


Case report 
Post-operative Brachial Plexopathy Secondary to Spindle Cell Carcinoma of the Shoulder: A Rare Case Report
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Abstract
Spindle cell carcinoma is an uncommon aggressive variant of squamous cell carcinoma that rarely involves the shoulder region. We report a 25-year-old male who presented with isolated left upper limb weakness and complete sensory loss 20 days after surgical excision of a left shoulder spindle cell carcinoma. Clinical examination revealed flaccid paralysis with absent sensation (touch, pain, temperature) in the left upper limb, consistent with brachial plexopathy. Laboratory investigations showed mild anaemia; viral markers were negative. The patient was managed conservatively with analgesics, intravenous fluids, and physiotherapy. He was discharged in stable condition with planned outpatient follow-up. This case highlights the importance of suspecting tumour recurrence or infiltration in post-oncologic surgery patients presenting with new neurological deficits, even in the absence of advanced imaging in resource-limited settings. Early neurological referral and multidisciplinary care are crucial for optimal outcomes.
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Introduction
Spindle cell carcinoma (also known as sarcomatoid carcinoma) is a rare, biphasic malignant tumour characterised by a mixture of epithelial and mesenchymal components. It most commonly arises in the head and neck, lung, or skin, but primary involvement of the shoulder girdle is exceptionally rare. Brachial plexopathy as a complication of shoulder malignancies can result from direct tumour infiltration, metastatic spread, radiation injury, or iatrogenic nerve damage during surgery. Post-operative brachial plexopathy due to residual or recurrent spindle cell carcinoma has been infrequently reported in the literature. This case is noteworthy because of the isolated neurological presentation in a young patient shortly after curative-intent surgery, underscoring the need for heightened vigilance in oncologic follow-up.
Case Presentation
A 25-year-old male from Telangana, India, presented to the Neurology outpatient department of Chalmeda Anand Rao Institute of Medical Sciences on 13 November 2025 with complaints of progressive weakness and complete loss of sensation in the left upper limb for 20 days. Two years prior, he had noticed a swelling over the left shoulder. It was diagnosed as spindle cell carcinoma at an outside hospital and he underwent surgical excision on 20 October 2025. Immediately after surgery he developed left upper limb weakness and sensory loss, which worsened over the subsequent weeks. There was no history of fever, trauma, radiation therapy, or chemotherapy. He had no comorbidities. He was a chronic smoker and gutkha user for 6 years. Family history was unremarkable.
On admission, he was conscious, oriented, and haemodynamically stable (pulse 76 bpm, blood pressure 130/80 mmHg). General physical examination was normal except for mild pallor. Neurological examination revealed:
· Higher mental functions intact.
· Cranial nerves normal.
· Motor system: Left upper limb power – shoulder abduction/adduction/flexion/extension 0/5 to 4/5 (depending on movement); elbow flexion/extension 4/5; wrist flexion/extension 4/5. Lower limb power normal (5/5 bilaterally).
· Tone reduced in left upper limb.
· Deep tendon reflexes: Biceps, triceps, supinator – 1+ on left, 2+ on right; knee and ankle – 2+ bilaterally. Plantars down-going.
· Sensory system: Complete loss of touch, pain, temperature, and vibration sense in the entire left upper limb (C5–T1 dermatomes). No sensory loss elsewhere.
Laboratory investigations (performed on admission) are summarised in Table 1.
Table 1: Laboratory parameters on admission
	Parameter
	Result
	Reference Range
	Remark

	Haemoglobin
	10.9 g/dL
	13.0–17.0 g/dL
	Low

	RBC count
	4.0 × 10⁶/µL
	4.5–5.5 × 10¹²/L
	Low

	WBC count
	6.1 × 10³/µL
	4.0–10.0 × 10⁹/L
	Normal

	Platelets
	3.68 lakhs/µL
	1.50–4.10 lakhs/µL
	Normal

	Blood urea
	16 mg/dL
	19.2–42.6 mg/dL
	Low

	Serum creatinine
	0.5 mg/dL
	0.6–1.1 mg/dL
	Normal

	Random blood sugar
	86 mg/dL
	70–140 mg/dL
	Normal

	Electrolytes (Na/K/Cl)
	145/4.1/104 mmol/L
	Normal ranges
	Normal

	HBsAg, HCV, HIV
	Non-reactive
	–
	Negative



All other routine investigations were unremarkable. No MRI of the brachial plexus or repeat biopsy was available during this admission.
The patient was admitted under Neurology for supportive care. He received intravenous fluids, tablet paracetamol 650 mg as needed for pain, tablet etoricoxib 90 mg once daily, and physiotherapy for left upper limb. He showed mild subjective improvement in pain and was discharged on 15 November 2025 in stable condition with advice for outpatient oncology and neurology follow-up, continuation of physiotherapy, and pain management.
Discussion
Brachial plexopathy in the context of spindle cell carcinoma of the shoulder is rare and poses a diagnostic challenge. Differential diagnoses include iatrogenic nerve injury during surgery, tumour recurrence with infiltration of the brachial plexus, radiation plexopathy (if radiotherapy was given), or paraneoplastic neuropathy. In this case, the temporal relationship (symptoms starting immediately post-surgery and worsening) strongly suggests either direct intraoperative nerve damage or microscopic residual disease causing progressive infiltration.
Spindle cell carcinoma is known for its aggressive behaviour and propensity for local recurrence. Literature reports brachial plexopathy most commonly in breast cancer, lung cancer, or lymphoma, but shoulder-origin sarcomatoid tumours are scarcely documented. The absence of pain/temperature sensation with preserved (though reduced) motor function in some segments points to selective involvement of sensory fibres, which is atypical for pure traumatic plexopathy and raises suspicion of neoplastic infiltration.
Malignant peripheral nerve sheath tumours (MPNST) have been reported to cause brachial plexopathy, often mimicking radiation-induced or metastatic plexopathy in patients with prior cancer history. Infraclavicular spindle cell haemangioendothelioma can also mimic peripheral nerve sheath tumours on imaging and clinical presentation. Spindle cell carcinoma itself has been documented in unusual sites such as the lung (with myogenic differentiation), maxilla, intraoral regions (with spontaneous regression), and tongue (with osteoid and cartilage formation), highlighting its morphological heterogeneity and diagnostic challenges. However, primary shoulder spindle cell carcinoma presenting as isolated post-operative brachial plexopathy in a young male remains unreported.
The mild anaemia observed may be anaemia of chronic disease or paraneoplastic. Negative viral serology ruled out infectious causes. In resource-limited settings, advanced imaging (MRI brachial plexus with contrast) and repeat histopathology are ideal but may not always be immediately feasible. Conservative management with analgesia and physiotherapy remains the cornerstone when curative options are limited.
This case emphasises the importance of: (1) pre- and post-operative neurological assessment in shoulder oncology cases; (2) high index of suspicion for tumour-related plexopathy even shortly after surgery; and (3) multidisciplinary involvement (oncology, neurology, rehabilitation) for better functional outcomes.
Conclusion
We report a rare case of post-operative brachial plexopathy likely secondary to residual or recurrent spindle cell carcinoma of the shoulder in a young male. Prompt recognition and supportive care are essential. Clinicians should maintain a low threshold for suspecting neoplastic involvement in cancer survivors presenting with new focal neurological deficits.
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