients took on days one to seven either 200 mg of naftidro-

furyl or a placebo thrice daily by mouth, and vice versa on days eight to 14.
The tests were done initially and on days seven and 14. A paired t test was
used when comparing each patient's initial results with those on day seven
of each agent, and Student's t test when comparing the results in the controls
with those in the patients. All patients completed the trial. Their initial
results and those from day seven of placebo were equal to the normal controls.
Their mean (+ SD) low basal flow of 4-4 ± 1-5 ml/min/100 g increased
significantly (P < 0 05) on naftidrofuryl to 6-6 ± 2-8 ml/min/100 g and
reached in most patients the normal mean of 6-9 ± 1-4 ml/min/100 g.
Both cooling tests improved significantly during naftidrofuryl treatment
(table). In most patients the results of the contralateral hand cooling test
reached normal, whereas for many that was not so with the local cooling
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